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Addressing Non Communicable Diseases It takes a workforce!
The Alliance

15/09/2011

Health systems must address critical health workforce shortages in order to effectively respond to the growing burden of chronic diseases
When and Where

Day and time: 19 September 2011, 13:15 - 14:30 

Venue: Conference Room C, North Lawn Building, United Nations Headquarters, New York, USA 
What

The high level side event will include high level policy makers, NGO and private sector representatives and health workers to: 

Review the Moscow declaration in the context of NCDs and HRH 

Emphasize the needs for scaling up and equitable access to health workers for dealing with the burden of NCDs
Background

In April 2011, the 1st Global Forum on Non-Communicable Diseases (NCDs) adopted the Moscow Declaration which highlights chronic conditions such as cardiovascular diseases, diabetes, cancer and chronic respiratory diseases as the leading causes of death. 

NCDs cost the lives of 36.1 million people in 2008, mostly in low- and middle-income countries. Many of these could be saved if patients had access to appropriate, affordable, timely and quality health care services. 

In addition, mental illness is a leading global cause of morbidity and disability, calling for a concerted health system response along with other NCDs. 

Contact

Sonali REDDY

Global Health Workforce Alliance - Communications

Tel. +41 79 509 0647

reddys@who.int 
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Keizo Takemi: a catalytic charisma 

The Lancet
17/09/2011
Volume 378, Issue 9796, Page 1065
David Holmes 
Keizo Takemi is unique, even if he says so himself. A Senior Fellow at the Japan Center for International Exchange (JCIE), a former Member of the House of Councillors of Japan's National Diet—where he also served as Senior Vice Minister of Health, Labour, and Welfare—and, to cap it all, he has even had a stint as a TV anchorman on CNN Day Watch in Japan. But for all that, the first thing he wanted to talk about when he made his way, severely jet-lagged, into The Lancet office was rugby.
Sturdily built, Takemi wastes no time in letting it be known that he “was a really good rugby player, and grew up with the rugby game”. He smiles broadly as he recounts his exploits as a scrum half at high school in Tokyo (where he was born in 1951), and then later as a flanker at Keio University, all told with a breeziness and charm that immediately puts everyone at ease. Even after the long flight from Japan, Takemi still oozes the charisma that kept his viewers viewing and his voters (for two terms, at least) voting. But it takes more than charisma to achieve what Takemi has done.
Despite being the son of the famous physician and scientist Taro Takemi, who was head of the Japanese Medical Association for 50 years, Keizo was always more interested in international politics than following in his father's footsteps. In any case, he chuckles, “I was really too good a rugby player to be a medical doctor”. With an undergraduate degree in international politics under his belt, Takemi decided to stay at Keio University and study for a graduate degree in international relations with a particular interest in divided countries. “Japan is surrounded by divided countries, and those are the negative legacy of the Cold War in Asia”, he says, suddenly serious. “We always have suffered from those very serious causes of tension and instability.”
After spending a year mastering Mandarin in Taiwan, Takemi committed to an academic career and accepted a position at Tokai University. But then his career took an unexpected twist when he was spotted by the Japanese television broadcaster TV Asahi and asked to anchor the Day Watch international news digest programme for CNN in Japan. “I learned a lot”, he recalls of his time mixing academic life with the buzz of a television studio. “CNN always gives so many different types of news of the outside world, and it gave me a wider sensitivity of what happened outside of our country.”
Being an anchorman may have exposed Takemi to the world, but it also exposed the world to Takemi, and the Japanese Liberal Democratic Party (LDP) liked what they saw. “The LDP requested me to run for the Upper House election as a representative of the LDP party. And then”, Takemi says nonchalantly, “I became a parliamentarian”. In his two terms (12 years) after his election in 1995, Takemi held a number of legislative posts, including State Secretary for Foreign Affairs and, later, Senior Vice Minister of Health, Labour, and Welfare in the Shinzo Abe Cabinet. His foreign policy expertise made Takemi a natural when it came to foreign affairs, and one of his major achievements in office was the complete overhaul of Japan's once fragmented system of allocating overseas development aid. A keen intellect, patience, and persistence enabled Takemi to draw previously disparate aid bodies together under the umbrella of a revitalised Japan International Cooperation Agency, and ensure that aid policy was not only coherent and consistent, but took Amartya Sen's concept of human security as a core principle.
Takemi's political power was based largely on votes from health professionals—a legacy of his father's leadership. This inevitably led to Takemi also taking a close interest in health and welfare, particularly health-system reforms and later, as Senior Vice Minister of Health, Labour, and Welfare, the introduction of the elderly care insurance system in 2000. Negotiating these reforms was, Takemi says, “really a kind of a jungle”. In reconciling the various vested interests, Takemi says he learned how to be patient. “Without a low profile and patient posture, nobody can be a good catalyst in Japanese politics.”
Politicians, however, are always hostage to fortune, and in 2007 a hugely unpopular LDP party suffered a drubbing at the ballot box. Takemi found himself out of a job. But, as Michael Reich, Taro Takemi Professor of International Health Policy at Harvard University, explains, Keizo's electoral misfortune would turn out to be a blessing in disguise: “Ironically, losing the Upper House election in Japan in 2007 became the catalyst for a new political life, as a global health leader for Japan and the world.”
Combining his expertise in health and foreign affairs, Takemi reinvented himself as a global health diplomat, and had an almost instant impact. While working as Research Fellow at Harvard School of Public Health between 2007 and 2009, Reich says, “Keizo's work in preparing Japan's proposal on global health for the 2008 Tokyo G8 Summit has had a lasting impact on global health policy—pushing it in the direction of health-system strengthening—and on Japanese policy”.
Most recently, Takemi has lent both his expertise and skills in diplomacy to The Lancet's Japan Series, celebrating 50 years of universal health coverage. “I loved it”, he says grinning. But, he adds, referring obliquely to the “very pure sentiments” of academics, “I didn't realise that this is much more difficult than a politician's job”.
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12 000 fewer children perish daily in 2010 than in 1990 – UNICEF, WHO
WHO
15/09/2011
15 September 2011 | Geneva - The number of children under five years of age dying each year declined from more than 12 million in 1990 to 7.6 million in 2010, UNICEF and WHO said today, releasing the latest estimates on worldwide child mortality.

