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Global Health Workforce Alliance 
Season's Greetings! 
The Alliance
23/12/2010
The Global Health Workforce Alliance wishes all its partners, members, colleagues and friends Happy Holidays and a new year filled with joy, happiness and good health. 

The Alliance looks forward to continue working with all of you to ensure "all people everywhere have access to a skilled, motivated and supported health workers". 

--------------------------------------------------------------------------------

L'Alliance mondiale pour les personnels de santé souhaite à tous ses partenaires, membres, collègues et amis de belles fêtes ainsi qu'une année 2011 pleine de joie, bonheur et bonne santé.

L'Alliance se réjouit de continuer à travailler avec vous tous pour s'assurer que « partout dans le monde, chacun ait accès à un agent de santé qualifié, motivé et doté de l'appui nécessaire ».
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New Chair-Elect for the Alliance Board
The Alliance
21/12/2010

21 December 2010 | Geneva – The Global Health Workforce Alliance has selected Dr Masato Mugitani as its chair-elect. 

Dr Mugitani, is presently working as the Assistant Minister for Global Health at the Ministry of Health, Labour and Welfare in Japan. 

Dr Mugitani is a medical doctor with professional and profound engagement in the global health, pandemic influenza response, cancer policies, medical systems and public health policies at global, regional and national level. 

He will take over from current chair, Dr Sigrun Møgedal, of the Norwegian Government, following the Second Global Forum on Human Resources for Health, to be held in Bangkok, in January 2011. 

(Back to top
News from WHO and partners
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Small steps and big goals: Two countries' experiences in achieving MDGs 4 & 5
WHO
21/12/2010

MANILA, 21 December 2010—Complex problems can sometimes be solved with simple solutions. For maternal and child health, significant progress has been achieved in Viet Nam by providing weekly supplements of iron and folic acid, and in the Philippines by encouraging breastfeeding. In the process, both countries have taken a step closer to achieving Millennium Development Goal (MDG) 4, which calls for a two thirds reduction in under-5 mortality between 1990 and 2015, and MDG 5, which calls for a three quarters reduction in the maternal mortality ratio.

Viet Nam: preventing anaemia in women of reproductive age

In a developing country such as Viet Nam, children and young women often suffer from iron and folate deficiency, resulting in anaemia and increased risk of death. In addition, the negative consequences of iron deficiency anaemia on the cognitive and physical development of children and on the work productivity of adults are of major concern for the Government.

A simple solution is to provide a regular supplement of iron and folic acid for women during child-bearing years. Evidence suggests that this is a desirable intervention in those parts of the world where women do not yet have access to fortified foods or to diets that are high in bioavailable iron.

In 1998, the World Health Organization's Western Pacific Regional Office initiated a weekly iron and folic acid supplementation (WIFS) project. The project was piloted in four Member States: Cambodia, the Lao People's Democratic Republic, the Philippines and Viet Nam.

Viet Nam became the first country in the Region to implement this anaemia prevention programme in women of reproductive age, using WIFS, combined with twice-yearly deworming. This was piloted in Than Mienh province in the late 1990s. The same initiative was introduced in 2006 in the Yen Binh and Tran Yen districts of Yen Bai province, covering 50 000 women ranging from 15 to 45 years of age. In 2008, the project was expanded to cover the whole province for a total of 250 000 women. Options to further scale up the programme from the provincial to national level are under discussion.

Thanks to the programme, anaemia prevalence in Yen Bai was reduced from 37.5% to 18%, and hookworm infestation decreased from 78.2% to 12%, according to a November 2010 evaluation of the nearly 5-year-old project. The birth weight of infants increased by about 130 grams. WHO is now working to support Yen Bai to secure a sustainable supply of iron and folic acid and to find viable ways to expand the programme.

The Philippines: a push for breastfeeding

A National Demographic Health Survey conducted in 2003 highlighted the dangerously low breastfeeding rates in the Philippines. The results came just after UNICEF and WHO launched the Global Strategy on Infant and Young Child Feeding (IYCF). In response to the survey and the strategy, the Philippines launched a national policy on IYCF and a five-year national action plan to provide strategic direction for improving breastfeeding practices in the country.

Among the follow-up initiatives is the Essential Newborn Care (ENC) protocol under the slogan "The First Embrace", which encourages early skin-to-skin contact and non-separation of the newborn child from the mother in order to promote breastfeeding. The exclusive breastfeeding rate at 28 days of life in the pilot hospital was double the national average for all hospitals.

Supportive supervision for IYCF was stepped up in health centres, with regular visits by national and regional coordinators. Key IYCF indicators were included in the Integrated Child Survival Monitoring Tool.

Progress has been encouraging, but much work remains to be done. Other areas that need attention include:

the implementation of the Essential Newborn Care protocol in hospitals to increase breastfeeding initiation rates within the first hour of life;

reaching 1 million pregnant women through an integrated marketing communication effort;

full implementation of the Expanded Rooming-In Act, which includes provisions for breastfeeding breaks and support for working women;

the integration of IYCF in the curricula of all health workers; and

the strengthening of implementation, monitoring and reporting of violations of the Milk Code, which regulates the marketing of breastmilk substitutes.

The latest national data (2008) show that the exclusive breastfeeding rate for the first six months remains unchanged at 34% and the rate of initiation of breastfeeding within the first hour remains at 54%. The figures may not be very dramatic, but they suggest the decline in breastfeeding in the Philippines is reversible.
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Scientific Programme for ICN’s 2011 Conference in Malta Released 
International Council of Nurses
21/12/2010

Geneva, Switzerland 21 December 2010...... The International Council of Nurses is pleased to release details of the scientific programme for its international Conference in Valetta, Malta 4-8 May 2011. The programme brings together ICN designed plenary and main sessions, ICN Network meetings and the 700 symposia, concurrent sessions and poster sessions selected from the 2 063 abstracts submitted by nurses from 74 countries worldwide. The deadline for Early-bird Registration is 31 January 2011. To register for the conference and for further information on the programme, please visit www.icn2011.ch/

Keynote speaker Dr Mary Wakefield will address the conference theme Nurses Driving Access, Quality and Health in the opening plenary on 5 May. Mary Wakefield, Ph.D., R.N., was named administrator of the Health Resources and Services Administration (HRSA) by President Barack Obama in 2009. HRSA is an agency of the U.S. Department of Health and Human Services. HRSA works to fill in the health care gaps for people who live outside the economic and medical mainstream. The agency uses its annual budget to expand access to quality health care in partnership with health care providers and health professions training programs.

The conference at a glance can be viewed and a searchable data base for all accepted symposia, concurrent sessions and posters can be accessed on the conference website www.icn2011.ch/.

Abstract sessions will run parallel with 25 main sessions addressing priority issues such as Changing scopes of practice, Health financing, Human resources, Positive Practice Environments, Mental health, Patient Safety, the Epidemic of Noncommunicable Diseases, Nursing Ethics, Disasters, Migration, Tuberculosis, Telenursing and more. A thought-provoking debate will be held on the pros and cons of mandatory vaccination of health professionals. Along with the keynote session on the Conference theme, other plenary sessions will focus on the Role of Women in Building Healthy Nations and Social Movements Worldwide. All ICN Networks will have sessions during the Malta Conference to discuss current trendsand priority issues.

The Florence Nightingale International Foundation luncheon will be held on Friday 6 May and tickets will be available online in February 2011.

The Professional Visits programme will take place 8 May and more detailed information will be available at www.icn2011.ch/ as the Conference approaches.
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Secretary of State supports Merlin
Merlin, UK
22/12/2010

Merlin is delighted that the Secretary of State for International Development, the Rt Hon Andrew Mitchell MP, has shown his support for Merlin by writing to The Times.

He praises “the brave men and women from Merlin [who] are among the first on the scene of a global emergency”.

Mr Mitchell also recognises the hard work that we do to revive and stabilise health systems. He wrote: “Merlin’s projects are helping communities to build long-term medical solutions to end the needless deaths caused by poor healthcare.”

Please click here  to read his letter in full.

Our Director of Health & Policy, Linda Doull, thanked The Times and the Secretary of State for their endorsement of Merlin’s work: “I and my colleagues were absolutely delighted to see the Secretary of State for International Development, the Rt Hon Andrew Mitchell MP, showing his support for Merlin.”

She added: “We are also very proud to be one of the chosen charities for The Times Christmas Appeal 2010. This is a fantastic opportunity for us to show readers that we are undaunted by the challenges of working in some of the world’s toughest places.”

Her letter calls for support for our ‘Hands up for Health Workers’ campaign and Merlin’s wish to see donors and governments invest $2.6 billion in health in fragile states every year for the next ten years.

This would make up the shortfall in health workers who could save mothers lives, tackle child mortality and stem the needless loss of life from diseases like malaria, HIV and tuberculosis, not to mention diarrhoea and pneumonia.
Community Health Workers: the future of Afghanistan's public health system - Volunteering to achieve MDGs 4 and 5

WHO and Ministry of Public Health, Afghanistan

05/12/2010

Afghan health officials and the World Health Organization today observed Community Health Workers Day to acknowledge the role and contribution made by some 20,000 Community Health Workers (CHWs). This day is a local adaptation of the International Volunteers Day observed by the United Nations.

In Afghanistan's villages, CHWs are the first line health care providers before one reaches the nearest health facility. Nominated from local communities, these men and women know the people, the local culture and the issues at stake in the community, including but not limited to those pertaining to health. 

"If we are to see Afghanistan's public health system stand on its own two feet, we have to develop a system that can sustain the interest and commitment of the community health workers who are, in fact, volunteers," said Her Excellency Dr Suraya Dalil, Acting Minister of Public Health. "This would mean finding a mechanism whereby they are remunerated for their time and efforts," she added.
"We really need to train more female CHWs and Community Health Supervisors and bring them into the workforce if we are to achieve the Millennium Development Goals 4 and 5 targeting maternal and child health in Afghanistan," asserted Peter Graaff, WHO Representative to Afghanistan.
He continued to say that life-saving yet basic health interventions such as birth spacing, child growth monitoring, organizing communities around health issues, including health education can be delivered through these volunteers following practical training on the WHO Regional Manual for Cluster Representatives and Health Volunteers. CHWs are the backbone of the primary health care system in Afghanistan and are even working in parts of the country not reached by basic health services. 

For more information, please contact:

Dr. Kargar Nooroghli, Ministry of Public Health, +93 (0) 78 610 4790

Aanchal Khurana, World Health Organization, KhuranaA@afg.emro.who.int,  +93 (0) 79 533 9211

(Back to top
Africa & Middle East 
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The problem with Lagos health care
NEXT, Nigeria
16/12/2010

By Gbenro Adeoye

Poor policy formulation and implementation have been identified by experts as integral to a ‘dysfunctional' health sector in the country.

Themed, ‘50 years of Independence in Nigeria: The role of Nigerian doctor in a dysfunctional health system', this year's Annual General Meeting of the Association of Resident Doctors, Lagos State University Teaching Hospital Chapter, held on Wednesday, to examine the health sector.

Need for radical change

Michael Bankole, a professor of paediatrics, said the country has not been consistent with its health policies over the years. Mr Bankole, who described Nigeria as "famous for making plans", also highlighted some projects and policies that have been tried and abandoned by the government in the last 56 years, which include the Majekodunmi Maternal Health Care Programme, National Basic Health Services Scheme of the Third National Development Plan, and the National Health Policy and Strategy for achieving Health for All through Primary Health Care. "We need a radical change of orientation of the health policy makers, strategic planners and practising doctors," he said.

He also called for a "sound population control policy", and the review of medical education programmes as the inherited London generated curriculum of 1957 is still being used in residency training. "The same style of training that I went through is what many of the doctors still go through now," he said.

Preventing another collapse

Lagos doctors, last month, called off an industrial action which lasted 14 weeks. Olufemi Olugbile, the newly appointed Permanent Secretary for the Ministry of Health, who represented the Commissioner, Jide Idris, said efforts will be made in future to prevent a similar collapse of health care in the state. He also said the performance of "control norms" like organisation, finance, behaviour, and regulation is key to improving the quality of health care in the state.

Meanwhile, Saliu Oseni, the President of the state chapter of ARD, said the "way forward is also for the government to be on the lookout for the best for its health workers" to check brain drain in the sector. "It's not only about finance," he said. "In the next few years, we will run into trouble if nothing is done because a lot of doctors are moving away to other areas like IT. There is need for the provision of a conducive environment to work in, accommodation, and appropriate remuneration to boost the morale of health workers generally."

Edamisan Temiye, the Chairman, Lagos Chapter of Nigerian Medical Association, blamed the general poor state of infrastructure in the country for the problems encountered in the sector. "Before, during the period when I was having my training, by 7 am, the knife will touch the skin in the theatre, but now at 3 pm, the operation has still not been done, because there is no light or water," he said. "The light comes and goes off again, or the engineer will come and say ‘I give you two hours to finish that operation or the light will go off'. If all of these things are not corrected, we are going nowhere."
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Global Fund buoys local Aids campaign
Business Report, SA
21/12/2010

By Slindile Khanyile

South Africa’s ability to treat HIV and reduce new infections received a boost this week when the country was awarded a $302-million (R2.1 billion) grant by the Global Fund, 65 percent of which will be used for Aids treatment.

The money, which will be paid over five years, will allow the government to add at least 175 000 more people to the list of those who receive antiretroviral (ARV) treatment.

Thobile Mbengashe, the head of HIV/Aids in the Department of Health, said yesterday that these patients would be over and above the people who would benefit from the government’s R4.2bn contract to procure ARVs for the next two years.

“The money from the Global Fund is additional. At the moment, there are 1.1 million people who are on treatment and the government plans to add 500 000 more by the end of the financial year,” Mbengashe said.

The 175 000 who will benefit through the Global Fund grant will be added over five years.

The Global Fund is a public-private partnership dedicated to attracting and disbursing additional resources to prevent and treat HIV/Aids, tuberculosis (TB) and malaria.

Since its creation in 2002 the Global Fund has approved funding of $21.7bn for 150 countries.

Mbengashe said the money would not be used just to buy ARVs.

“In terms of the national programme, the core component is to reduce the number of new infections substantially by 2015, because if we don’t reduce new infections the programme will not be sustainable.”

As part of the strategy, the money will also be used to increase the number of nurses who can administer ARV treatment at the 4 300 health facilities around the country in order to make the treatment easily accessible. At present there are just over 2 000 nurses who can perform this function.

The money will also go towards buying more condoms so they can be made available in places such as taxi ranks and hotels. Mbengashe said the plan was to increase condom distribution from 450 million to 1 billion.

The other priority area will be medical male circumcision, which will receive $33m. Mbengashe said the department was targeting 5.7 million people over the next five years.

A significant portion of $10m will go towards strengthening the physical health systems structures and community response to HIV/Aids and TB, while $8m will be allocated to direct support for the TB programmes
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Indigenous knowledge should not be lost - academics 
Mmegi, Botswana
17/12/2010

BONIFACE KEAKABETSE
Andrew Mushita from the community technology development trust in Zimbabwe buttressed this statement in his presentation to the recent Southern Africa Regional Community Based Natural Resources Management Forum (SACF) held at Maun lodge. Presenting to various experts and academics comprising the SACF, he urged the CBNRM fraternity to set aside arrogance and treat the local people as equal partners who can add or subtract something in ideas on conservation of resources in Africa.

"Knowledge is like a baobab tree. No one can embrace it alone," Mushita said as he addressed participants from Namibia, Botswana, Zambia, Zimbabwe, Malawi and Tanzania and new entrants Ghana and Angola.

He said most communities have local knowledge on conservation which was passed from one generation to another that can't simply be ignored. Mushita said the main aim of the CBNRM progamme was to cut down on human and wildlife conflicts by allowing the communities to benefit from the resources.

He said although the principle of the programme is good,  there are still many challenges such as conflicting laws in forestry and wildlife management Acts which make it difficult for the resources' to reach the people. The laws sometimes make it difficult to tell who between governments, tribal leaders or the community has the control over the land and the resources, he said. There is therefore, a need for clarity on community benefiting mechanisms though the establishment of legal and local institutions guiding the CBRNM programme.

Mushita further called for African governments to allow traditional doctors and indigenous people into the protected areas like the national parks for reaping traditional medicines.  

"It must be noted that the people need access in to the protected area and there is  need for contractual agreements between the providers and the people such that everything will be formalised. Lately, he said, there is a growing trend of biopiracy of African plants by some unscrupulous multinational drugs companies whom he said patent African plants and therefore make it difficult for them to be used by the people they originate let alone share profits with the people the patents come.

There is therefore a need for the governments to help the indigenous people to catalogue all the plants they know and to have medical functions to avoid the 'Hoodia Cacti' story, a plant originally used by the Basarwa in southern Africa including Botswana as a hunger suppressant while on hunting trips which was patented by the UK company Phytopharm who eventually sold the drug for $21m to Pfizer without even paying a dime to the Basarwa.

In Botswana alone so many plants have been stolen and patented for drugs in Europe but no one seem to know, according to Mushita. 

When presenting on Botswana national the CBNRM forum, Kalahari Conservation Society Chief executive officer, Felix Monggae said although the Botswana forum is riddled with failures for facilitating true dialogue amongst its members and eradicating the cancer of theft, malpractice, embezzlement and the abuse of community funds which are being dealt with, the forum as one of the oldest in the region has many success stories including advocating for the CBNRM policy by the government.

Minister of Environment, Wildlife and Tourism, Kitso Mokaila, in the speech which was read on his behalf, said since the promulgation of the CBNRM policy in 2007 by Parliament, there have been a number of divergent views on the policy which persisted at the implementation levels.

He noted that although the policy is desirable, it has shown that it is not a panacea to all the implementation problems associated with the CBNRM. He said one of the things called for in the policy is the establishment of a National Environmental Fund to finance community based environmental management and ecotourism projects throughout the country.

The funds source of revenue is from 65 percent of the proceeds of the sale of natural resource concessions and hunting quotas while 35 percent will be retained by the community trusts.
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Reliable Health Service Needs to Be Expanded in Sel'a, Say Inhabitants
Shabait, Eritrea
21/12/2010

The inhabitants of various administrative areas in Sel'a sub-zone, Anseba region, called on the Health Ministry to give due attention to the provision of enough and reliable health service in their locality.

They explained that there exists only one health station in the sub-zone that failed to render complete service due to shortage of facilities. In this respect, the inhabitants urged the Ministry to upgrade the station to the level of health center, in addition to taking temporary steps in the remote areas.

Pregnant mothers who traveled over 80 Kilometers from Merbebayob to give birth said that the remoteness of the area is negatively affecting their health condition. They further stated that its impact in the economy and energy of the respective families is not to be viewed lightly.

Mr. Finot Woldemariam, Assistant nurse in the health station, on his part admitted the complaints put forth by the local inhabitants and stated that staff members of the health station are working around the clock to alleviate such problems, but could not provide sufficient service.
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Health Extension Workers Inducted at Afigya-Kwabre 
The Chronicle, Ghana
18/12/2010

Simmons Yussif Kewura


120 Health Extension Workers (HEW) under the National Youth Employment Programme (NYEP) have been inducted into office at Kodie, the capital of the Afigya-Kwabre District of the Ashanti Region.