These new figures show that compared to 1990, around 12 000 more children’s lives are saved each day. 

Declining child mortality rate in sub-Saharan Africa

An annual report on under-five mortality found that in sub-Saharan Africa, the region with the highest number of child deaths in the world, the speed at which the child mortality rate is declining doubled from 1.2 per cent a year during 1990-2000 to 2.4 per cent a year during 2000-2010. 

“The news that the rate of child mortality in Sub-Saharan Africa is declining twice as fast as it was a decade ago shows that we can make progress even in the poorest places, but we cannot for a moment forget the chilling fact of around 21,000 children dying every day from preventable causes,” said Anthony Lake, UNICEF Executive Director. “Focusing greater investment on the most disadvantaged communities will help us save more children’s lives, more quickly and more cost effectively.” 

Rate of progress

Between 1990 and 2010, the under-five mortality rate dropped by more than one-third, from 88 deaths per 1,000 live births to 57. 

Unfortunately, this rate of progress is still insufficient to meet Millennium Development Goal 4 (MDG4), which calls for a two-thirds reduction in the under-five mortality rate by 2015.

"Reductions in child mortality are linked to many factors, particularly increased access to health care services around the newborn period. As well as prevention and treatment of childhood illnesses, and improved nutrition, immunization coverage, and water and sanitation," said Dr Margaret Chan, WHO Director General. "This is proof that investing in children's health is money well spent, and a sign that we need to accelerate that investment through the coming years."

Greatest improvements seen in countries where children are most vulnerable

Some of the greatest improvements are in countries where children are most vulnerable.

One example is Niger, where the 1990 under-five mortality rate was 311 per 1,000 live births. To address the often large distances between people and health centres, a strategy of deploying trained community health workers to deliver high-impact interventions at thousands of new health posts across the country was used. In 2010, Niger was one of the five countries with the greatest absolute reductions in overall under-five mortality rates, together with Malawi, Liberia, Timor-Leste and Sierra Leone. 

Dr. Chan and Mr. Lake agreed that the commitment of governments and the implementation of strategies to overcome local constraints to access and use of essential services are critical success factors.

The report shows that newborns and infants are the most at risk of dying, and there has been less progress for them than within the under-five age category as a whole. More than 40 per cent of under-five deaths occur within the first month of life and over 70 per cent in the first year of life.

Disparities persist

The improvements and progress are encouraging – but stark disparities persist. Sub-Saharan Africa is still home to the highest rates of child mortality, with one in eight children dying before reaching five – more than 17 times the average for developed regions (1 in 143). Southern Asia has the second highest rates with 1 in 15 children dying before age five.

Under-five deaths are increasingly concentrated in sub-Saharan Africa and Southern Asia. In 1990, 69 per cent of under-five deaths occurred in these two regions – in 2010, that proportion increased to 82 per cent. About half of all under five deaths in the world took place in just five countries in 2010: India, Nigeria, Democratic Republic of Congo, Pakistan and China.

The new estimates are published in the 2011 report Levels & Trends in Child Mortality, issued by the UN Inter-agency Group for Child Mortality Estimation (IGME), which is led by UNICEF and WHO and includes the World Bank and the UN Population Division.