The health workers, drawn from the two constituencies of the district, Kwabre West and Afigya, according to the Regional Coordinator of the NYEP, Mr. Omar Ibrahim Nyamiye, would have two months theory and four months practical training to adequately prepare them for their designated roles at the various health facilities in the district.

According to the Regional Coordinator, all the districts in the Ashanti Region had inducted theirs, and it was only the Afigya-Kwabre that had delayed, because of problems. He charged the workers to be of good behaviour, since the sector they were preparing to enter needed people with discipline and good character.

Mr. Omar told the health workers that they would be made to abide by the code of ethics of the health profession, and for that matter, they must from today, begin to learn how to adopt the health workers code of ethics.

He told them that they were going to be trained by staff of the Ghana Health Service, which would definitely demand that they adjust to the new environment they were going to find themselves in.

Mr. Omar said the health sector was so pure that if any of them with obnoxious character, would not fit into the profession, adding, "You must learn all aspects of the health profession to help sustain in the work."

The Ashanti Regional Coordinator advised the workers to avoid political affiliations, and prepare towards serving the country, adding, "the NDC government is not interested in recruiting only NDC members for jobs under NYEP, but only looking for hardworking Ghanaians."

He urged them to make a mark for themselves, but not to collapse the programme. The Afigya-Kwabre District Coordinator, Mr. Seth Atanga, on his part, urged them to cooperate with their trainers, adding that being late for training would not be tolerated.
The Afigya-Kwabre District Director of the Ghana Health Service (GHS), Mr. Thomas Tawiah Abbey, inaugurating the health workers, told them that they were not going to be only in the wards, but some of them would be serving on the field.

According to the Director, they would be given the necessary information regarding their work as health extension officers, with a general training in the health sector. He disclosed that the district had about ten health facilities, with only one district hospital at Ankaasase, and two private hospitals at Mowire and Afrancho.

Mr. Abbey revealed that the district was also putting up two CHPS compounds in the district, where some of them may be asked to serve.
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SOUTH AFRICA: Sihle Motha, "You have this person's life in your hands" 
IRIN PlusNews
15/12/2010


JOHANNESBURG, 15 December 2010 (PlusNews) - Sihle Motha, a nurse at Malvern Clinic, in Johannesburg, is among the first to have been trained in the management and initiation of patients on antiretroviral (ARV) treatment. She will soon be joined by thousands more as the government rolls out nurse-initiated ARV treatment at primary healthcare clinics across South Africa.

She talked to IRIN/PlusNews about some of the challenges she faces, particularly since the clinic's only doctor left and has not been replaced.

"I had some background in HIV/AIDS so Dr [Natasha] Davies [her trainer] just filled in the gaps. She did theory with me for three weeks, then she could leave me with a patient and I would assess the patient and initiate them according to my own understanding, then she would assess.

"After three to four weeks she could leave me with the patients, but it was so much easier then because I still had the doctor [at the clinic] to consult so I kept going to her whenever I had a problem. Now there is nobody, but I have their numbers and I use my own phone to call them whenever I have a problem I can’t solve.

"But otherwise, being left alone in the clinic, it sharpened me, I think. Sometimes I have emergencies and you can’t just say, ‘No, there is nothing I can do for you’. Now I phone Dr Davies once every two weeks; before it was twice or thrice a day.

"I refer [to a doctor] when I suspect the patient is having a bad reaction to the drugs or if they have different types of TB or if the drugs are too much for the liver.

"I think it’s good [that nurses are initiating] but I think we need a doctor to be here at all times. The training is too short. There’s quite a lot [to learn] about each and every one of those drugs – the side-effects, how to deal with them and how to prevent [them]. And our patients are psychologically consuming... you need to always reassure them, so counselling is not just done by the counsellors.

"Our patients think if they’ve taken ARVs for one month and then go to a traditional healer, they’ll be healed. Most challenging is those patients who come in, go through their adherence and you initiate and then the following week they want a transfer-out letter because they were not staying here, they just came for the ARVs and then they go home.

"There are a lot of people; I think they’re calling each other saying, 'Now at Malvern you can get ARVs - come, come, come'. I see 50 to 60 patients a day, but I initiate only three per day.

"When we had our doctor, I used to initiate up to five or six, but now... I can manage only three. Because you have this person’s life in your hands, one mistake and then you fail that person and not just that person, the whole [health] department because you end up having a lot of side-effects that cost us quite a lot in time and finances."
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Emirati specialist medics graduate
Gulf News
21/12/2010


By Dina El Shammaa
Abu Dhabi: Aisha Salama, a 28-year-old Emirati, was only 10 years old when she decided she wanted to become a doctor.

Despite social constraints, she fought against the odds and turned what was once a dream into reality.

Upon completing her higher education in medicine, Aisha's brothers disapproved of her wish to come from Bahrain to the UAE to pursue a career as an oncologist.

However, with her father's support and her own will-power, Aisha is among the first batch of Emiratis to complete her residency programme with the Abu Dhabi Health Services Company (Seha) hospitals.

This is a training programme that follows standards set by the Arab Medical Board — a necessary step for doctors working in the UAE.

Aisha, with 38 Emirati healthcare professionals, completed her residency training after a four-year programme at Seha's teaching hospital.

This department runs several residency programmes in specialities that include internal medicine, paediatrics, family medicine, emergency medicine, dermatology, ophthalmology, radiology and general surgery.

"When I was a child, I fell ill, and admired the way my doctor dealt with my condition, and was fascinated with his stethoscope," Aisha said.

"It took 11 years of studying, and my journey is about to begin as an oncologist. I chose that speciality because it feels good to help critically ill patients till their last breath," said Aisha.

Another graduate, Ohood Al Nuami, 29, completed her medical degree at UAE University, and immediately started an internship training in Tawam Hospital. In her eagerness to become an internist, she joined the Shaikh Khalifa Medical City as part of the Seha residency programme.

Being a wife and mother did not stop Ohood from studying medicine for the past 12 years. "It's all about support," she said. "My husband's supportive, my mother helps take care of my child when I'm busy, and once my son's old enough, I intend to complete my fellowship abroad," she told Gulf News.

There are 250 Emirati students now in the four-year Seha residency programme, of whom 80 per cent are females, Dr Maher Al Hommos, Head, Education and Research at Seha said.

Dr Hommos said: "We're currently following the Arab Board standards for our training programme for doctors, however in efforts to help raise the calibre of graduates, we're soon going to become the second country in the world, after Singapore, to offer students a worldwide renown US programme known as the Accreditation Council for Graduate Medical Education (ACGME)".

Healthy numbers: Taking good care

Health Care professionals and facilities across the Emirate of Abu Dhabi

- 5,142 doctors

- 8,142 nurses

- 5,630 allied health professionals

-  7.1 per cent of health care professionals are Emiratis

- 25 per cent by 2015 is the expected number of Emiratis in the health care sector

- 1,077 licensed facilities out of which 39 are hospitals, 572 are centres and clinics, 467 are pharmacies and stores
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Mental illness is on the rise in the UAE
Gulf News
19/12/2010

By Mahmood Saber
Dubai: The number of people with mental health issues and depression is increasing and doctors need to be trained to spot such patients, a senior health official said on Saturday.

She said these patients come to the primary health centres with different symptoms each time and doctors need to know what signs to look for in order to identify mental problems.

Dr Mona Al Kuwari, director of primary health care at the Ministry of Health, said the reason for the growing numbers is everyday stress, lack of sleep or drug abuse.

"They need to be treated at the centre itself [instead of being sent to tertiary centres]," she said.

Doctors said people suffering from depression often complain of physical problems such as headaches and stomach pains, rather than of a low mood.

They said depression is offset by external and internal stresses, genetic factors and biological changes in the brain.

Mona was speaking to journalists on the sidelines of the First UAE Conference on Mental Health in Primary Care, which has attracted a number of psychiatrists and psychologists from across the Arab World.

Training

When told that there are not enough mental health experts to tackle the growing problem of depression issues in schools and colleges, Mona said it is for this reason doctors at primary health centres are being trained as the first line of defence to relieve the burden on hospitals.

She said the Ministry started with one primary health centre providing care for mental health issues in 2008 and that has grown to 15 centres in Dubai and the Northern Emirates.

The World Health Organisation (WHO) has affirmed that by the year 2020, mental illness will be one of the leading causes of death and disability worldwide, said Dr Mahmoud Fikri, executive director of health policies at the health ministry.

He said around 60 per cent of cases could be diagnosed and treated at the primary health care level, but that fewer than 25 per cent of cases diagnosed receive the required treatment.

Dr Hanif Hassan, Minister of Health said the Ministry's new strategy includes initiatives to provide psychiatric health services in the UAE.

Triggers of depression at work

* Lack of job fulfilment

* Contribution not valued

* Poor distribution of work, resulting in overload

* Not knowing what is expected of you

* Lack of authority

* Lack of feeling of trust
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Health Minister Opens First Psychiatric Conference 
Emirates News Agency (WAM), UAE
18/12/2010

WAM Dubai, 18th Dec. 2010 (WAM) -- Dr. Hanif Hassan Ali, UAE Minister of Health, emphasized that the ministry's new strategy includes initiatives to provide psychiatric healthcare services in the UAE as part of the World Health Organization's directives to include psychiatric health in primary healthcare clinics.

This was announced during his opening address to the first UAE psychiatric conference today in Al Bustan Rotana in Dubai under the title: "Psychiatric Health: Our 2020 vision".
The minister said: "The UAE gives great concern to the primary healthcare sector and reassures the directives of His Highness Sheikh Khelifa Bin Zayed Al Nahyan, President of the UAE, and His Highness Mohammed Bin Rashid Al Maktoum, Vice President and Prime Minister of the UAE and Ruler of Dubai, as well as Their Highnesses Rulers of the other emirates, to provide health services for all UAE nationals and residents in close and remote areas.
He emphasized the importance of applying modern international standards in the fields of medical services and implementing the recommendations and decisions of the World Health Organization pointing out that psychiatric health services has been included within the primary healthcare sector assures the ministry's commitment to provide qualified medical and technical staff as well as modern equipments to save time, provide the correct diagnosis and treatment.
The conference was attended by more than 200 doctors, psychiatrists and nursing staff in the UAE. It also hosts a number of international experts and advisors who are specialized in psychiatric health and primary healthcare sector. The conference will continue till Sunday 19th December.
Dr. Mahmoud Fikri, Assistant Undersecretary for Health Policies, stated that the conferences comes as part of the ministry's strategy to maintain a healthy environment for healthy individuals and its efforts to enhance psychiatric health as part of the main important aspects for health understandings pointing out that the ministry suggested an ambitious initiative to merge psychiatric health within the services of the primary healthcare centers. This comes as an implementation of the World Health Organization's efforts to develop primary health care services.
It is worth mentioning to know that psychiatric and behavioral diseases and problems are common worldwide and increasing worldwide. The World Health Organization expects that depression will occupy the second rank by 2020 in terms of economic and social burdens.
The World Health Organization sees that these diseases do not get the correct treatment or diagnosis in the primary healthcare standards; about 80% depression patients can be treated through the efficiency of doctors in the primary healthcare department. Internationally, less than 25% of depression patients get this treatment while 10% do not get it.
Studies reveal that the number of specialized doctors in psychiatric health reach one doctor to every million person therefore medical diagnosis needs the enhancement of psychiatric healthcare.
Dr. Fikri explained that this is the first conference to be held in the UAE to enhance the role of primary healthcare in facing diseases and providing all the requirements of the primary healthcare services and their efficiency. The conference's higher committee and sub committees launched a website for the conference with all the programs and details of the conference.
The conference also highlights the efforts of the Ministry of Health in applying a strategy and enhancing the initiatives of psychiatric health services through the primary healthcare services. Such services would help patients to avoid the embarrassment they face when approaching psychiatric clinics and this leads to the increase of their diseases and problems. In addition, psychiatric problems and diseases increase worldwide and form a burden on individuals and community health. Unfortunately, psychiatric patients avoid getting treatment from doctors because it is still considered a social shame.
Dr Fikri explained that the psychiatric health is an integral part of general health referring to the recommendations of the World Health Organization that calls for supporting and encouraging psychiatric health services through the primary healthcare departments.
The Ministry of Health included the psychiatric health services through the primary healthcare departments as part of its strategic initiatives and organized several training programs for specialized doctors and technicians. The service is provided in 14 health centers in Dubai and the northern emirates.
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Teachers' decry MCI for diluting norms
The Times of India
17/12/2010


Snehlata Shrivastav
NAGPUR: The recent reduction in teaching staff in medical colleges by the Medical Council of India (MCI) is drawing criticism not just from the teachers and students but medical fraternity as well. On the one hand, the council is increasing post graduate seats, while on the other, it is relaxing staff requirement norms which will adversely affect both teaching quality and patient care, especially in government medical colleges. A large section of teachers believes that the change in norms is being done only to suit private medical colleges.

Though the Maharashtra State Medical Teachers Association (MSMTA) is taking up the larger issue of reduction in staff with the MCI, forensic science teachers from Indira Gandhi Government Medical College (IGGMC) have already sent a representation to the board of governors of MCI explaining how the latest notification dated September 17, 2010, will lead to poor quality of medico-legal work, teaching and research.

Dr Manish Shrigiriwar, associate professor of forensic medicine at IGGMC, says that the MCI should rethink the issue. "GMCs are working hospitals with high patient load. Teachers here are also required to do a lot of medico-legal work. Reducing the staff to a bare minimum of just one professor and associate professor or one lecturer for 100 seats will have serious repercussions. One solution to the problem could be different norms for government and private colleges and working and non-working hospitals," he said.

A similar opinion was voiced by Dr P G Dixit, professor and head of forensic medicine at GMCH and the MSMTA president of college. He is, in fact, against the overall reduction in teaching staff in all subjects. "Isn't it surprising that MCI is increasing the PG seats and decreasing teachers? MCI insists on a small group discussions which would, in fact, require more teachers. It also wants senior teachers to teach. How will this be possible with merely two teachers in one department. The council is defeating its own guidelines by just concentrating on teaching and not patient care," he said.

Dixit says that the new norms will have worse consequences on bigger colleges, say, with 200 seats. One of the basic purposes of increasing PG seats was to generate more teachers. Also, students opt for PG course in para-clinical and non-clinical subjects looking at employment opportunity as a teachers. They can't have private practice in these subjects.

The representation to MCI points out that the forensic science teachers, besides teaching, also do post mortem examination, especially in human rights cases where GMCs are only recognised centres, age estimation, examination of accused and victims of sexual assault, examination of difficult indoor medico-legal cases and certification, collection of blood and DNA testing, attending local courts and courts in adjoining areas, attending exhumation and spot post mortem, taking classes for judicial and police officials, giving expert opinion in cases referred by CID and investigating agencies and conducting inquiry into cause of death in alleged deaths due to medical negligence, custodial deaths, vaccinations, tubectomy, vasectomy etc.

District government pleader Asif Qureshi says that with such meagre staff, these jobs will be affected. Additional CP (crime) Ravindra Singhal says that though he does not have figures to support his views, overall work related to crime will also be affected.
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Many doctors want to be posted to big cities only, says Health D-G
The Star, Malaysia
20/12/2010

By K. ASHRAF KAMMED 
KUALA LUMPUR: As professionals, young doctors should embrace the art of healing and stop being choosy about where they are going to serve when they begin work.

Doctors must be prepared to serve in areas where they are needed so the public have have accessible and affordable healthcare.

Health director-general Tan Sri Dr Mohd Ismail Merican said many young doctors today were still not ready for the challenge to serve where the need was greatest.

“Most want to be in big centres and many would appeal when posted to hospitals outside the Klang Valley or capital cities,” he said at a pre-Medical Student Conference in Prince Court Medical Centre yesterday.

Ministry of Health Deputy Direc­tor of Disease Control Dr. Zainal Ariffin Omar, who represented Ismail, read out his speech.

Ismail said the doctor per population ratio has improved from a very modest 1 doctor to 8,229 people in 1957 to a ratio of 1: 927 in 2009.

He said numbers alone were not meaningful without considering the distribution factor.

“There is still an inequitable distribution of doctors between the public and private sector where most are in the urban areas and in some clinics in the rural areas of Sabah and Sarawak, which are still manned by medical assistants,” said Ismail.

He also stressed that great efforts have been made over the last few years to introduce various incentives and benefits for doctors to continue serving with the government.

“Hardship allowance for rural posting based on specific locations, automatic promotion of house officers from UD41 to UD44 upon successfully completion of housemanship training are just some examples,” said Ismail.
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Too Many Doctors in Malaysia
The Diplomat, Japan
20/12/2010

By Mong Palatino
Concerned about the oversupply of doctors and housemen (junior doctors) in the country, the Malaysian government has recently imposed a five-year moratorium on medical courses.  

According to the Malaysian Medical Council, Malaysia has 27,709 doctors (including 3,651 house officers). Malaysia is producing about 3,500-5000 medical graduates annually, a big figure for a country with a population of 27 million.

This is largely because of the sharp increase in the number of medical schools operating in the country. A few years ago, there were less than 10 schools offering medical programmes. Today, in contrast, there are 24 medical colleges: 10 public universities, 12 local private providers, and two foreign medical schools. Students are also allowed to study in about 50 accredited foreign universities.

The oversupply of doctors and housemen is obvious in the country’s 39 training hospitals, while in many urban hospitals, there are actually more doctors than patients.

The government hopes that the moratorium on medical courses will help Malaysia achieve a doctor to patient ratio of 1:400 by 2020, which is considered the benchmark for a developed nation. Doing so will be crucial if Malaysia is to its achieve goal of being a major medical hub in the region in the next decade.

But reducing the number of medical graduates is also a policy reform aimed at improving the quality of health care service within the country. After all, it has been noted by health authorities—and the general public—that the quality of new doctors has gradually been decreasing over the years. Hospital officials are complaining that the new batches of housemen, especially graduates from foreign schools, seem to be poorly trained. 

There’s no question about the need to improve the quality of doctors, but is the moratorium an appropriate policy tool? Perhaps the government should also review the license granted to local and foreign schools in recent years—many of these institutions are churning out half-baked and underperforming graduates.

The government should also consider other proposals from the medical community. For example, senior health specialists are pushing for amendment of the Medical Act of 1971 to make the Medical Qualifying Examination compulsory for all students. The examination is only given to students from non-accredited foreign medical schools.

And it’s also necessary to probe the continuing brain drain of doctors in public hospitals. Despite the overcrowding of doctors in most private hospitals, several public hospitals are suffering from a shortage of qualified medical personnel. The government should therefore try to convince doctors to remain in government service.

Malaysia’s bold decision to introduce a moratorium on medical education (it also imposed a moratorium on nursing education in 2006) should inspire other countries in the region, most notably the Philippines, to review their medical education programmes. Malaysian educators proposed the moratorium precisely to avoid the mistake of the Philippines which is mass-producing doctors and nurses even if when the domestic demand couldn’t absorb the new graduates.
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Doctors push for return of the family physician

The Times of India
20/12/2010

Risha Chitlangia
NEW DELHI: Internet has replaced the family doctor — general practitioner — and self-referral seems to be the order of the day. Growing awareness about diseases and quick access to information has diminished the role played by GPs earlier. As people are directly approaching specialists for treatment, secondary and tertiary care centres in the country are getting burdened. 

The declining popularity of GPs is a growing concern for the medical fraternity. In addition, the number of GPs available has also gone down in the past few years as a majority of doctors enrol for specialization soon after MBBS. "A lot of problems can be treated at the level of GP. In fact, they can guide a patient better when it comes to approaching tertiary care centres for treatment. Our tertiary healthcare facilities are not sufficient to handle the existing rush. We have to revive the concept of GPs to ensure better access to healthcare facilities,'' said Dr Harbansh Lal, senior consultant ophthalmologist, Sir Ganga Ram Hospital. 

To improve the network of GPs, experts feel there is a need to arm them with knowledge about new medical technology and treatment trends. To help GPs in the city learn about new treatment modalities, Sir Ganga Ram Hospital organized a Continuing Medical Education (CME) programme for them on Sunday. "Our aim is to keep them abreast of current trends in super specialities. When a patient comes to them with a serious problem, they should be able to suggest an appropriate solution and refer the patient to the right doctor,'' said Dr Lal. Approximately 300 doctors participated and were told about the latest advances in the nearly 20 plus specialities. 

Experts say that a GP is an integral part of a family as they know the medical history of each member. "The attention that a GP can give to a patient is unmatched. A specialist has too many patients and can't give too much time to every patient. If a patient has undergone a surgery, he or she need not go back to the surgeon for every small problem. Such problem can be handled by a GP,'' said Dr Narendra Saini, president, Delhi Medical Association. 

Doctors say the increasing load of tertiary care centres like AIIMS, GB Pant etc, has to be brought down so that they can give better service to patients. At India's premier medical institute — AIIMS — close to 50% cases can be treated in secondary or primary care centres. 

"To ensure quality treatment, we have to cap the number of admissions. Fifty per cent people who come to AIIMS can be treated in secondary care centres in their cities. There is a need to strengthen our network of GPs so that the resources better utilized,'' said Dr DK Sharma, the medical superintendent, 

AIIMS. 

There has been a surge in the number of specialists in the medical field and the declining popularity of general practitioners is a growing concern for the medical fraternity 
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Impact of brain drain on Sri Lanka 
Daily News, Sri Lanka
22/12/2010

Thilini NISANSALA

Brain drain can be identified as a significant feature which can be seen in developing countries. It is an important pattern of international human migration. Brain drain refers to ‘Migration of the highly skilled professionals to the foreign countries in search of better opportunities’.

In modern world large number of intellectuals leave their native lands and settle in the developed countries. Brain drain can occur either when individuals who study abroad and complete their education do not return to their home country, or when individuals are educated in their home country emigrate for higher wages or better opportunities. The second form is obviously worse because it drains more resources from the home country.

From the inception of the human civilization people migrated from one place to another and it caused to the emergence and the collapse of the civilizations. But migration patterns such as brain drain is not simple as far as the social impacts of such problems are concerned and it has become a critical issue which cannot be sustained further for developing countries such as Sri Lanka.

Sri Lanka can be identified as store of intelligence among third world countries, comprise of educated people with high level of knowledge and competencies. Brain drain which was started in 1960s has been consistency taking place until today, and the rate has been proportionately increased from considerable percentage at present.

Although there was a big talk in Sri Lankan society about the migration of the intellectuals before 1977, this situation was changed by the open economy. With the introduction of the open economy policy, lots of Sri Lankans get opportunities for foreign employment.

Therefore massive amount of people with law literacy rates migrated to the foreign countries, specially to the Middle East. Therefore labour migration was the significant feature and attention of the entire society was on this new trend. So the problem of brain drain was exceeded by the newly emerged concept of labour migration. Nevertheless the problem of the migration of intellectuals was gradually improving. Today lots of Sri Lankan intellectuals migrate to the countries like United States, Australia, Canada, United Kingdom and New Zealand.

Evolution

When Sri Lanka gained independence in 1948 there were adequate number of our own professionals for the essential human services. But in 1950s, Sri Lankan intellectuals started to leave Sri Lanka in search of employment abroad.

The outward of the professionals had progressively increased specially during 1960s and 1970s. In the early years particularly before 1976 the tendency of the professionals was to migrate with their families for employment and to eventually settle down abroad permanently. This trend was controlled by the government through the travel restrictions in 1975.

In July 1983 trials can be mentioned as significant incidents with regard to the brain drain. In 1983 political instability and ethnic disturbance caused large exodus of the intellectuals. During this period large number of Tamil intellectuals who resided in North and North Eastern Province left Sri Lanka and they received refugee status especially in the countries like Canada and United Kingdom. Since then it has been continuing up to now.

Causes

As identified in surveys lots Sri Lankan intellectuals migrate to foreign countries due to many reasons. Most of the intellectuals have migrated due to the inadequate salaries in Sri Lanka. Therefore they were inspired to migrate overseas to earn more money.

Moreover lack of job opportunities in the relevant fields, further education, acquiring better living conditions, prevailing political instability and ethnic conflict are the other factors which affected the migration of the Sri Lankan intellectuals.

Impact

It is not a secret that brain drain creates negative effects on developing countries. Resources of the developing countries drain to developed countries through the brain drain. Considering the situation in Sri Lanka although Sri Lanka is a third world country, Sri Lankan Government has been expending large amounts of money higher education.

Annually government expends money for maintaining the university system and also provides facilities for the students free of charge. Therefore governments’ investment on higher education drains to foreign countries due to brain drain.

Further more migration of the professionals affects the fields of health, education and development. Sri Lankan health sector is largely hit by the brain drain. It can be seen shortages of doctors in Sri Lanka due to their migration. Annually Sri Lanka produced considerable amount of doctors, but lots of them are finding employment abroad. Especially rural hospitals of Sri Lanka haven’t adequate doctors. People in these areas face lots of difficulties due to the absence of the doctors and it directly affect the public health facilities.

Migration of the other intellectuals such as engineers, scientists and experts also affect the development of the country. Science and scientific research play a crucial role in country’s development process. The exodus of trained scientist has affected most research institutes. Impairment of their quality on account of brain drain would have been adversely affected the pace of Sri Lanka’s development since science and technology are the two arms of development.

Government attempts

When we are considering about the brain drain it is important to pay our attention towards the attempts taken by the Sri Lankan Government to minimize the brain drain. The first attempt was obtaining the approval of the Cabinet suggestions to avoid brain drain. It was an important decision that was implemented in the national level. In these Cabinet suggestions following factors should be considered.

* It was decided for Sri Lankan universities to work in collaboration with the foreign universities and with the other institutions.

* Imposed restrictions on foreign travels, providing leave and five years leave for government workers.

* In foreign travels amount of currency that can be consumed was increased.

* Provided opportunities to professional specialists for consultant services.
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Raj has much to lure medical tourism
Times of India
20/12/2010

JAIPUR: Rajasthan can be developed into a hotspot destination for medical tourism attracting many patients from central Asia. The state enjoys proximity to the national capital besides world class medical facilities in Jaipur," according to Dr Anwarulhaq Jabarkhail, president and CEO of war-torn Afghanistan's biggest NGO working on health issues IbnSina Afghanistan.

He came here to deliver a lecture on Islam and Health' organised by Rajasthan National Forum ---an NGO evoking civil activism among masses by holding debates and discussions on state and national issues. He said India has become one of the most respected and trusted brand in Afghanistan.

"Indians are actively involved in rebuilding Afghanistan. Indian companies and NGOs can bee seen making roads, laying sewerage lines, building bridges and erecting electric poles," added Jabarkhail, who completed his MBBS from Pune medical college.

Indian medical services are among the most trusted ones due to its easy access in our hospitals. "Our people can play a vital role in boosting medical tourism in this country. All we need is better attention and care from Indian doctors," added Jabarkhail.

The country is in crisis and needs support from international community to develop infrastructure. Developing such kind (Indian) of medical infrastructure may take a decade in Afghanistan and the only option left with us to take the help of our old friend (India).

He said India should develop Jaipur as a key medical hub due to its geographical proximity with Pakistan and Afghanistan. He came here to explore opportunities in the desert land. This state is very promising with less pollution compared to Delhi and Mumbai and with its strategic location between these metropolis can be develop as a medical hub, said the doctor. He advised the Indian government to introduce nutrition as a core subject in schools.
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Doctors blocking us, say midwives 
The Australian
20/12/2010


ADAM CRESSWELL
MIDWIVES have accused doctors of obstructing arrangements allowing them to practise privately, saying not one private obstetrician has signed a collaborative agreement with a suitably qualified midwife. 

Such agreements represent the easiest way for midwives to accept and treat patients for care covered by Medicare, but the Australian College of Midwives says while some obstetricians are refusing, others are demanding upfront payments in exchange for their agreement.

In signs of continuing tensions between the professional groups, the peak standards body for obstetricians is in turn criticising the new rules as unclear and too lax, and a recently released guidance document as biased against them.

The Royal Australian and New Zealand College of Obstetricians and Gynaecologists warns that midwives, under the current rules, could satisfy the requirements for independent practice by securing the approval of a hospital's chief medical officer -- even though he or she would almost certainly delegate responsibility to a staff doctor, who may not know anything of the patient's prior treatment.

RANZCOG president Rupert Sherwood said the new National Guidance on Collaborative Maternity Care, issued last month by the National Health and Medical Research Council, contained many examples painting midwife-led care in a positive light, but few taking the same approach to specialist-led care.

"We think the document is a bit biased," Dr Sherwood said. "We think it lacks some clarity about how the whole arrangement is going to work, and how it will be monitored."

More than 50 per cent of women initially categorised as low-risk, and therefore suitable for midwife care, later ended up needing specialist care, Dr Sherwood said.

Yet obstetricians were concerned that under the proposed model they would be summoned too late and expected to deal with problems not of their making.

Two letters to federal Health Minister Nicola Roxon raising concerns over the situation had gone unacknowledged. Although a meeting with her staff had now been arranged, Dr Sherwood called on Ms Roxon to be involved.

"It's not an exercise in wanting to knock over the reforms -- we still support the reforms in collaborative care, we are just being proactive," he said.

Australian College of Midwives president Hannah Dahlen said none of the 10 midwives who had so far qualified to attract Medicare rebates had succeeded in signing an agreement with a private obstetrician. One specialist responded by telling the midwife he was "not in a position to form a collaborative arrangement with any independent midwives in any form", adding, "Please don't correspond with me any more on this particular matter."

"Other obstetricians see this as an opportunity to make money and are insisting on upfront payments for each woman . . . or putting strict requirements in terms of when they see the woman or when they get called during labour," Ms Dahlen said. "Doctors have to get over their own self-importance in the health service . . . they are part of a team, and in a team everyone must be seen as equally important or there is no team."

A spokesman for Ms Roxon said meetings were planned with both obstetricians and midwives to discuss implementation of the changes.

"We are determined to work through any issues that are raised as these new arrangements give a greater choice for patients," the spokesman said.
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New graduates help ease doctors shortage 
ABC News, AU
17/12/2010


By Josh Bavas
The Australian Medical Association of Queensland (AMAQ) says graduates in the state's north will help fill the void of professional medical workers in the state.

The AMAQ says 100 graduates have just finished their degrees at James Cook University (JCU) in Townsville.

The junior doctors have now signed with the Medical Board of Australia.

AMAQ president Dr Gino Pecoraro says the JCU students make up nearly one-sixth of the state's medical graduates.

"We're certainly increasing the numbers of medical students we're putting out - but remember medical degrees are just the beginning," he said.

"That makes you a junior doctor and there's still learning and training and supervision that needs to happen before they become senior doctors."

Dr Pecoraro the graduates still have a lot of work ahead of them.

"They will be working as part of the team," he said.

"That means they'll be working in accident and emergency departments, in the wards, in operating theatres, they'll be working in the out-patient departments.

"They won't ever be working totally alone - they'll always have other more senior doctors there who they can refer to, who can help them and who can teach them."

'Retaining doctors'

Opposition health spokesman Mark McArdle says a long-term plan is needed to help retain graduate doctors in Queensland.

He says simply offering training does not go far enough.

"Our strategy must be comprised of working in a partnership with the AMAQ, and the colleges and the public hospital system over a five-year strategy at the very least," he said.

"[The strategy must] make sure that you have the placement there, so young doctors and nurses don't leave the state and treat Queenslanders in years to come."
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Spreading the Care
The New York Times
17/12/2010

By TINA ROSENBERG

The comments on this week’s column on kangaroo care were extraordinary.  Reader after reader told personal, emotional stories of how they did kangaroo care — wearing a baby for many hours a day on a parent’s chest — with their premature babies.  I particularly liked the story sent in by Anita Bruce of Modesto, Calif.: her five- and seven-year-old boys also took turns kangarooing their preemie sister.  Many other readers discussed the wonders of holding their newborns of normal weight, and even older children.  Clearly, kangaroo care was already familiar to many people, and its benefits instinctively appreciated.

Since we cannot remember our experiences as newborns, it is not surprising that many readers’ focus was the feelings of closeness, assurance and competence that they received as parents from kangaroo care.  Cmw from Florida proposes a study comparing the long-term effects of kangaroo care on mothers.  It is a great question. Cmw writes that she visited the Bogotá hospital where kangaroo care was born, and remembers the pride of the mothers. “I’m sure that for many if not most of them, saving their babies was their first opportunity to feel successful and proud and to win the respect of others,” she says.

Other readers, however, recounted the barriers to this practice put up in hospitals by the American medical-industrial complex.   It is a peculiarly American deformation to throw lawyers and things that beep at a job mothers elsewhere accomplish armed with a scarf and a few throw pillows.  Jane from Princeton, N.J. writes that despite the posters touting kangaroo care on the neonatal intensive care unit’s wall, she had to fight to hold her babies. She writes: “I know so many American parents who are bullied throughout their deliveries and in hospital nurseries and NICUs, and they don’t have the knowledge or the confidence to tell the medical staff that much of what the staff espouses has nothing to do with health and healing and everything to do with hospital routine, convenience, and modern medical mythology.” 

The very real fear of litigation if the baby doesn’t turn out all right and the push towards practices that are well-covered by insurance probably also play a role.  Reader Cat from North Dakota reports that when members of the special kangaroo care team at the hospital realized that her insurance didn’t cover them training her, they packed up and left.

I appreciate the comments by Prof. Kim Gutschow of Williamstown, Mass., who was able to answer some readers’ questions with information from scholarly studies about kangaroo care.

Readers seem to have ceded to me the subject of kangaroo care in places where there is no doctor, no incubator, not much of anything.   To the credit of the Colombians, they did not stop with developing the concept.  They are also ensuring it can be transplanted everywhere.

Mary Yenda gave birth to twin boys in Bwaila Hospital in Lilongwe, Malawi, on October 28.    Innocent Yenda weighed 1500 grams — less than 3 pounds, 5 ounces.  His brother Innock weighed 1600 grams at birth.    It is fair to say that 10 years ago, the boys would not have survived.   But now they are at home and growing well — the larger boy weighs 2800 grams (6 pounds) and the smaller one weighs 2500 grams.  “Every mother there was doing kangaroo,” Yenda said.  “I followed the instructions of the nurses.  I did kangaroo the entire time except when I went to the bathroom.”   Her mother was there to help her — crucial with twins.

“If your child is lying in the nursery you cannot know what is going on with him,” Yenda said.  “But with kangaroo, when your child is having a problem, you know it.  You know if he cries and why he cries.  And you can sit and feed him any time you want.”  At home, she does kangaroo as she does her housework.   She was wearing one of the twins, in fact, as we talked on the phone.

How did kangaroo care get from Bogotá, Colombia, to Mary Yenda in Lilongwe, Malawi?   Not by accident.  The Colombians established the Fundación Canguro to spread the word about kangaroo care.  With grants from rich-country groups — early on, most important was the World Laboratory in Switzerland, which promotes scientific cooperation — groups of doctors and nurses from 25 countries have visited Bogotá.  They include Vietnam, Mali, Ethiopia, Madagascar, Chile, Cuba, Mexico and India.   The Fundación Canguro will only host health teams if they can show that their hospital is committed to establishing kangaroo care, said Dr. Nathalie Charpak, who runs the Fundación today.  The visiting doctors and nurses stay in Bogotá for 10 days or three weeks and watch kangaroo care in hospitals and in homes.   Once they have returned home and set up a program, the Fundación sends them its own doctor and nurse to help them get started.

Now, much of the financing to teach kangaroo care comes from the U.S. Agency for International Development and the Bill and Melinda Gates Foundation.  In many countries the work on the ground is done by Save the Children, which campaigns for kangaroo care to become official policy, trains health ministry workers, provides materials and hosts training visits by health care workers from other countries.

Before kangaroo care came to Malawi, low birth weight babies were kept in wooden boxes with a light bulb below the mattress for warmth.  Babies stayed in these incubators for up to three months, sometimes three per incubator.  Many died, often of infection.

This began to change when Richard Luhanga and his wife, Madalitso, went to Bogotá in 2000.  He was a clinical officer at Zomba General Hospital in Malawi’s capital of Lilongwe and she was a nurse midwife at Zomba.   When they came back, they established an 8-bed unit for kangaroo care in the hospital’s newborn wing.  In 2002, with help from Save the Children, that ward at Zomba became a training center.  Richard Luhanga became the kangaroo mother care coordinator for Save the Children in Malawi.

Now, instead of traveling to Bogotá, nurses and doctors from other hospitals in Malawi could learn about kangaroo care in Malawi.   The Zomba kangaroo trainers soon decided that they were the ones who had to travel.  By going to the trainees’ hospital, they could teach more people, show them how the practice would work in their own environment, and help them set it up.   The newly trained health workers could begin doing kangaroo care immediately.

The practice spread — first to some of Malawi’s other big hospitals, and gradually to smaller hospitals.  Now it is starting in small local health centers.   Since many women in Malawi give birth at home, some health workers are training community health workers and enlisting grandparents to spread the word about kangaroo care in their villages.  Kangaroo care is used now in 20 of Malawi’s 28 districts.

“Initially when it was being introduced, health workers had to be convinced,” said Evelyn Zimba, senior maternal and newborn health program manager for Save the Children in Malawi.  “They felt babies in incubators were receiving quality care.  They were undermining the idea of skin-to-skin.”  Zimba found videos of kangaroo care in South Africa and Zimbabwe, where it was already established, to be helpful. The nurses came around when they saw that babies did better with kangaroo care and — perhaps just as important — realized it cut their enormous workload.  Some hospitals don’t even have a nurse assigned to the nursery — hospitals with 60 babies may have no doctor at all and just one labor nurse and one post-natal nurse, who ducks into the nursery once in a while.  With kangaroo care, babies go home sooner.  And once mothers are trained, the nurse’s job gets easier.  “You can have 10 mothers taking care of 10 babies,” said Zimba.  “The nurse can just supervise.”

The challenge now, she said is to get rid of the special kangaroo care room at the hospital — which often fills up quickly — and spread the practice to the entire maternity ward.

If the people at the Mother and Child Institute in Bogotá had not tried to formalize the teaching of kangaroo care, the practice would probably be saving premature babies in various places in Colombia, and, with luck, perhaps a few other hospitals whose doctors happened to stumble on the idea during a visit to Bogotá.  Instead, it is spreading throughout the world.  Inventing a useful new idea is very glamorous.  What is less glamorous — it’s a slog, really — is to figure out effective ways to teach it to others.  But it’s just as important.

Tina Rosenberg won a Pulitzer Prize for her book “The Haunted Land: Facing Europe’s Ghosts After Communism.” She is a former editorial writer for The Times and now a contributing writer for the paper’s Sunday magazine. Her new book, “Join the Club: How Peer Pressure Can Transform the World,” is forthcoming from W.W. Norton.
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Many Children Lack Doctors, Study Finds
The New York Times
19/12/2010

By THE ASSOCIATED PRESS
CHICAGO (AP) — Though there are enough children’s doctors in the United States, they work in the wrong places, a new study has found. 

Some wealthy areas are oversaturated with pediatricians and family doctors, while other parts of the nation have few or none. 

Nearly 1 million children live in areas with no local doctor. By relocating doctors, the study suggests, nearly every child could have one nearby. 

The study’s lead author, Dr. Scott Shipman of the Dartmouth Institute for Health Policy and Clinical Practice, said the focus should be more on evening out the distribution of doctors than on increasing the supply. 

Medical schools are graduating more students, Dr. Shipman said, but the result will most likely be more doctors in places where there is already an oversupply. 

“I worry that it could get worse,” he said. 

The growth in the number of pediatricians and family physicians has outpaced the growth in the child population in the United States, Dr. Shipman and his colleagues found. Yet the study’s analysis shows that nearly all 50 states have an extremely uneven distribution of primary care doctors for children. 

Mississippi had the highest proportion of children, 42 percent, in low-supply regions, which are defined as areas with more than 3,000 children per doctor. Next were Arkansas, Oklahoma, Maine and Idaho. 

Areas with an abundance of children’s doctors were Washington, D.C., and Delaware, both of which had no children living in low-supply regions. Maryland, Washington State and Wisconsin also had very few children in low-supply areas. 

Federal financing has been expanded in recent years for the National Health Service Corps, which offers loan forgiveness for doctors and other health practitioners who work in underserved areas. That may help, Dr. Shipman said. 

The study appears Monday in the journal Pediatrics.
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U.K. Health Maps Show A Shared Problem Across The Pond
Kaiser Health News
17/12/2010

By Christopher Weaver
SALZBURG, Austria — Medicare patients in Fort Myers, Fla., were more than twice as likely to receive hip replacement surgeries in 2005 and 2006 as their counterparts across the Everglades in Miami, according to a finding by Dartmouth Health Atlas researchers that may sound familiar to Shots readers.

But, before you blame such inconsistencies on America's money-driven health system, take a look at Britain's effort to anglicize the Dartmouth work: Doctors in some areas such as the college town of Oxford do one type of hip replacement at rates up to 16 times greater than in places like London, according to a November atlas by the National Health Service.

The British atlas is surprising because "doctors are not by and large paid on a fee for service basis in the NHS," Angela Coulter, director of global initiatives for the Dartmouth Atlas-associated Foundation for Informed Medical Decision Making, said at a Salzburg Global Seminar session this week. "It illustrates the fact... that doctors tend to favor the treatments they're trained to provide," even when money isn't a factor. Most British doctors get salaries rather than payments for each procedure like their American colleagues.

Variations in the way doctors treat patients are "independent of the way health care's organized and financed," Dr. Jack Wennberg, the godfather of Dartmouth's variation research, said in an interview here Thursday, noting that his work uncovered similar patterns in Britain and Norway in the 1970s. What matters when it comes to medical tests and surgeries, he says, is whether there's clear evidence that treatments work.

When there's not, patients' preferences could play a crucial role in controlling the whims of physicians whose decisions are guided by habit rather than science, Wennberg argues. For instance, some urologists prefer treating non-life-threatening swelling of the prostate with surgery that can leave patients with sexual dysfunction but improved urination. For patients, Wennberg said, "It's a choice between peeing and sex." (Here's an NHS primer on the condition.)

When doctors, rather than patients, make that choice, it can lead to much higher rates of specific procedures in some places, Wennberg says. Informed patients tend to choose less aggressive approaches, he says, reducing what's known as "unwarranted variation."

A cottage industry has grown up around this idea. In Wales, Glyn Elwyn, a professor at Cardiff University, builds tools like BresDex, an online decision aid that spells out the risks and benefits of breast-cancer screening tests.

Health Dialog, a Boston company where Wennberg's son, David, is an executive, provides decision tools and "health coaching" to members of health insurance plans in the U.S. and elsewhere. A recent study suggests their work reduced insurers’ medical spending by $6 a month for each patient. Health Dialog was acquired in 2008 by the London-based health care conglomerate Bupa.

(Disclosure: Both companies sponsored the Salzburg session, and Coulter's foundation works very closely with Health Dialog; this reporter attended with funding from the Knight Foundation, which sponsors journalists’ education.)

Researchers and physicians here insist their work is not about the money. They say high levels of variation show patients are getting treatment they wouldn't want if they had all the facts. That's ethics, not economics, they say.

"We have to get over the fact that this isn't right," said Dr. Simon Eaton, a NHS diabetes specialist who practices in North Tyneside. "If we don't we just tweak at the edges. We don't fix this."
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Medical home model being studied to improve patient care 
Utica Observer Dispatch
20/12/2010


By AMY NEFF ROTH
The old-time family doctor – armed with a new technological edge – may be making a comeback.

Health plans and the government, which funds Medicare and Medicaid, are investigating a way of caring for patients called a medical-home model. Under this system, a primary-care doctor heads up a team – with strong patient involvement – that takes responsibility for all aspects of a patient’s care.

Medical homes merge the old-fashioned relationship between patient and family doctor with electronic medical records that keep providers on the same e-page and help doctors apply proven standards of care.

Preliminary evidence suggests that medical homes improve quality and save money by keeping patients out of the hospital. If that finding holds up under widespread scrutiny, doctor offices across the country are likely to convert to the model.

To get a glimpse of that future, area patients can look at the eight offices of Adirondack Community Physicians of Faxton St. Luke’s Healthcare, which was designated a “Patient-Centered Medical Home” in September by the National Committee for Quality Assurance, a nonprofit that accredits and certifies health-care organizations.

ACP is the only designated medical home between Albany and Syracuse.

“The medical home is a model of care that holds significant promise for better health care quality, improved involvement of patients in their own care and reduced avoidable costs over time,” said Brad Crysler, Faxton St Luke’s executive director of physician services. “It identifies practices that promote partnerships between individual patients and their personal physicians, instead of treating patient care as the sum of several periodic office visits.”

‘He listened to me’

Christine Drake, of New Hartford, said she’s appreciated her relationship with Dr. Michael Walsh, her family doctor from Adirondack Community Physicians. Drake, 68, began seeing Walsh about three years ago, just before she ended up in the hospital with congestive heart failure.

Walsh and his team, she said, have taken charge of all her care, giving her a binder of useful information on congestive heart failure, keeping track of her many medications, finding her a cardiologist and scheduling a routine preventive colonoscopy with a gastroenterologist.

But Walsh didn’t just pick any gastroenterologist for Drake, who described herself as a “big baby” who cries easily and was terrified of having a colonoscopy.

The next time Drake saw Walsh she commented on how great the specialist had been.
“And he said, ‘That’s why I picked him for you. I know how you are, Chris,’” Drake recalled.

Walsh also took the time to listen and answer her questions after her sister’s death, Drake said.

“He took so much time listening to me, and I’m crying and telling him how much I miss her. And he never made me feel like – oh, stop, stop blubbering – or anything. He listened to me,” Drake said.

At the end of the appointment, Drake said Walsh told her, “Even if you’re feeling great, but you’re feeling down about your sister, you can call me.”

“And I thought, ‘wow! How many doctors say that?’” Drake said.

Electronic records

Medical homes, Dubeck said, are like TV’s Dr. Marcus Welby was 30 years ago.

But Welby would now be backed by a team that may consist of nurse practitioners, physician assistants and nurses who help care for patients. The entire team is kept up to date on the patient’s care.

The modern edge comes in the form of standards of care that bring the latest research findings into the exam room. Doctors use an electronic medical record that lets providers – family doctors, specialists, hospitals, labs – share information, such as test results and medications, across the spectrum of health care.

These records also prompt doctors about best-practice guidelines for treating chronic diseases and for preventive health care.

With their emphasis on chronic-disease management, medical homes are a natural fit for elderly patients with multiple health problems who see several specialists, take several medications daily and generally face complex health needs.

But they’re also a good fit for healthy young patients, Walsh said. For them, Walsh said, he looks at family history and lifestyle to determine their risk factors for developing chronic diseases and then guides them in preventive action.

“The active, ongoing relationship between a patient and a physician supports a goal that can be all-too-rare in health care – staying healthy and preventing illness in the first place,” said Dr. James Frederick, a family doctor in the ACP Whitesboro and Boonville offices.

Pilot phase

Medical homes do cost more to run than standard primary-care practices. Faxton St Luke’s went into the medical-home model to improve quality, knowing it wouldn’t make money, Crysler said.

But that could change if health plans pay more to medical homes. New York embraced the concept earlier this year by offering NCQA-designated medical homes additional enhancement payments for caring for Medicaid patients. Also interested, Medicare has launched a demonstration in eight states, including New York, to explore the effectiveness of medical homes in promoting accessibility, quality care and cost cutting.

Some private insurers are also involved in pilot programs to see if medical homes really deliver on quality improvement and cost savings. Studies so far have shown both, said Dr. Frank Dubeck, vice president and chief medical officer for medical policy at Excellus BlueCross BlueShield, which is involved in pilot projects in Rochester and the Adirondacks.

But those studies focused on large health systems, such as the Mayo Clinic, in which doctors, both primary care and specialists, are salaried employees of the system, he said. Current demonstration projects need to determine whether those benefits can be replicated in other kinds of systems, he said.

If so, then the future is bright for medical homes.

“It could well become the standard of practice throughout the country,” Dubeck said, “but we’re still in what I call the pilot phase.”

Copyright 2010 The Observer-Dispatch, Utica, New York. Some rights reserved
5

Transition from paper to electronic medical records raises concerns

Star Telegram,Texas
18/12/2010

By Alex Branch

As the transition from paper to electronic medical records gains momentum, so have concerns that more confidential patient information will fall into the wrong hands.

Privacy advocates warn that without proper safeguards, digital records could make large caches of personal medical data vulnerable to theft or improper use, such as discrimination by employers.

Protected health information for more than 100,000 Texans has been breached since September 2009, when the federal government started requiring providers to report such incidents. Most of the larger breaches involved digital medical records.

"The security issues are extreme," said Dr. Deborah Peel, founder of Austin-based Patient Privacy Rights and an outspoken critic of how digital records are being implemented. "Some of these systems are very poorly protected, and you are going to have patients without control over who is looking at their health information."

Digital records are generally considered a crucial step in transforming the healthcare industry. They are expected to improve patient outcomes and cut wasteful spending by giving physicians immediate access to crucial information, like past treatments and allergies.

As of 2009, less than 30 percent of Texas doctors had started some form of digital records, according to a Texas Medical Association survey. But the Obama administration made available $19 billion in stimulus money to create digital records for all patients by 2014.

Experts point out that paper records were also vulnerable to security breaches. Regardless of the format, confidentiality comes down to compliance with state and federal privacy laws, they say.

"It's a big issue and it all comes down to trust," said Dr. Matt Murray, a TCU Health Center physician and member of the medical association's ad hoc health information technology committee. "In many ways, if the providers adhere to good policies and procedures, the electronic data can be safer than the paper data."

Local problems

Several breaches have occurred in Tarrant County. A University of Texas at Arlington network server providing access to university health center prescription records for 27,000 people was left unsecured four times.

This summer, an office door was kicked in and four computers containing patient information were stolen from a Fort Worth allergy clinic.

Providers are required to report any breaches that affect more than 500 patients. Seventeen such incidents have been reported in Texas, according to the U.S. Department of Health and Human Services.

Three of the 17 breaches involved paper records.

Peel said concerns about electronic medical records go beyond technical fears of insufficient firewalls or stolen computers.

States are establishing electronic information exchanges that will allow providers to transmit patient information, and to link with other states and, eventually, a national exchange. In March, Texas received $28.8 million through a federal stimulus program to create an exchange.

"These electronic health records are required to be data-mined for a whole variety of purposes," Peel said.

Peel said she fears a day when employers gain access to medical information and use it to make decisions, such as hiring only employees likely to remain healthy.

Privacy advocates are not the only ones raising concerns. A physicians group representing more than 20,000 Maryland doctors, citing fears that insurers could manipulate records to affect treatment decisions, recently called for legislation ensuring that medical records are not used to advance any commercial interests.

Controls in place

Advocates of digital medical records said state and federal privacy laws restrict who can view medical information. Providers say their systems have ample security controls, including encryption features not available for paper records.

Texas Health Resources is completing installation of the Epic digital health records at its 13 facilities. Access to the network's 4.7 million electronic patient records is tightly controlled, said Pat Johnston, the network's vice president of electronic health records operations. Every record viewed leaves an auditing trail showing who accessed it, what type of information they viewed and how long they looked at it.

"We have a 'broken glass' alert if someone tries to access information for a patient not on their patient team," Johnston said.

The JPS Health Network recently launched a five-year, $94 million implementation of Epic.

Texas Health Resources has started an information exchange with Children's Medical Center of Dallas on patients they both treat, Johnston said. That information is shared only with the patient's approval.

"Patient consent is very important; they have to agree to that kind of exchange," she said.

The issue could arise during the next state legislative session, which starts in January. The success of the state's health information exchange may hinge in part on whether patients trust that their health information is secure, said Sen. Jane Nelson, R-Flower Mound, chairwoman of the Senate Health and Human Services Committee.

"Patient distrust can lead to the omission of critical health information, causing potentially dangerous results," Nelson said.
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Zimbabwe Health Care, Paid With Peanuts 
The New York Times
19/12/2010


By CELIA W. DUGGER

CHIDAMOYO, Zimbabwe — People lined up on the veranda of the American mission hospital here from miles around to barter for doctor visits and medicines, clutching scrawny chickens, squirming goats and buckets of maize. But mostly, they arrived with sacks of peanuts on their heads.

The hospital’s cavernous chapel is now filled with what looks like a giant sand dune of unshelled nuts. The hospital makes them into peanut butter that is mixed into patients’ breakfast porridge, spread on teatime snacks and melted into vegetables at dinnertime.

“We literally are providing medical services for peanuts!” exclaimed Kathy McCarty, a nurse from California who has run this rural hospital, 35 miles from the nearest tarred road, since 1981.

The hospital, along with countless Zimbabweans, turned to barter in earnest in 2008 when inflation peaked at what the International Monetary Fund estimates was an astonishing 500 billion percent, wiping out life savings, making even trillion-dollar notes worthless and propelling the health and education systems into a vertiginous collapse.

Since then, a power-sharing government has formed after years of decline under President Robert Mugabe, and the economy has stabilized. Zimbabwe abandoned its currency last year, replacing it with the American dollar, and inflation has fallen to a demure 3.6 percent. Teachers are back in their classrooms and nurses are back on their wards.

But a recent United Nations report suggests how far Zimbabwe has to go. It is still poorer than any of the 183 countries the United Nations has income data for. It is also one of only three countries in the world to be worse off now on combined measures of health, education and income than it was 40 years ago, the United Nations found.

For many rural Zimbabweans, cash remains so scarce that the 85-bed Chidamoyo Christian Hospital has continued to allow its patients to barter. Studies have found that fees are a major barrier to medical care in rural areas, where most Zimbabweans live.

“It’s very difficult to get this famous dollar that people are talking about,” said Esther Chirasasa, 30, who hiked eight miles through the bush to the hospital for treatment of debilitating arthritis. Her son, Cain, 13, walked at her side carrying a sack of peanuts to pay for her care.

Mrs. Chirasasa said her family of seven was nearly out of the food they grew on their small plot, so she needed to get her pain under control to work in other farmers’ fields to feed her children.

Bartering helps plug some of the holes. A May survey of more than 4,000 rural households found that each of them, typically a family of six, spent an average of only $8 for all their needs in April, the cost of a couple of cappuccinos in New York. To help them get by, more than a third of households surveyed in September 2009 had used bartering.

Still, United Nations agencies estimate that 1.7 million of Zimbabwe’s 11 million people will need food aid in the coming months. And Mr. Mugabe’s continued domination of political life, along with persistent violations of the rule of law and human rights, have deterred foreign aid and investment needed to rebuild the nation’s shattered economy, analysts say.

Here in this rustic outpost with no phone service and often no electricity, the Chidamoyo hospital and the people who rely on it have entered an unwritten pact to resist the tide of death that has carried away so many. Life expectancy in Zimbabwe, plagued by AIDS and poverty, has fallen to 47 years from 61 years over the past quarter century.

Patients provide the crops they grow and the animals they raise — food that feeds the thousands of patients who use the hospital — and the hospital tends to their wounds, treats their illnesses and delivers their babies. Its two doctors and 15 nurses see about 6,000 patients a month and have put 2,000 people with AIDS on life-saving antiretroviral medicines.

Even during the hyperinflation of 2008, when government hospitals ceased to function as the salaries of their workers shriveled, the Chidamoyo hospital stayed open by giving its staff members food that patients had bartered.

“People are helped very well and the staff cares about the patients,” said Monica Mbizo, 22, who arrived with stomach pains and traded three skinny, black-feathered chickens for treatment.

The hospital, founded over four decades ago by American missionaries, from the Christian Church and Churches of Christ, receives limited support from a government that is itself hurting for revenue. The hospital also gets up to $10,000 a month from American and British churches, enabling it to charge patients far less in cash or goods than the fees at most government facilities. The hospital charges $1 to see the doctor — or a quarter bucket of peanuts — while a government hospital typically charges $4, in cash only.

Short of cash like the people it serves, the hospital practices a level of thrift unheard of in the United States. Workers and volunteers steam latex gloves to sterilize them for reuse, filling the fingers with water to ensure against leaks. They remove the cotton balls from thousands of pill bottles to swab patients’ arms before injections. And they collect the tissue-thin pages of instructions from the same bottles for use as toilet paper.

But there are limits to what even stringent economies can achieve. For most of the past year, the hospital did not have enough money to stock blood. Ms. McCarty said women who hemorrhaged after giving birth or experiencing ruptured ectopic pregnancies were referred to bigger hospitals, but often they had no blood either. Eight women died, she said. Just recently, the United Nations has begun paying for blood at the hospital to improve women’s odds of surviving.

Standing over an anesthetized woman before a Caesarean section, Dr. Vernon Murenje recalled how frightening it was to operate without blood in stock. “You’re operating,” he said, “but then at the back of your mind, you’ll be thinking, ‘What if we have significant blood loss?’ ”

As he prepared to make the incision, the hospital was in the midst of almost two weeks without power. Its old generator, already used when the hospital bought it 20 years ago, lacked enough juice to run the X-ray machine or to keep the florescent lights from flickering. It was turned on just before the Caesarean section. The air-conditioner coughed weakly to life in the stifling room.

When a boy emerged, Ms. McCarty cried, “Welcome to Zimbabwe!” But the newborn made no sound. She pounded his back and suctioned his nose until he let out a cry like a quavering baby bird.

“Oh, you finally realized you were born in Zimbabwe,” she said. “He thought he was born in South Africa, and he was happy.”

Postscript: The Community Presbyterian Church of Ringwood, N.J., has raised $24,000, and the Rotary Club of Sebastopol, Calif., contributed $7,000 to buy the hospital a generator.
A version of this article appeared in print on December 19, 2010, on page A1 of the New York edition.

Video: http://video.nytimes.com/video/2010/12/18/world/1248069453456/providing-medical-services-for-peanuts.html?scp=5&sq=Zimbabwean%20hospitals&st=cse
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Federal program aims to keep seniors out of hospitals and nursing homes

The Washington Post
20/12/2010


By Susan Jaffe, Kaiser Health News

Several mornings a week, a white van stops at Geraldine Miller's house just east of Baltimore to pick her up for ElderPlus, a government-subsidized day-care program for adults on the campus of the Johns Hopkins Bayview Medical Center.

Because Miller, who is 75 and uses a walker, has trouble getting down the stairs from her second-floor apartment, the driver comes inside to help. When she feels wobbly, he lends her an arm. When she feels strong, he faces her and steps down backward on the steps so he can catch her if she falls. When it rains, he shelters her with an umbrella. This the sort of extra care that makes ElderPlus different.

ElderPlus is part of PACE, the Program for All-Inclusive Care for Elderly, which provides comprehensive medical and social services to frail, low-income seniors with serious health problems.

More than 23,000 people are enrolled at 166 sites in 29 states, according to the National PACE Association, a trade group. There are no PACE sites in the Washington area now, but Inova Health System plans to open a Northern Virginia location next fall, and seniors' advocates are working to bring a PACE site to the District.

PACE, first authorized by Congress in the 1980s as a pilot project, is intended to help seniors stay in their homes as long as possible. If done effectively, supporters say, the program can reduce costly hospital and nursing home stays. And keeping seniors healthy can save money for Medicare, the federal program for the elderly, and Medicaid, the state-federal program for the poor and disabled.

Seniors like the program because it "honors what the elderly want, which is to stay in their familiar surroundings, to be autonomous," says Terry Smith, director of long-term care at the Virginia Department of Medical Assistance Services, which operates the state's Medicaid program.

Miller, the ElderPlus enrollee, says her friends and staff in the program are "like a family." The medical team there spotted her kidney cancer early and treated it successfully. "It's just like you are at home, and if you have a problem, you always have someone you can go to."

Under an innovative financing arrangement, PACE sponsors - for example, Johns Hopkins - get a set monthly amount from the state and federal government to provide seniors with all the medical and other services they need, not just what is covered under traditional Medicaid and Medicare.

For ElderPlus, the payment is an average of $5,600 per person a month shared about equally by Medicaid and Medicare. In return, ElderPlus, which can serve up to 150 people and has been in operation for 14 years, is responsible for every aspect of participants' medical treatment, including nursing home care and hospitalizations.

ElderPlus operates a clinic, a pharmacy, an adult day-care center, a dining hall and a fleet of eight vans to ferry participants to and from home. Hospital care is provided by Johns Hopkins.

Seniors are served breakfast and lunch in a spacious, L-shaped dining room adjacent to a patio where some grow tomatoes and flowers. Down the hall are a physician, nurse practitioner, social worker, pharmacist and physical therapist, available for regular appointments.

A dentist, an optometrist, an optician, a psychiatrist and a podiatrist visit several times a month. A part-time dietitian tries to persuade participants it's never too late to improve their eating habits and has made a few converts. Participants can get physical or occupational therapy beyond the normal Medicare limits, as well as dentures, eyeglasses and hearing aids - items that aren't covered by traditional Medicare - at no cost.

The extra care extends to home when needed, usually on a temporary basis.

Doctors or nurse practitioners make home visits, and home health aides may help with light housekeeping and other chores. When home inspections have found safety hazards, ElderPlus has installed staircase railings, handheld showers and wheelchair ramps. It also has bought home air conditioners for people with breathing problems.

One of PACE's biggest boosters is Donald Berwick, a physician who heads the federal Centers for Medicare and Medicaid Services, or CMS, which oversees the PACE sites.

"I think expansion of PACE is a great idea, and even more important is building PACE principles," he says, adding that its multidisciplinary approach, unified funding stream and other pioneering techniques could help many chronically ill people.

To be eligible for PACE, people must be at least 55 years old and qualify for Medicaid, Medicare or, in most cases, both. They must meet their state's Medicaid criteria for requiring nursing home care, live within the PACE service area and be able to live safely at home with PACE assistance. Since PACE is a managed-care plan, the enrollees must agree to get their medical care only through PACE providers. These requirements may partially explain while the program is still relatively small.

PACE participants are among the most complicated geriatric patients and often suffer from several concurrent chronic conditions such as diabetes, heart disease or hypertension, explains Matthew McNabney, medical director at ElderPlus. They typically also have some kind of physical impairment; more than half of the enrollees have some degree of dementia.

"The beauty of PACE is that the incentives are all right," says ElderPlus Director Karen Armacost. The staff provides aggressive and creative preventive health care to keep seniors healthy and to avoid expensive hospitalizations or nursing home visits, goals that patients say they share.

"We pretty much say that PACE covers almost anything," says Smith, the Virginia long-term-care director.

Virginia has six PACE programs, and four more are planned, including the Inova site in Fairfax County. Virginia officials estimate that the cost to the state of a person who has both Medicaid and Medicare through PACE is, on average, $4,200 less per year than that of a similar person getting Medicaid services either at home or in a nursing home.

Expansion? Not so fast.

Maryland officials aren't looking to expand PACE anytime soon, despite ElderPlus's waiting list - 87 as of last week.

One reason, Maryland officials say, is a dearth of organizations willing to sponsor such a program. To assume that financial responsibility, sponsors must be large health-care organizations, such as Johns Hopkins, or have sufficient resources to form a partnership with a health-care provider, they say.

Mark Leeds, the state director for Medicaid long-term-care services, says ElderPlus is "a good service, and people benefit from their participation," but he adds that before expanding PACE, the state would have "to make the numbers work."

In many parts of the country, PACE seems to be gaining popularity. The National PACE Association reports that 57 percent of sponsors are planning to expand their services. And the health-care overhaul law provides funds to test similar non-institutional alternatives for treating people who need long-term care.

In the District, Capitol Hill Village, which provides services to help its 350 members live independently in their own homes, has enlisted Volunteers of America Chesapeake, a regional human services organization, as a potential PACE sponsor. Washington Hospital Center's Medical House Call program is interested in becoming the medical partner.

In the PACE application that Inova submitted to Virginia officials, the hospital had to provide details about its business plan and medical services. But Inova also had to explain how it will cope with a problem Northern Virginia is famous for: daunting traffic that could compilicate getting seniors to a PACE site and back home.

"Someone could spend 50 minutes on a van and only go 10 to 15 miles," says Robert Hager, assistant vice president for long-term services at Inova. Seniors will probably go home early to beat the traffic.

Jaffe writes for Kaiser Health News, specializing in health-care policy and aging issues. This article was produced through a collaboration between The Post and Kaiser Health News. KHN, an editorially independent news service, is a program of the Kaiser Family Foundation, a nonpartisan health-care-policy organization that is not affiliated with Kaiser Permanente.
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U.S., Europe will cooperate on EHR exchange standards
Government Health IT
21/12/2010


By Mary Mosquera

The U.S. and European Commission will promote common standards that will enable electronic health records to exchange information, to foster safety and quality of care across their boundaries and to spur health IT market growth on both sides of the Atlantic. 

Kathleen Sebelius, Health and Human Services secretary, and Neelie Kroes, vice president of the European Commission and European Digital Agenda commissioner, signed an agreement in Washington to advance a common approach not only on the interoperability of EHRs but also on education programs and competencies for health IT professionals. 

Both sides understand that a skilled health IT workforce is necessary to make the benefits of health IT available to providers and patients. 

The agreement on “Cooperation Surrounding Health Related Information and Communication Technologies”aims to boost the potential of the health IT market for European companies wishing to do business in the U.S. and vice versa, Kroes said Dec. 17. 

Under the agreement, HHS and the European Commission will exchange information about their health IT activities, as well as establish joint working groups to identify steps to accomplish shared goals and organize collaborative scientific conferences and workshops. 

Promoting the use of health IT to improve the quality of healthcare, reduce medical costs and foster independent living, including in remote locations, are among the objectives of the Digital Agenda for Europe. And although the adoption of EHRs is four times higher in Europe than in the U.S., HHS plans to spend about $20 billion over the next several years to encourage physicians and hospitals to deploy certified electronic health records. 
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Doctors Still Fear Malpractice Lawsuits, U.S. Study Finds
Bloomberg Businessweek
21/12/2010


TUESDAY, Dec. 21 (HealthDay News) -- A new study finds that while doctors are fearful of being sued for malpractice, their worries are greater than their actual risk of landing in court. 
"We found that both generalist and specialist physicians fear being sued for malpractice even in states where their risk of being sued is relatively low," senior study author Dr. David Katz, associate professor of medicine with University of Iowa Health Care, said in a university news release. "One likely explanation is that physicians' concerns about malpractice are driven more by their perception that the malpractice tort process is unfair and arbitrary and less by their actual risk of getting sued."
The investigators also found that legislation designed to get a handle on malpractice costs hasn't made physicians any less worried about being sued. And such reforms may not convince doctors to change their approach to so-called defensive medicine: being ultra-cautious in order to prevent litigation, perhaps by doing things like ordering unnecessary tests. 
The study authors, who published their findings in a recent issue of the journal Health Affairs, surveyed doctors around the country. Physicians were very worried about malpractice regardless of their specialties or where they lived.
Even those in states with low levels of malpractice risk -- less than one-third of the risk in the higher-risk states -- were quite concerned that they might get sued. "The high levels of malpractice concern, even among physicians in relatively low-risk environments, is striking," Katz said. "One possible explanation is that most physicians do not have the information to accurately access their actual risk of being sued."
More information
The Agency for Healthcare Research and Quality has details on how you can prevent medical errors.
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Summary Points

Despite the expanding consensus about the need for health systems strengthening (HSS), there is a lack of a common definition and set of guiding principles that can inform strategic frameworks used to develop policy, practice and evaluations.

Without a set of agreed-upon principles, these frameworks may be unclear and inconsistent, limiting the ability for collective learning, innovation, and improvement.

A set of ten guiding principles for HSS is proposed in this paper that is based upon a systematic review and consultation with experts in three countries.

They are: holism, context, social mobilization, collaboration, capacity enhancement, efficiency, evidence-informed action, equity, financial protection, and satisfaction.

The authors welcome and encourage further discussion of these findings at all levels so that a broad consensus on HSS principles is obtained.

Introduction

A renewed focus on health systems strengthening (HSS) in global health has emerged in recent years. The World Health Organization (WHO) and others have promoted HSS as essential to attaining the Millennium Development Goals and to improving global health outcomes [1],[2]. This recent increase in interest is highlighted by the organization of the First Global Symposium on Health Systems Research, held in November 2010 [3]. Additionally, numerous funding opportunities with an emphasis on HSS have been established, including a collaborative effort between the Global Alliance for Vaccines and Immunization (GAVI Alliance), The Global Fund to Fight AIDS, Tuberculosis and Malaria (Global Fund), and the World Bank [4], as well as US President Obama's Global Health Initiative [5].

Despite the growing consensus for the need for HSS, there is little agreement on strategies for its implementation [6]. Widely accepted guiding principles could provide a common language for strategy development and communication in the global community. Without a set of agreed-upon principles, frameworks for policy, practice, and evaluation may be unclear, overly narrow, or inconsistent [7], limiting the ability for collective learning, innovation, and improvement. Here we suggest a list of ten guiding principles necessary for effective HSS.

Methodology for Developing a Set of HSS Principles

We employed several methods for developing a proposed set of guiding principles for HSS.

First, we conducted a systematic review of 633 documents from peer-reviewed and gray literature for HSS definitions, examples, and explanations. For peer-reviewed sources, we searched PubMed, Google Scholar, and Scopus for literature published from 2000 to 2009 using the search terms “health system(s) strengthening.” For gray literature sources, we used Google to identify HSS definitions or approaches in Web sites, conference proceedings, interviews, textbooks, and policy documents. Based on our review of abstracts and summaries, we excluded documents (n = 296) that did not meet the following inclusion criteria: contained a definition, explanation, or example of strengthening or improving health systems; were relevant to the low- or middle-income country context; and were available in full text in English. Two researchers then independently conducted a full-text review of the remaining 337 documents in order to categorize HSS definitions by keywords developed inductively during the review process. We summarized the data using a frequency distribution of keywords tagged. A separate researcher then reviewed the 337 documents for HSS guiding principles. (See Text S1 for more details on the methodology of the systematic review, and Text S2 for a list of the keywords identified.)

We also reviewed 11 key publications (Box 1) that address HSS, and we repeatedly consulted more than 30 global health professionals representing different aspects of health systems involvement (see Acknowledgments). Based on our systematic review, extensive consultations, and analysis of the current HSS literature, we identified ten principles for HSS to address the current lack of consensus. Finally, we discussed the principles at six global health conferences in three countries (see Text S3 for a list of conferences). The systematic review established the need for a consensus and assisted in generating an initial set of principles on which there was some normative agreement. Our methods to refine the list of principles involved iterative processes that incorporated not only the evidence from the review, but also the considerable field experiences of those who participated in the process, and rigorous discussion amongst the authors of the paper…..Continued
Full-text: http://www.plosmedicine.org/article/info%3Adoi%2F10.1371%2Fjournal.pmed.1000385
(Back to top
Europe
1

An essay on a topic of international health importance 
The Lancet, UK
21/12/2010

Name and address supplied

A voice echoes in my head “…hit in her heart”.

I read the title and the topic over and over again. So that's it. Not that finding a topic of international health importance is impossible in today's Iran: from HIV/AIDS in prisons and among sex workers to insufficient medical equipment and the threat of embargoes on the already far from perfect reservoirs of medication. But are these matters of international importance? The voice echoes again “…hit in her heart” and I can't take my mind off the scenes I had witnessed in the hospital last year.

I was on duty as a surgical intern that night when a sudden rush of injured victims flooded the emergency room. I thought there must have been a big crash on the highway nearby, but there were all sorts of victims you don't normally see together in a single crash. Some had been hit by sharp objects and some had fallen from a height; and then there was even a gunshot wound. When police officers followed the crowd I was sure this was no accident, at least not like any I had seen before. I ran to the officer who seemed to be in charge and asked what had happened.

The question was immediately stifled by an angry look and a wave of the hand “mind your own business”. I tried to explain that my colleagues and I needed to know the cause of the accidents and the nature of the trauma. Then a bearded tall man approached me “ask me!” he said. I immediately recognised the “plainclothes”. “I wanted to know”, I began. He locked his intense hatred into my eyes. “You have no right to ask any question. At least if you don't want to join them.” And he pointed to the line of the victims lying on the beds and on the floor.

We were not prepared for so many casualties at once. We were understaffed and out of equipment for so many injuries with such diverse natures. The hospital was a small one, and we rarely had anything but a few cases of acute abdomen and accidents during the night. I paged all doctors in the hospital to come to the emergency room at once. I tried to call the larger hospital a few blocks away. Nobody answered the phone. Then I called the cell phone of an intern in that hospital. From the noise at the end of the line I knew I could have no hope. She hung up with a loud cry and now a concern for her safety added to my worries.

We had to do what we could with whatever we had. We were alone with survivors of a plane crash in the middle of an island surrounded by hostiles. Nobody could hear us, nobody could reach us. Yet, we were next to a highway in the middle of the 12-million metropolis that was the capital of Iran, in an emergency room packed with 23 casualties, six nurses, seven interns, residents and fellows, along with a thousand unidentifiable armed men and a million indifferent police officers. We were so lonely.

I froze at the sight of a plainclothes pushing a male nurse. Hamid was the nursing supervisor that night, a happy father whose son had been born a few days before. I ran towards them and asked Hamid what the problem was. The plainclothes answered “he was trying to help one of them escape.” He didn't look at me while he was talking. He was staring at the wall so that he did not have to look at a female stranger in the face. Hamid turned to me “For God's sake, no! Dr Mehroo ordered a CT scan. I was taking the patient upstairs. He has a bad head trauma and is unconscious. The doctors are suspicious of intracranial haemorrhage.” The “beard” sounded again “Can't you bring the CT scan down here?” It is strange how cruelty can sound humorous. I tried hard not to be ironic while explaining “It is a huge and delicate device.” The “beard” shook his head “Then one of us should accompany them.”

Around midnight, we were called into the meeting room. This was a small room in the ER where we would gather for a cup of tea or a chat, or for example when Hamid's son was born, for a small celebration. Upon entering the room I noticed a new familiar face, but only when the man in the three-star uniform started talking did I recognise the Chief of Police. “I know you have been under a lot of pressure, and I know there are some people in this ward who interfere with your work. I want you to know that although they are not under the police command, I have asked them to leave here.” I thought the word “begged” was a better choice of vocabulary. Then the Chief of Police asked “who is in charge here?” Hamid raised his hand. The man in uniform said “There is only one condition: you are free to do any medical procedure necessary to save these rebels, but you are not allowed to ask them any irrelevant questions, or let them talk to anyone other than the medical staff of this hospital.” This excluded even family members, I thought.

The atmosphere eased after the plainclothes left. The only policemen left were regular soldiers and two officers who behaved with calculated politeness and even tried to show sympathy or help on occasions. After plastering the broken left arm of a 16-year-old boy, I recognised a familiar face on one of the beds. He had a crushed tibia, and a few other long bone fractures. A few days before, he had asked me out for dinner in the middle of the small garden behind the medical school. I tried hard to remember his name. The only thing I remembered was how jolly he was when he left his friends to come over to talk to me. When I refused, he just nodded and gave me a page torn off his anatomy book, with his name and phone number written on a schematic drawing of heart chambers. My fiancé and I had a good laugh about it that evening. I asked this young man how he was and he turned his head with recognition, without which I would have questioned my judgment. These were the same wavy wild hairs, but stained with blood, the same dark skin, but wrinkled with pain, and the same teasing eyes, but clouded with agony and despair. “I am fine, very fine.” So besides his voice, he still had his cynicism. “I am worried about my family. They must have heard the news by now, and I want to let them know that I am fine.” He whispered and corrected himself “that I am alive”. I asked if he wanted me to call them and he grinned “do you still have my number?” I assured him that I still had it. “I had come to visit a friend in Kooy when this all happened”, he said. Kooy was the main dormitory for university students. A young soldier was standing near us. I leaned towards my patient and pretended I was examining his skull. I whispered “what happened?” The young soldier turned his back and pretended to read the safety instructions on the oxygen cylinder. “Will you believe me if I said I don't know? We were sitting in the dorm, playing poker when a guy opened the door and shouted ‘run!’ We ran out but were greeted with a line of baton-armed men forming a tunnel. They pushed the students into the tunnel, and hit them as hard as they could as they were passing through. I ran back inside the building to my friend's room on the second floor. The last thing I remember was a huge monster lifting me off the floor, and then I woke up on the ground outside the building, with all these.” And he showed his legs. “But there are bigger and better-equipped hospitals near Kooy.” I whispered. “They were already full of casualties.” He whispered back.

Then the door opened and Leyla came crashing into a chair and bursting into tears. She was a third-year resident of neurosurgery. I went to hold her in my arms. “What is it Leyla? Talk to me.” She sobbed and nodded at the soldier, who had difficulty focusing away from us. “Could you please get me a glass of water?” The young soldier flew out of the room with an indistinct “yes”. “There is a gentleman lying on the corridor floor. When I was examining him, he told me this story.” Leyla's glowing dark eyes gazed at me with horror. Her voice shook as she spoke “He sees a young girl walking on the street with an older guy, who could be her father. Then suddenly the girl kneels and falls on the ground, covered with blood. The old man reaches for her, and a young man, who says he is a doctor, tries to resuscitate her. But the bleeding is too much and…” Leyla could not finish her sentence. I heard the shattering of a glass and felt a splash of water on my foot; the young soldier was standing there motionless and in tears.

I browse through the web pages on my laptop. I find what I am looking for. On June 23, 2009, Paolo Coelho wrote in his blog: “My best friend in Iran, a doctor who showed me its beautiful culture when I visited Teheran in 2000, who fought a war in the name of the Islamic Republic (against Iraq), who took care of wounded soldiers in the frontline, who always stood by real human values, is seen here trying to resuscitate Neda—hit in her heart.” My anti-filter software can get past the filtering just enough to let me read what he has written in his blog, but I can't watch the footage he has posted: the connection is too slow and the software cannot load the video. So much the better: I have seen the open eyes and blood-covered face a thousand times in my nightmares.

I go back to the instructions again. There it says “Wakley Prize is awarded for the best essay on a clinical topic of international health importance”. Do the pain and sufferings of a nation match this description? Or should I write about the approaches to gunshot wounds afflicted on the hearts of young women? Should I write about how useless cardiopulmonary resuscitation is in such situations? And should I add that I just want the voice of us—the medical staff of a hospital in Tehran—to be heard by our colleagues across the globe? Will it then be considered “a topic of international health importance”?
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Health district development and the need to dig deeper 
The Lancet, UK
16/12/2010

Dr Ellen M Einterz  MD a Corresponding AuthorEmail Address

It is probably possible to fill a well by pouring water from above, but better in the long run to dig deeper and let water rise from below. Where people thirst for good health care, the same is true. As Africa struggles with fading hope of reaching its Millennium Development Goals for health, those goals for which so much unprecedented international aid has been allocated over the past decade, a visit to a typical health district might help to explain why.

The district covers a dusty Sahelian plain dotted with baobabs, spiny shrubs, and thorn trees. In the middle of this plain is the district hospital—11 tin-roofed one-storey rectangular buildings situated on a large compound. Power to the district has been out for 28 of the past 30 days, but today there is hope: the electricity company says that tomorrow the lines will be fixed. True, they said the same thing yesterday, the day before yesterday, and the day before that. A clunky generator that devours diesel and breaks down every other day roars at one end of the compound. The hospital has installations for running water, but since water only runs when there is power in the town, the pipes have been dry for quite some time.

A physician and a surgeon, the only doctors for the district population of 122 000, work here alongside 30 nurses and 23 auxiliary personnel. The medical, paediatric, obstetric, and surgical wards hold a total of 100 beds—cots, really—and not only are they all occupied, but some are laden with two or three patients apiece.

It is the last month of the rainy season, so there is a lot of malaria about. In the paediatric ward half the children are being treated for malaria. They are feverish; some convulse intermittently; two are deeply comatose; two others are receiving transfusions of their mothers' blood. There are children with pneumonia and bronchiolitis, others with AIDS. A nurse is starting a transfusion on a new patient, a floppy 40-day-old infant whose eyes keep rolling up into his head. Like most 40-day-old infants in these parts, he had his uvula amputated by the local barber, but unlike most, he haemorrhaged massively after the excision. There are malnourished children here, some just wasted and stunted, others with full-blown kwashiorkor—the bloated bellies, oedematous limbs, oozing sores, limp yellowish hair, and the implacable irritability or the abject lethargy. There is a 3-month-old girl who weighs 2 kg. Her mother bled to death on the dirt floor of their hut 2 hours after delivery, and the girl has been sucking at the withered breasts of her old granny since birth.

In the medical wards are more cases of malaria, more respiratory tract infections. There is a young man, bitten by a carpet viper yesterday, with a hideously swollen right hand, arm, and neck. Blood seeps from his gums and from the healer-incised nicks along the bitten arm. There are ten patients with late-stage AIDS. A 16-year-old girl whose left ear was removed by a co-wife brandishing an axe sleeps curled up in a bed in the corner. There are patients with heart failure, diabetes, renal failure. A middle-aged man with hepatitis-B-induced cirrhosis waits to have his dome-shaped abdomen tapped. Another man, injured when his motorcycle hit a craterous pothole and threw him against a boulder, is just awakening from a 5-day coma.

The surgical ward is imbued with the faintest whiff of urine and has several older men recovering from prostatectomies. A couple of victims of motorcycle accidents have fractured limbs pinned in external fixation devices. Two women who have had caesarean sections occupy adjoining beds. One is still in coma with eclampsia. Nearby a 14-year-old girl awaits repair of a rectovesicovaginal fistula. She had been in labour at home for 3 days before the local midwife wrenched out a dead baby. A few days after that, the3 family decided it was time to seek medical care. So they got a wheelbarrow and put her in it and rolled her 12 km through the sand to reach the hospital. On initial examination, the tissues of her vagina had come out in globs of putrid brown-yellow rot and her lower urinary and gastrointestinal tracts leaked through huge holes. Her pelvis had been so yanked out of shape that to move her legs she had to take them in her hands and lift them one at a time.

Over in the maternity ward, a pudgy boy born last night by vacuum extraction lies beside his exhausted mother. Two women in what appears to be normal labour pace the floor. Another woman, visibly at term, is carried into the delivery room draped in the arms of her husband. His face is slick with sweat and his wide eyes glisten with terror. A copious stream of bright red blood flows to the floor in their wake.

Tucked behind the other buildings at the far end of the compound is the isolation ward. Here on one side of the building are five patients with tuberculosis. Two of them also have AIDS, and one has a form of tuberculosis that is resistant to the regimen of five available anti-tuberculous drugs. On the other side of the building are a dozen patients with cholera, the latest of the hundreds that have been treated since the epidemic erupted 2 months ago. A new one is just arriving: a 3-year-old girl, watery fluid pouring from both ends as if from two spouts. Her father carries her upright at arm's length, like a crucifix to an altar. She is so parched her eyeballs are lost in their sockets. She has no voice, no saliva, and no muscle tone. The father sets her on a plastic-covered mattress on the floor. A nurse tries to give her oral rehydration solution but the girl vomits it immediately. A nasogastric tube is inserted, but the vomiting continues. The nurse searches painstakingly for an uncollapsed vein, finds one and starts an intravenous drip, but 10 minutes later the vein blows. The room reeks of cholera, a dead sea sort of smell, and the patient is slippery slimy with the stuff that just keeps pouring out. Another squiggler of a vein is found and the drip is placed once more, and now a desiccated 60-year-old man, hooked by the armpits and dragged by his two sons, arrives.

In the outpatient department, some 100 patients are awaiting consultation and listening as a health promoter flips a chart and talks to them about AIDS. A nurse in a side room is receiving pregnant women for antenatal check-ups, while in the courtyard behind the building, on a scale hanging from a tree limb, children are being weighed. Others are receiving vitamin A supplements and vaccinations. In the pharmacy and the laboratory, frazzled staff scurry to serve the backed-up crowd.

Beyond the district hospital is a ring of seven health centres set in villages 10—30 km away. Each health centre is staffed by a handful of nurses who deliver babies and provide curative care for up to 60 patients a day. The more problematic of these are referred to the district hospital. Supervised by the district service, each centre also conducts a wide range of routine activities that include antenatal care, vaccinations, disease surveillance, epidemic prevention and control, and health education. Most of these activities take place in the health centre and in the villages as well, and they are planned and executed in collaboration with community representatives.

The district health system, with its grassroots network of hospitals and primary health-care centres, is the health system recommended by WHO and officially adopted by countries in Africa. It is capable of providing the whole population with high quality health care that is appropriate, comprehensive, community-based, and community-driven. It is a system that merits development and support.

It is also the system more sabotaged than sustained by international aid organisations whose white-knuckle grip on disease-specific programmes prevents them from embracing broader possibilities. Subsidised tuberculosis treatment programmes are good, but their value is limited in the absence of reliable community health structures needed to provide early diagnosis. Malaria prevention is important, but nets will not save the thousands of children dying because there are not enough antimalaria drugs or blood bags available beyond the cities. Mobile clinics sent into towns for semi-annual 1-day-only HIV testing are one way of detecting new cases—the photo ops are excellent too—but better would be tests made available all year, every day, in every health-care facility. National mass vaccination and treatment campaigns—blitz operations favoured by funding agencies for their easily measured and rapid results—may produce impressive numbers in the short term, but they do this only by disrupting routine health-care activities, emptying health centres of personnel, creating shortages of medicines and vaccines, and depriving vulnerable people of service.

It is unhelpful for aid personnel to be blind to these shortcomings. Aid organisations—most based in Washington, Paris, Atlanta, Geneva, and other places like them—have experts who necessarily view the world from where they sit, thousands of miles away in steel-girded buildings with year-round electricity, computers connected to high-speed wireless internet, air conditioners they can turn on when the air gets above body temperature. They live in countries generally governed by the rule of law, where bribery is not a fact of daily existence for most people, famine is unknown, water—drinkable water at that—comes from a tap, tribalism is not a threat to the social order, watches are worn for the purpose of telling time, and women are rarely imprisoned or executed for being witches. There is nothing wrong with Americans living an American lifestyle or Europeans living a European lifestyle, but this detachment—in distance, culture, and technology—maintained by people trying to fix things in Africa is dangerous. Only by being physically present for extended stays at the operational level of the country they are helping—not half a world away, not even holed up in the capital—can staff of aid organisations watch those wells and witness up close what happens when the digging stops too soon and water is just poured from above. Only there, at the district hospital, in the village, can they see, really see, that the needs of the people are urgent and constant, life is precarious, and the provision of good health care is seamless, not partitioned into disease-specific programmes.

The fight against maternal and childhood mortality, measles, AIDS, tuberculosis, malaria, tetanus, polio, and all those other diseases should indeed be waged vigorously and with all the arms in our armoury—but it should be waged every day from the bottom up, not in fits and starts from the top. Except in rare circumstances, vaccination and treatment campaigns should be abandoned and their aims and resources integrated into routine services offered by health-care facilities within the district health system. To strengthen that system, physicians, surgeons, and nurses should be enticed to work in rural areas, where the best of the best are needed. Aid should promote the development and provision of appropriate technology: better diagnostic tests, less expensive and more durable imaging equipment, new vaccines, new drugs, cheaper drugs, more robust drug-delivery systems, and improved computer and internet access. Investments in female education, water, sanitation, roads, and energy would do more than any campaign to develop health care in Africa and improve the health of the people.

“Thunder is good, thunder is impressive”, Mark Twain wrote, “but it is lightning that does the work”. A functioning district health system can quietly illuminate an entire country, and international aid should do everything it can to brighten, broaden, and prolong that light.

a Kolofata District Hospital, Kolofata, BP 111, Mora, Extrême-Nord, Cameroon
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NHS staff told to give up annual pay increments or 35,000 jobs will go 
The Guardian, UK
19/12/2010

Denis Campbell

The NHS plans to make 35,000 nurses, cleaners and medical secretaries redundant unless staff accept a pay deal that will see them lose up to several thousand pounds a year, the Observer  can reveal.

The Department of Health's own calculations show the losses will happen if NHS staff in England reject a two-year freeze on their pay increments in return for no compulsory redundancies.

Health unions are furious at what they call "a gun to our members' heads", because it would force staff to see their own incomes drop or risk colleagues losing their jobs. The 1.1 million workers facing the dilemma are mostly the lowest-paid, who, in common with other public sector workers, are already facing two years with no pay rise from April. They are on NHS pay bands 1-6, earning between £13,653 and £34,189.

NHS Employers, the organisation representing hospitals, primary care trusts and other healthcare providers, wants them to sacrifice annual pay increments from April until 2013. These guaranteed rises give staff between a few hundred and a few thousand pounds a year more as they move up the pay scale.

The figure of 35,000 compulsory redundancies, unpublicised until now, puts new pressure on health unions to accept. "If you don't accept these swingeing proposals, other people may lose their jobs. This is a blunt threat by employers and a negatively emotive way of trying to do business," said Karen Reay, Unite's national officer for health. "Staff who are loyal to the NHS and aren't paid too much to start with are now being asked to take another hit. It's unfair. Many are angry that, after the two-year pay freeze, they are expected to lose their pay increments for two years as well."

Mike Jackson of Unison, the UK's largest public sector union, said NHS workers faced "a very tough choice, to accept that they should take a drop in their living standards to save the jobs of their colleagues in some cases".

He demanded to know what else the NHS was doing to save money beyond expecting staff to accept standstill salaries until 2013. "It's economic madness to be spending up to £3bn on turning the NHS upside down in an unnecessary, unproven shake-up, as the health secretary, Andrew Lansley, is proposing, especially when the NHS is facing a major financial crisis," he said.

NHS Employers says that accepting a two-year freeze on increments would save £1.9bn a year, or 2.1% of the NHS's total pay bill. The NHS in England has to find £20bn of efficiency savings by 2014-15 and says that this new deal is "the only pay-related solution" that would help to close an unspecified "financial gap between resources and costs".

Even if unions accept, there are serious doubts that the no compulsory redundancies part of the deal will prove binding. "The so-called guarantees in return for a freeze on contractual increments appear to be very limited and will be left to local agreement," said Dr Hamish Meldrum, chairman of the British Medical Association council. "We are extremely concerned that it seems hitting staff pay still further is the only offer on the table."

Nurses' leaders are also uneasy at the prospect of forced layoffs. "Nurses are dealing with the effects of increased demand for health services at a time when 27,000 posts have already been identified as at risk," said Dr Peter Carter, chief executive and general secretary of the Royal College of Nursing, which represents 400,000 nurses.

"Nursing is the backbone of the NHS and government and employers need to be aware of the importance of morale. This winter is likely to be a major test for the NHS and the government."

The only NHS workers to receive a rise, of £250 a year, will be those earning less than £21,000.
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Five complementary interventions to slow cholera: Haiti
The Lancet, UK
18/12/2010


Volume 376, Issue 9758, Pages 2048 – 2051

Louise C Ivers a, Paul Farmer a, Charles Patrick Almazor b, Fernet Léandre b

This year, Haiti might have marked World AIDS Day on Dec 1 with some degree of celebration: as chroniclers of the pandemic have noted, Haiti helped lead the way towards an integrated AIDS prevention and care model that was adopted in many resource-poor settings when funding from new mechanisms became available.1 The size of Haiti's AIDS epidemic has been halved over the past 15 years;2 AIDS-related stigma was reduced when treatment became available; and, in some settings, a significant fraction of HIV funding was steered into strengthening regional and local health systems. In public health jargon, vertical AIDS funding has been used for more horizontal integrated efforts to support and improve a weak health system.3

Why, then, did the first cases of the cholera epidemic, now claiming lives by the thousands, appear in a region to which a substantial fraction of this funding for HIV programmes was applied? One answer concerns the mechanism through which a pathogen with no known non-human host was introduced to an island long spared cholera. Speculations on this topic have caused social and political friction within Haiti in recent weeks because a strain endemic in south Asia, an El Tor biotype of Vibrio cholerae serogroup 01, is the culprit strain of the outbreak—and UN peacekeepers from that region are stationed in central Haiti, where the outbreak started. If AIDS and previous pandemics offer lessons, cycles of accusation will continue for years without helping to slow the cholera epidemic.4

A second answer to the question lies in insufficient attention to the stressed rural communities hosting hundreds of thousands of displaced persons after January's earthquake. Although cholera was considered “extremely unlikely to occur” in Haiti, an outbreak of acute watery diarrhoea was anticipated.5 Not expected, however, was an outbreak erupting rapidly in a rural area, far from any camp for internally displaced persons. Focusing post-disaster support not just on areas directly affected by the earthquake but also on host communities throughout the country would have been a wise investment of aid money.

A third answer is less fraught: very little of the money aimed at implementing HIV programmes went into protecting the water supply. That said, in the regions where Partners In Health and its Haitian sister organisation have worked on AIDS, malnutrition, and health-systems strengthening, few of the thousands of AIDS patients on therapy, children in malnutrition programmes, or patients in other vertical programmes have fallen ill with cholera. A little bit of medical care can go a long way. But it cannot go far enough when water security is concerned: although some groups, including our own, continued to put resources into small water projects, no non-governmental organisation should or could replace robust public water supplies. So we joined others to push for large-scale water projects across the country.

This effort failed. Between 2000 and 2004, the USA (and other governments) slowed the flow of aid to the Haitian public sector, choosing to route most aid through non-governmental organisations. Some argued that such punitive policies were the prerogative of the donor countries, but blocking access to credit from the region's largest development bank, a funder of public works throughout Latin America, should not have been the prerogative of the USA or any other government. Partners In Health joined forces with two human rights organisations to explore the ways in which Haitians, especially those living in poverty, were denied the right to clean water and primary health care.6 A lack of investment by all actors (governmental and non-governmental alike) in long-term and safe distribution programmes for water as a public good has led to the highest rates of waterborne diseases in the hemisphere: globally, Haiti ranked 147th out of 147 countries for water security in 2002.7

Even in 2003, cholera was among the diseases mentioned in warnings about the politicisation of water and health projects.6, 8 Although cholera had not been documented in Haiti for many decades, it has long been the most feared waterborne disease. Health-care providers working in informal settlements and refugee camps, both especially vulnerable to waterborne diseases, know that cholera's profuse secretory diarrhoea can shrivel a healthy adult in less than 6 h. Case-fatality rates of untreated severe cholera can reach 50%, while most agree that aggressive case management can drop this figure to under 1%.9

What, then, are the key steps to slow the spread of cholera and to reduce case-fatality rates to under 1%? Five are worth mentioning, all of them drawing on a model of intervention that links prevention to care.

First, we must identify and treat all those with symptomatic cholera. This effort requires both the capacity to identify and refer those with symptoms, and the existence of centres equipped and trained to treat them. In less than a month, dozens of cholera treatment centres have been erected, often in tents. But it is not easy for rural Haitians to reach them. Most of the tens of thousands of patients treated to date have not come to medical attention through aggressive case-finding efforts; they have fallen ill and their families have sought treatment for them, sometimes too late. The ranks of health-care providers, overwhelmed already and lacking experience with cholera, must be further reinforced. Community health workers can play a critical role as first responders in the epidemic. To refer patients, networks of community health workers (and other providers) need to be able to do more than note the onset of diarrhoea: they must be able to start oral rehydration salts and transport the sick even where roads are poor or flooded. Huge numbers of vehicles now circulate in Port-au-Prince and other Haitian cities; most are owned by humanitarian groups, non-governmental organisations, and UN agencies. Ambulances, however, are in critically short supply—more are needed to move the afflicted to proper care.

There is also a push, from some global authorities, to focus all efforts on oral rehydration and, failing that, on intravenous resuscitation, with lack of sufficient discussion and consideration of the benefits of antibiotic therapy as an adjunct to cholera treatment and control. As of this week, antibiotic therapy is recommended only for the most severe cases, sometimes on the grounds that antibiotics are expensive, difficult to administer, or might lead to antibiotic resistance in the strain of V cholerae now spreading rapidly in Haiti. But few providers would not take antibiotics if they were to fall ill, because antibiotics can shorten the course of the disease, decrease volume of diarrhoea, and lessen the amount of time that patients shed viable organisms.10 There is also some evidence for strain variation, and some cholera experts have concluded that, in El Tor outbreaks, antibiotics are needed to bring the case-fatality rate under 1%.10 Oral rehydration salts should indeed be a mainstay of therapy, but this public health approach should not be at the expense of critical consideration of the value of deploying other tools against the disease.

Second, a concerted effort should be made to make oral cholera vaccines available in Haiti and elsewhere. This would require a global stockpile of cholera vaccine. Again, vaccine cost and logistics dominate the debate: in the jargon, vaccination is not regarded as logistically feasible or cost effective in the midst of an epidemic. But on the first score, after the earthquake and in the region now affected by cholera, we were able to complete a three-dose course of human papillomavirus vaccine for 76% of the girls who received their first dose before the earthquake: about twice the rate of completion in some US settings for which data are available.11, 12 On the second, as with therapy for AIDS, the cost of effective cholera vaccines varies enormously, which means that confident claims about cost-effectiveness need to be interrogated. There are two vaccines on the market: one, Dukoral, costs US$6 per dose to manufacture;13 the second, Shanchol, costs $1 per dose to manufacture.9 With economies of scale, the costs would drop further, as we have learned not only with other vaccines but also in following the costs of antiretroviral therapy and other large-scale treatment efforts.14

Further, cholera is unlikely to disappear from Haiti any time soon. The El Tor strain will probably become endemic in Haiti. Bangladesh is now in its fifth decade of an El Tor epidemic; epidemics caused by other strains have trailed off within 20 years.9 But research in Bangladesh and India suggests that, when the efficacy of the vaccine is added to a substantial herd effect, protection rates can climb over 90% and protection can last for up to 3 years.9 Although large-scale vaccination might not prevent cholera from becoming endemic in Haiti, it would save thousands of lives. Both Shanchol and Dukoral are needed here, and production of these vaccines should be ramped up, as cholera experts have argued for the past decade.15

Third, prevention in this context means doing everything we can to remedy Haiti's water insecurity and improve sanitation. This may sound uncontroversial, but in a world in which 1 billion people lack access to safe drinking water, water security is a political and ideological minefield. Within 2 months of the Jan 12 earthquake, some were advising the Haitian Government to stop the provision of free drinking water within the informal settlements and camps, in which 1·3 million displaced people live, on the grounds that this practice was not sustainable. A cost-recovery mechanism—the standard way of moving water to the thirsty within Haiti is to sell it—was counselled as prudent and sustainable. All efforts should be focused on improving access to clean drinking water through public works projects, point-of-use water-purification systems, and other proven means. Public health messages about handwashing or water treatment with chlorine tablets should not be limited to what is termed social marketing, but should instead be linked to a massive effort to make sure soap, treated water, and safe latrines are available to those receiving these messages.

Fourth, all vertical health projects, whether focused on AIDS, cholera, nutrition, women's health, or any other endeavour, must be dedicated at least in part to strengthening Haiti's health system. Only a third of Haiti's health services are currently being delivered in the public sector, so such an effort would necessarily involve the hundreds of large and small non-governmental organisations and other non-state providers which dominate the scene in Haiti.16 Haitians know that the earthquake has not, thus far at least, revealed a hoped-for silver lining; reconstruction remains stalled. But there are hundreds of humanitarian groups that could be enjoined to participate in regional efforts to integrate cholera prevention and care. We can all do more to strengthen Haiti's public health system. This is what Rwanda, with substantial if smaller numbers of non-governmental organisation partners, has pushed for with success.

Fifth, cholera demands not simply a harmonisation of global health policy, but also raising the bar on our goals. 10 years ago, we argued that AIDS treatment with antiretroviral therapy was possible even in rural Haiti, and pressed for adequate funding of integrated prevention and care programmes.17 The Haitian cholera epidemic again reveals the weakness of setting goals based on the gross domestic product of the country in question: Haiti is part of a complex web of global social connections, and AIDS, cholera, dengue, and other pathogens will continue to move within this web. But while microbes pass readily through the web, some of the goods that are needed to respond effectively to the epidemic seem to be caught in customs.18 This is meant literally as well as metaphorically: the goals of responding to cholera in Haiti should look the same as the goals of responding to cholera in the Dominican Republic or Florida, to name two settings already touched by what is widely termed the Haitian epidemic.

No epidemic of cholera is ever local for long, and this one is particularly fast-growing. In just 30 days, Haiti has recorded almost 2000 deaths: nearly half of the number registered in Zimbabwe's year-long epidemic, another case in which international experts failed to recommend vaccination linked to aggressive case-finding and proper care. There may be no way to stop cholera in its tracks in Haiti. But unlike AIDS when it was first diagnosed in Haiti in 1981, cholera is a disease for which we have tools for prevention (from improved sanitation to vaccines) and effective treatment (from rehydration and replacement of electrolytes to antibiotics). We must move swiftly, aggressively, and together: marshalling not only the tools needed to slow the epidemic in Haiti and its neighbourhood, but also the political will of global health authorities and funders and large-scale implementers. Divisions over the respective roles of prevention and care are as senseless as those over the roles of vaccines and antibiotics; in this dire emergency, we can accept nothing less than complementary prevention and care.

We declare that we have no conflicts of interest.
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KENYA: Mobile Phones to the Rescue for Pregnant Women  
IPS Terra Viva-Europe
22/12/2010

By Mary Itumbi

NAIROBI, Kenya, Dec 22, 2010 (IPS) - Pumwani Maternity Hospital, in the impoverished Nairobi neighbourhood of Eastlands, is the site of a trial project using mobile phones to help HIV-positive mothers avoid passing the virus on to their children. 

Juliet Wangari Njuguna is a research nurse with Kenya AIDS Control Project. She works at the Pumwani clinic to assist HIV-positive mothers. 

"We help with the enrolment, and as the patients are coming in they are sifted. We talk to the ones who happen to be HIV positive, and we find out how long they have known their status and if they have disclosed it to anyone." They also find out if the women have a mobile phone. 

In July, the Kenya AIDS Control Project started using the Pumwani Hospital as a site to study the potential of following up with HIV positive patients using mobile phones. 

The phone contact is intended to make sure that mothers are keeping up with taking their antiretroviral medicines and stay informed on what they need to do during their pregnancy to reduce the risk of passing the virus on to their child. 

Mobile phones have become a popular means of communication in Kenya. The recent lowering of costs by the various service providers is encouraging even more people to embrace the mobile phone. 

Pediatrician, Frida Govedi, the Chief Executive Officer of Pumwani Maternity Hospital, says, "through this telephony they are being empowered with information. How they should eat, when they should take their vitamins, when they should come for their CD4 counts, it is an interactive medium between the mother and the healthcare worker." 

Njuguna and the other research nurses at Pumwani guide HIV-positive mothers at the clinic through a questionnaire to determine if they are candidates for the mobile phone programme. The questionnaire records details such as the woman’s age, her general health, how long she has known that she is HIV positive and if she is already on any medication. 

The mother also has to live within a reasonable distance of the hospital and be able to understand English or Kiswahili. The questionnaire responses are entered into a database. All the women will receive antiretroviral therapy, but a randomly selected group will also receive SMS messages. 

All the women will be followed-up after they give birth to assess the success of the course of treatment. This is also aimed at measuring the effectiveness of the SMS prompts to the mothers receiving the messages against the results of a control group. 

"The women start receiving one message per week reminding them to come for their antenatal care visit," says Njuguna. "Then in their last month of pregnancy, the message changes to remind them to take their drugs. 

But we write, 'Remember to take your vitamins.' We don’t want to put 'ARVs' in a text message, because we don’t know who can come across their phones." Njuguna says stigma and the pressure to hide one’s HIV status are a major challenge for HIV positive women. 

Extreme poverty is another challenge, with women sometimes missing appointments due to a lack of money for transport or at times not being able to make it as they struggle to make ends meet. 

Literacy is yet another obstacle. "Another thing is that some of them understand English and Kiswahili, but they can’t read, so the text messages will not help them. So there are some who feel like we should do calls in the future." 

Govedi worries that the potential advantages of the SMS notification system are also limited by the late enrolment into the programme of many of the women, who are far into their pregnancy by the time they first come to Pumwani. "We would have loved to have gotten them as early as 14 weeks, when we are able to institute their antiretroviral therapy for PMTCT. But you find most of the mothers are coming to us well after 20 weeks," says Govedi. 

A day in the life of the health workers providing mobile support is busy. Njuguna must keep up with responding to various text messages and calls from the over 90 women enrolled in the programme, as well as ensuring crucial information is sent out at the right time. 

The routine messages are programmed into a computer and sent out automatically, but when that system is down, a health worker must send them out manually to the women who depend on the reminders. 

She feels it's worth the extra work. "It feels good that you are doing something and they are grateful. Then they tend to ask you all sorts of questions, which is better than being at home and assuming things. So you feel like you are having an impact in people’s lives." 

The initiative is expected to end in mid-2013. Researchers hope to find positive results in empowering women living with HIV to protect their own health and that of their newborn children.
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La Slovénie adopte une loi pour simplifier l'agrément des médecins étrangers 
Romandie News
20/12/2010


LJUBLJANA - Le Parlement slovène a adopté lundi une loi pour assouplir la procédure pour agréer les médecins étrangers afin de lutter contre la pénurie de personnel médical qualifié.

Les 90 députés ont adopté le texte par 66 voix pour et 3 contre.

Le gouvernement de centre-gauche avait présenté le mois dernier ce plan pour raccourcir les délais d'une procédure de certification nécessaire à l'obtention d'une licence d'exercice en Slovénie, de deux ans actuellement à un mois.

"La pénurie de médecins est un des problèmes majeurs du système de santé slovène", a déclaré devant les députés le ministre de la Santé, Dorjan Marusic, pour leur demander d'adopter la loi, qui a fait l'objet d'une procédure d'urgence au Parlement. 

Les chiffres diffèrent toutefois quant au nombre de médecins manquants: le gouvernement estime ce chiffre à 500 alors que le Conseil de l'ordre des médecins pense qu'il faudrait 2.000 professionnels supplémentaires.

Selon le ministère de la Santé, sur la base du nombre actuel d'étudiants dans les facultés de médecine slovènes, les besoins médicaux ne pourront pas être couverts avant 2015 au plus tôt.

Les médecins originaires de pays non-membres de l'UE pourront voir la procédure d'agrément réduite de un à deux ans actuellement à quelques mois, selon leurs diplômes et leur expérience.

La plupart de ces médecins viennent des anciennes républiques yougoslaves, telles que la Serbie, la Macédoine ou la Croatie. Actuellement, ils doivent payer plus de 3.000 euros pour la procédure de certification, qui comprend entre quatre et onze examens.

M. Marusic a rappelé que les médecins devront toujours prouver qu'ils maîtrisent la langue slovène avant d'être autorisés à pratiquer.

©AFP 
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Total of 3513 Czech hospital doctors leaving, care may be reduced
Ceske Noviny, Czech Republic
20/12/2010

Prague - A total of 3513 of Czech 16,000 hospital doctors have handed in their notices within a campaign the Doctors´ Union (LOK-SCL) has organised in protest against what it calls insufficient wages, the union leaders said at a press conference today.
Doctors´ departures have afflicted 78 of the country´s 200 hospitals. The situation is the worst in the Vysocina region, south Moravia, where 80 percent of doctors have handed in their notices.

The number of leaving doctors is the highest, 508, in the Moravia-Silesia region, LOK-SCL leaders said.

Out of the 14 regions, the situation is also serious in the Zlin (South Moravia), Pardubice, Hradec Kralove (both east Bohemia) and Usti (north Bohemia) regions.

In view of the two-month period of notice, the doctors will stop working on March 1.

As a result, some hospital wards and even whole hospitals may be closed, and hospitals may start providing only the most urgent care.

On Friday, Health Minister Leos Heger (TOP 09) called on doctors to reconsider their departure and to give him time for launching the planned reform that would redirect the health sector´s money to wages.

On Sunday, Heger said he expects maximally 700 of the doctors who have handed their notices to really leave.

"If maximally 700 to 800 of the 4,000 doctors leave, it will be a big surprise to me," he said, adding that he expects most doctors to be "reasonable" in the end and not to leave.

The Health Ministry and the regional self-rule bodies have started to seek a solution to the problem. They are waiting with drafting emergency scenarios until the definitive number of leaving doctors and their specialisation are known.

The LOK-SCL´s Thanks, We´re Leaving campaign culminated with its promoters´ visit to the five teaching hospitals in Prague. Doctors´ wage demands have been supported by renowned doctors such as professors Pavel Pafko and Pavel Kalvach.

Czech doctors say they want to seek better-paid jobs abroad or to open their private surgeries. Heger, however, has agreed with local health insurers that they would not extend the number of doctors to sign contracts with.

The doctors demand that their monthly pay be up to three times the country´s average pay. Now their pay is some 50,000 crowns including overtime work. They want the basic pay, without overtime, to be 70,000 crowns. The government would need 6 billion crowns to meet their demand. It says it cannot afford such an investment now that necessary austerity measures have been taken across the whole public sector.

The average monthly pay in the Czech Republic is 23,600 crowns.

Mapping the situation abroad, CTK correspondents in Germany, Austria and Britain report that the respective countries´ authorities have not registered any unusual increase in the number of Czech doctors seeking jobs abroad for now.
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Lancement discret du dossier médical personnel 

Le Monde
16/12/2010

Laetitia Clavreul

Promis depuis des années, le dossier médical personnel (DMP) a été lancé, jeudi 16 décembre. Y seront regroupées, sur accord du patient, ses données de santé qui pourront être partagées entre médecins "pour améliorer la prévention, la continuité, la coordination et la qualité des soins".
Comme rien n'est simple depuis le début sur ce dossier, il s'agit en réalité d'une sorte de prélancement technique, le temps de "stabiliser le système et de procéder à quelques tests en situation réelle", a précisé l'ASIP santé, la structure créée en 2009 pour relancer le DMP. Une communication grand public est prévue le 5 janvier 2011. C'est alors que seront détaillées les étapes du déploiement et les modalités d'utilisation.

Il aura fallu beaucoup de débats pour en arriver là. Introduit par la loi du 13 août 2004, le DMP avait été promis par le ministre de la santé Philippe Douste-Blazy pour 2007. Le calendrier apparut cependant vite irréaliste, pour des raisons d'ordre technique (sécurisation des données, coexistence de systèmes informatiques de la médecine de ville et des hôpitaux...) et éthique (garantie de la vie privée...). De vives querelles ont d'ailleurs opposé associations de patients et médecins, chacun trouvant légitime d'avoir la main sur le DMP.

En 2007, à la suite d'un audit sévère des inspections générales des affaires sociales et des finances, ainsi que du conseil général des technologies de l'information, le gouvernement décide de se donner du temps, notamment pour développer l'expérimentation. En juillet 2010, le calendrier devient enfin plus précis : à partir de janvier 2011, les patients qui auront décidé d'ouvrir un DMP et en auront fait la demande auprès de leur médecin ou d'un hôpital pourront le consulter et l'enrichir à partir du site dmp. gouv. fr, grâce à un code personnel.

A caractère universel

Dans la version 2010, la détention d'un dossier médical n'est pas obligatoire. La non-souscription n'aura donc pas d'impact sur le remboursement des soins, comme cela avait été un temps envisagé. Le DMP est gratuit et électronique. Ceux qui ne consultent pas Internet pourront y avoir accès auprès de leur praticien.

Alors que les médecins auraient aimé que toutes les données leur soient accessibles, c'est le patient qui décidera ce qui sera visible, et par quels professionnels de santé. Il pourra intégrer à son dossier ses ordonnances, résultats d'analyses, radios, comptes rendus d'hospitalisation... Le patient pourra, aussi, masquer certaines données, considérant qu'elles ne regardent pas l'ensemble du corps médical. L'exemple de l'interruption volontaire de grossesse est souvent cité.

Difficile de savoir, pour l'instant, si le DMP sera adopté par les patients et les médecins, pour lesquels saisir les données va prendre du temps alors qu'ils disposent souvent déjà sur ordinateur d'un dossier pour chaque individu. Des deux côtés, aujourd'hui, on estime qu'il faudra voir à l'usage si l'objet est adéquat.

Il semblait cependant important de ne plus trop tarder à lancer ce dossier à caractère universel. Les opérateurs privés de télécommunications commencent en effet à proposer leurs propres logiciels de gestion des données personnelles de santé. Surtout, le DMP devrait constituer un outil-clé de l'exercice médical de demain : avec le développement de la télémédecine et des maisons de santé, présentées notamment comme des moyens de pallier l'essor des déserts médicaux, le partage facilité des données entre médecins devient indispensable.

(Back to top
Latin America & Caribbean
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Cobertura universal de salud se logrará en 2011: Córdova 
El Universal, Mexico
20/12/2010

El secretario de Salud, José Ángel Córdova, afirmó que en 2011 México alcanzará la cobertura universal en salud, con la que los mexicanos que lo deseen contarán con IMSS, ISSSTE o Seguro Popular sin que represente un gasto catastrófico para atenderse.

Al encabezar la ceremonia para conmemorar el Día Internacional del Voluntariado, el titular de Salud destacó la construcción de más de 2 mil 300 unidades médicas y otras mil en proceso, así como el abasto suficiente de fármacos.

Córdova mencionó también el logro de la cobertura total de servicios médicos gratuitos para los recién nacidos, mediante el Seguro para una Nueva Generación, y de cáncer para menores de 18 años con el Seguro Popular, y prioridad en la atención a embarazadas.

En materia de salud no es suficiente ofrecer atención médica al paciente, ya que también se requiere el apoyo moral, humano y de comprensión, que sólo puede ser cubierto por personas que trabajan de forma altruista en los hospitales, mencionó el funcionario.

Reconoció la importancia de trabajo humano que realizan los voluntarios, porque aunque hay avances importantes en la cobertura universal con la ampliación de infraestructura, “no se debe olvidar la parte humana, de soporte y consuelo para quien padece una enfermedad y para su familia”.

En la reunión con las presidentas e integrantes de los voluntariados de hospitales e institutos de la Ssa, la presidenta del Comité Coordinador del Voluntariado Nacional, Gabriela Gallardo, afirmó que con el apoyo de los voluntarios se ha logrado que las caras de los pacientes se transformen de la desesperanza a la esperanza, y que la ayuda no sólo es moral, sino que se han abierto espacios educativos y recreativos para los pacientes.

Ayer, Córdova entregó reconocimientos a 17 voluntarias.
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La opinión de los médicos no se tiene en cuenta 

El Nuevo Día, Colombia
19/12/2010

PABLO ISAZA, M.D.
Pasó a sanción presidencial la nueva reforma a la salud, una más, luego de ser conciliada en Senado y Cámara, sin tener en cuenta opiniones y observaciones de fondo de los únicos actores importantes de todo sistema de salud: los médicos y los pacientes.

Se dio prioridad al componente administrativo y financiero, en otras palabras, a las empresas que en virtud de la Ley 100 se lucran de un sector social que debería estar en la esfera del Estado y no en el área privada.

De nada valieron las propuestas de entidades médicas como la Academia Nacional de Medicina, pues el Ministro de Protección Social las ignoró olímpicamente, lo cual motivó una carta fechada en 9 de diciembre cuando se creía que todavía era posible lograr alguna modificación al texto final de la reforma.
"Señor Ministro: la Academia Nacional de Medicina registra con verdadero desconcierto su actuación en el Congreso de la República y sus declaraciones en el diario El Tiempo el día 8 de diciembre. Uno de los problemas más serios que presenta el Sistema de Seguridad Social en Salud es precisamente el relacionado con los elevados costos administrativos que ha creado el modelo de intermediación comercial en la prestación de los servicios de salud. La propuesta del Representante Simón Gaviria nos parece enteramente razonable y socialmente justa y los que prestamos servicios de atención esperábamos que recibiera total apoyo por parte de usted. Sus declaraciones a El Tiempo son desafortunadas y nos hacen pensar sencillamente que usted no comprende cuál es el problema real de la crisis de nuestro sistema de salud.
Le pedimos que vea la solución a la crisis no desde el punto de vista economicista, que fortalece la inaceptable posición dominante de los intermediarios, sino la desde los pacientes, los hospitales y los servicios de salud".
El representante Gaviria había logrado que las empresas de salud solamente pudieran contratar con sus propias clínicas el 10 por ciento de los servicios que prestan a los usuarios; esto se llama integración vertical; actualmente lo hacen en un 30 por ciento.
El Ministro se opuso y maniobró para impedir que fueran los hospitales públicos los que prestaran los servicios; como era de esperarse, senadores y representantes le dieron al Ministro las mayorías para aprobar lo que en últimas era el interés de las empresas.

¿Luego no se trata, precisamente, de continuar con un sistema de salud que se lleva la mitad de los dineros de la salud en gastos administrativos y ganancias a más de corrupción?
La exhortación de la Academia Nacional de Medicina no obedece a intereses gremiales como lo afirma el Ministro; es una realidad palpable, según se denuncia todos los días en los medios de comunicación, y de acuerdo a juiciosos estudios realizados por la propia Academia y por la Escuela Nacional de Salud Publica: millones en sobrefacturación, medicamentos cobrados al Fosyga por 10 veces su costo, salarios de hambre a médicos generales y enfermeras, dinero perdidos en municipios, vena rota por donde se mire.

Se firmará la nueva ley, se iniciará su implementación, y antes de dos años, el país verá nuevamente otra reforma a la reforma para sostener lo insostenible.
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Preacuerdo entre médicos y ASSE equipararía salarios con privado 
La República, Uruguay
22/12/2010


Tras un año de vaivenes el SMU y FEMI consignaron con ASSE un preacuerdo que sienta las bases para establecer cambios laborales para los médicos del sector público.

Trabajo. Los médicos consiguieron un preacuerdo que promete mejorar la atención.

La Administración de los Servicios de Salud del Estado (ASSE) firmó ayer un preacuerdo con la Federación Médica del Interior (FEMI) y el Sindicato Médico del Uruguay (SMU) en el que se sentaron las bases para llegar a un convenio que establecerá modificaciones en las condiciones laborales.

Según Martín Fraschini, vicepresidente del SMU, el documento puede resultar una herramienta que solucione temas como el de la actual carencia de anestesistas en el sector público. El sindicalista comentó que el objetivo es que se equiparen las condiciones laborales entre los sectores público y privado, lo que incluiría también sus ingresos monetarios.

Gonzalo de León, coordinador del secretariado gremial de FEMI, explicó a LA REPUBLICA que, debido a que ASSE estaba enfocada en temas presupuestales y los gremios de los galenos en las Cajas de Auxilio, se atrasó la negociación de un acuerdo médico que suplante al anterior, que expiró en comienzos de este año.

Por otra parte, recordó que el SMU rubricó un convenio con ASSE en octubre, pero, si bien era un avance, le faltaban algunos detalles relacionados con los profesionales del Interior.

Puntos principales

Entre las estipulaciones del preacuerdo está la presupuestación de unos 7.500 galenos de Comisión de Apoyo y el Patronato del Psicópata. Hasta la fecha estos profesionales no cobraban aguinaldo y tampoco tenían derechos sociales. Se trata de una "regularización" que dará "estabilidad laboral", aseveró De León. Para pasar a estar presupuestado cada médico deberá expresar su consentimiento y no sufrirá una pérdida del salario real.

Por otro lado, se delinearon algunos cambios en las condiciones laborales en lo que remite a recursos humanos y materiales e infraestructura. Entre las medidas planteadas está la reducción de la cantidad de pacientes a atender en una hora de 6 a 4.

Las jefaturas de servicios, que tenían un laudo de compensación, se pagarán de acuerdo a la responsabilidad que se ejerce.

Los médicos del primer nivel recibirán un pago por capacitación por cada usuario que los elija. La suma ascenderá a en el sector rural y en el urbano. El ajuste de salarios será anual y con base en el IPC. También se crearán unos 200 cargos de alta dedicación horaria en todo el país en las áreas más críticas.

Se trata de un paso "muy importante" que "consolida avances" y "promueve cambios muy sensibles", sintetizó De León. A partir de ahora cuatro comisiones tendrán 90 días para terminar de estructurar el preacuerdo y se espera que el convenio definitivo esté listo en la primera quincena de abril.
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Un “agujero negro” en sistema de salud

El Nuevo Diario, Nicaragua
21/12/2010


Cuando Alicia Indira Fernández Romero contrató los servicios privados de un cirujano plástico, jamás se imaginó que el precio para lucir aún más bella sería tan caro que le costaría la vida. Tampoco tuvo tiempo de considerar que su deceso confirmaría una vez más la falta de regulación que mantiene el Ministerio de Salud, Minsa, en todos los centros sanitarios del país, ni que su muerte sería el motivo principal para “desempolvar” una normativa que vendría a supervisar el ejercicio médico.

Al igual que Alicia Indira, cada año mueren centenares de nicaragüenses en las diferentes unidades de salud, por diferentes motivos, ya sea por la poca capacidad resolutiva que presentan las instituciones asistenciales o por el descuido negligente que comete el personal encargado. Sin embargo, el Minsa no mantiene datos estadísticos actualizados sobre este tema.

Por esta razón, las asociaciones médicas independientes (no adscritas a la Federación de Trabajadores de la Salud, Fetsalud) afirman que en Nicaragua debe constituirse el Colegio Médico, estipulado en la “Ley creadora del colegio profesional de medicina y cirugía de Nicaragua”, la que según ellos, sería una buena opción para controlar los riesgos que implica dicha profesión.
Dos bandos

No obstante, este estatuto ha sido la manzana de la discordia entre los galenos, tanto así, que se han formado dos grandes bandos, por un lado, están quienes se oponen rotundamente a la creación de un colegio, los mismos están respaldados por las máximas autoridades del Minsa y por la “mano pachona” de Gustavo Porras, dirigente de Fetsalud.

Éstos están en contra de que se apruebe una norma que regule a los médicos, aduciendo que dicho canon es inquisidor, y que en vez de apoyarlos lesiona su dignidad humana, al contener una serie de artículos “sin sentido”.

En las últimas declaraciones que el doctor Enrique Beteta, Secretario General del Minsa, brindó a EL NUEVO DIARIO sobre este tema, aseguró: “No es cierto que el Colegio vaya a prevenir las malas prácticas médicas. En países como Panamá, para que ustedes se den cuenta, nadie le puede decir nada a un médico, y el ministro de Salud en ese país me decía: ‘Nosotros estamos manos arriba con el Colegio Médico’, porque ellos quieren ser una institución autónoma del Ministerio de Salud”.
“Médicos sandinistas” en contra de la colegiación

Por lo que consideró que el Colegio no ayudaría en nada. “Nosotros los del Movimiento de Médicos Sandinistas no estamos de acuerdo con la Ley del Colegio, porque es inquisidora, en la cual quieren algunos grupos ser los amos y señores, las vacas sagradas, al retomar una instancia que prácticamente quiere ser reguladora, algo que le compete únicamente al Minsa. Prometieron carros, casas y una serie de cosas que realmente están fuera de lugar”, señaló.

Beteta sostuvo que dicho estatuto “es un asunto que no es negociable de ninguna forma. Los intereses que hay ahí de un sector o de un gremio médico vinculado al gobierno anterior y a otros intereses, no se corresponden con los nuestros. Para nosotros como Movimiento de Médicos Sandinistas no va esa Ley”.

Los diputados ante la Asamblea Nacional ratificaron esta controversial ordenanza el 24 de septiembre de 2009. Paradójicamente, el día que se aprobó, el diputado y médico Gustavo Porras estuvo a favor de la aprobación de esta legislación, incluso negó que esta norma obligue a los médicos a colegiarse para ejercer la profesión, por el contrario, aseguró que a partir de la vigencia de la ley todos los galenos deberán registrarse en el Colegio Médico.

También están quienes apoyan a toda costa la colegiación, ideal que ha sido un sueño desde hace más de veinte años, por parte del gremio, sin embargo, los intereses de los gobiernos de turno han impedido que los doctores se organicen. Pero uno de los principales logros es que se aprobara esta ley, aunque fue con algunos inconvenientes, que, en efecto, son artículos contradictorios, pero nada que no pueda mejorarse.

Esta ley dispone que el Minsa tiene que convocar para enero de este año a todas las asociaciones médicas, con el fin de conformar una directiva, pero han pasado 11 meses y dicha entidad no cumplido con la norma.

Colegio Médico acabaría con “charlatanería”

Para el doctor Leonel Argüello, presidente de la Sociedad Nicaragüense de Medicina General, Sonimeg, el Colegio Médico tiene tres objetivos: el principal es proteger a la población en general, es decir, que no sólo protege a los médicos, también es para incidir en que todas las normativas realmente se cumplan en el país.

“Dentro de los intereses está que el colegio tutele los ejercicios de la profesión, eso significa que todo ciudadano nicaragüense o extranjero sea atendido por un médico o por una médica que tiene título, y tenga su debida certificación. En este momento eso no existe, nadie está controlando la profesión”, señaló el doctor Argüello.

Actualmente, el único registro que lleva el Minsa es cuando los médicos egresan de las universidades y se les entrega un código médico o sanitario para recetar medicamentos de control específico, sin embargo, no se sabe cuántos médicos existen en el país.

Una de las primeras funciones que debería realizar el Colegio Médico es inventariar la cantidad de galenos que hay en el país, ya que no se lleva un control de esto, lo que da pase a que se formen un sinnúmero de clínicas de garaje al mando de “charlatanes”.

Argüello manifestó que la experiencia mundial es que la autorregulación es lo que realmente funciona, por eso es que la Asamblea nicaragüense propuso una Ley en la cual delega en el Colegio la responsabilidad para que pueda ejercer esas funciones.

“¿Qué sucede si nadie regula?, sucede lo que está pasando ahorita, que es un relajo porque no se ha permitido por parte del gobierno que el colegio salga adelante y que funcione como tal. Esa es una cosa que yo no entiendo, porque el colegio beneficia, primeramente, a la población”, dijo el doctor Argüello.

Afirmó que en el caso reciente en el que se condenó a 12 años de prisión a la doctora Auxiliadora Rodríguez Zapata, por la muerte de Alicia Indira Fernández Romero, de existir un Colegio Médico, la familia doliente acude a dicha instancia y se manda a investigar a este médico con un grupo que se seleccione, se le establece una sanción o emite un dictamen, el cual determinará si el caso pasará a la justicia civil o penal.

No sería para tapar errores

La ley de colegiación estipula que se debe crear una Comisión de Ética y Bioética para solucionar este tipo de problemas. “Debemos estar claros de que con el Colegio Médico no se pretende tapar los errores de la gente, al contrario, es para velar que, efectivamente, se haga justicia, y si la médica tuvo intención de matar, esos ya son otros cien pesos y se tiene que demostrar. Ésta es una profesión riesgosa, porque se está trabajando con vidas, y el ejercicio se debe regular porque estamos en un país subdesarrollado”, agregó Argüello.

Asimismo, comentó que hay gente que no está a favor del Colegio Médico, porque han sido manipulados claramente, puesto que ellos tienen toda la documentación original firmada, lo que demuestra que hubo una mala intención cuando se hizo la Ley, ya que se metieron una serie de mociones que no habían sido aprobadas por el gremio.

“El doctor Gustavo Porras introdujo una serie de capítulos dentro de esa Ley que no estaban, con el objetivo de agarrarlos posteriormente como excusa para no dejarla pasar. Salieron cosas ridículas, por ejemplo, en las sanciones dice que si un médico daba tres recetas sin el nombre genérico, esto era suficiente para considerar una sanción leve, eso no tiene mucho sentido”, expresó.

Otra de las disposiciones “absurdas” intencionalmente agregadas, es que si un médico desea salir del país, tiene que pedir un permiso al Colegio Médico. Esas y otras proposiciones fueron utilizadas para manipular a médicos jóvenes para que protestaran en contra de la misma Ley.

“Pero el espíritu de la ley no es ese, al contrario, lo que quiere decir es que si alguien va a salir de Nicaragua, se puede conectar con el colegio de otro país, o si va estar fuera no tiene que estar cotizando en el Colegio. El espíritu de la ley lo manipularon, entonces nosotros dijimos no hay ningún problema, que salga la Ley, y en la primera asamblea hacemos las respectivas modificaciones”, explicó.

Los médicos independientes consideran que hay un interés político para que no surja el Colegio Médico, porque no se quiere ver otro liderazgo más que el de los sindicatos.

Dirección de Silais en manos de estudiantes

Por su parte, la doctora Ivette Pilarte, ex presidenta de la Asociación Médica Nicaragüense, detalló las ventajas del Colegio: hay una agremiación, y esto permitiría conseguir becas para que los médicos se capaciten en el extranjero, con el fin de brindarle una atención especializada a la ciudadanía en general.

“Ahorita, sin Colegio, sabemos que hay colegas que son del servicio social, son médicos en preparación, y les dan responsabilidades de quedarse de directores de un centro de salud, de un hospital regional o de un Silais. Eso sucede actualmente, pero cuando tenemos los clavos, éste vuelve a su rol de estudiante, no tiene título, etcétera, entonces esas dualidades que existen es lo que se trata de regular con el Colegio”, denunció la doctora Pilarte.

Atribuciones del Colegio Médico

Dentro de las funciones que debe cumplir el Colegio están: dirimir conflictos suscitados entre profesionales médicos y usuarios; registrar, emitir, suspender o retirar la licencia del ejercicio profesional; vigilar aspectos legales y bioéticos de la profesión, entre otros.

A pesar de la presión que han ejercido las máximas autoridades del Minsa para que no se forme un Colegio Médico en el país, una encuesta electrónica realizada por el Foro Médico Nicaragüense, revela que un 90.9% considera que el Colegio “es el instrumento adecuado para la regulación profesional”.
Ambigüedades de Fetsalud

La Ley Creadora del Colegio Profesional de Medicina y Cirugía de Nicaragua, en primera instancia, tuvo el respaldo de la mayoría de los diputados ante la Asamblea Nacional, incluso la del doctor Gustavo Porras, dirigente de Fetsalud, sin embargo, ahora ese sindicato es el principal opositor a dicha ordenanza y refuta las mociones introducidas por él mismo.
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Carreira do SUS tenta levar médicos ao interior

Estadão, Brazil

21/12/2010

AE - Agência Estado

O Ministério da Saúde vai apresentar nesta semana ao Ministério do Planejamento a proposta de criação da carreira do Sistema Único de Saúde (SUS). O projeto, preparado desde setembro, pretende oferecer médicos a cidades com dificuldade no recrutamento de profissionais. Estima-se que 500 municípios do País não tenham médicos que residam na cidade.

O projeto foi apresentado na semana passada ao ministro José Gomes Temporão pelo grupo de trabalho, formado por representantes de associações médicas e secretarias estaduais e municipais de Saúde. "Será uma espécie de Força Nacional de Saúde", disse o secretário de Gestão do Trabalho e de Educação na Saúde da pasta, Francisco Campos.

A proposta prevê que a seleção será feita por concurso público. Cidades cadastradas para participar do projeto receberiam profissionais contratados pelo ministério. Ela prevê rotatividade dos médicos em um sistema semelhante ao que ocorre nas carreiras jurídicas. "Na primeira cidade, o médico ficaria pelo menos três anos. Depois disso, ele seria transferido para um local próximo", contou o vice-presidente do Conselho Federal de Medicina, Aloísio Tibiriçá.

A nova carreira foi pensada em um formato para quebrar a resistência apresentada por médicos para trabalhar em áreas distantes. Segundo Campos, a falta de interesse não é vencida só com altos salários.

Ele observa que médicos temem ficar desatualizados quando trabalham em locais distantes e não encontrar condições adequadas para exercer a profissão. A rotatividade ajudaria a convencê-los. "A proposta prevê educação continuada. Cidades dispostas a participar teriam o compromisso de oferecer condições mínimas de trabalho", afirmou Tibiriçá. Segundo ele, secretarias estaduais podem ajudar na infraestrutura dos serviços. 
As informações são do jornal O Estado de S. Paulo.
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