About UN Inter-agency Group for Child Mortality Estimation (IGME)

IGME was formed in 2004 to share data on child mortality, harmonize estimates within the UN system, improve methods for child mortality estimation report on progress towards the Millennium Development Goals and enhance country capacity to produce timely and properly assessed estimates of child mortality. The IGME, led by the United Nations Children’s Fund and the World Health Organization, also includes the World Bank and the United Nations Population Division of the Department of Economic and Social Affairs as full members.

The IGME’s independent Technical Advisory Group, comprising leading scholars and independent experts in demography, provides technical guidance on estimation methods, technical issues and strategies for data analysis and data quality assessment.

The IGME updates its child mortality estimates annually after reviewing newly available data and assessing data quality. The 2011 child mortality report contains the latest IGME estimates of child mortality at the country, regional and global levels. Country-specific estimates and the data used to derive them are available from the child mortality database of the IGME.

About UNICEF

UNICEF is on the ground in over 150 countries and territories to help children survive and thrive, from early childhood through adolescence. The world’s largest provider of vaccines for developing countries, UNICEF supports child health and nutrition, good water and sanitation, quality basic education for all boys and girls, and the protection of children from violence, exploitation, and AIDS. UNICEF is funded entirely by the voluntary contributions of individuals, businesses, foundations and governments.

About WHO

WHO is the directing and coordinating authority for health within the United Nations system. It is responsible for providing leadership on global health matters, shaping the health research agenda, setting norms and standards, articulating evidence-based policy options, providing technical support to countries and monitoring and assessing health trends.
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Motivating Health Workers to Serve in Rural Lao PDR 
Capacity Plus

September 2011
Sarah Dwyer, IntraHealth International
Suppose you’ve just graduated from nursing school in Vientiane, Lao People’s Democratic Republic. Would

you accept a post at a health center so remote that getting there requires a bus trip to Vietnam and a long

walk back across the border? You may have one other colleague there, but otherwise you’ll be on your own.
It’s unclear how long you’ll have to remain, or what your career options may be. Or would you prefer to stay

in the capital? “I think the health workers don’t want to go [to rural posts] after they graduate because they don’t feel confident,” says Dr. Chanthakhath Papassarang, deputy chief of the Education and Training Division,

Department of Organization and Personnel in the Ministry of Health. “If they meet with a problem they don’t know who to ask. Another thing is that the conditions of living there [are challenging] and the environment for working is very poor.”
It’s not surprising that health workers are concentrated in cities, but more than 80 percent of Laotians make their homes in rural areas. In the past, says Dr. Phouthone Vangkonevilay, deputy director general of personnel in the Ministry of Health, “the MOH had the intention to provide some incentives for staff in rural areas…but I think [it was] not enough.”
Determining health workers’ preferences The Lao government needed to figure out the most effective way to increase access to care in rural areas, working with limited resources. In response, CapacityPlus and the World

Health Organization teamed up with the Ministry of Health to assess health workers’ preferences, using CapacityPlus’s Rapid DCE Tool.
DCE stands for discrete choice experiment, a powerful research method to determine the relative importance

workers place on different characteristics related to employment options. The Rapid DCE Tool contains

step-by-step directions and sample formats that countries can adapt to carry out a retention survey specific to their context.
Health workers and/or students are presented with a series of questions, each containing two sample job

postings with various attributes or incentives—such as a salary of a certain amount, improved quality of the health facility, tuition support, accelerated career promotion, opportunities for professional development, or a housing allowance, among others—and asked to select the job they would prefer.
Their choices reveal which trade-offs they’re willing to make to work in rural areas based on what they would

receive—in short, which incentives matter the most.
The results are used to create evidence-based incentive packages to attract and retain health workers in rural

areas.

Some surprising results

“It is interesting to know what people want,” comments Dr. Outavong Phathammavong, project assistant at

WHO/Lao PDR. “Before we implemented the survey [to 483 health workers and 970 students in three provinces] many people said, ‘We don’t need to do the research.
We already know: we need money!’” They assumed that salary was the only issue.

“Once I see the results, [I realize that] money is not the issue. Instead, career promotion and continuing

education is the most important thing.”
Developing an effective and affordable package 

Following a final report and recommendations, the next step is to cost the various options using iHRIS Retain, an Open Source retention intervention costing tool jointly developed by CapacityPlus and the WHO. Then, says Dr. Phathammavong, “we will know the most appropriate incentive package for the health workers in Lao PDR.”
“I think this information is very useful to improve our policy and [learn] how to retain staff to work in remote

areas,” concludes Dr. Papassarang. 

Special thanks to Drs. Papassarang, Phathammavong, and Vangkonevilay, and to Laura Wurts for interviewing them in Lao PDR.
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Creating Partnerships in Support of Health Workers in Uganda
Capacity Plus
September 2011
by Charles Wycliffe Matsiko
In Uganda, CapacityPlus works in collaboration with the Uganda Capacity Program and key country-level colleagues to strengthen the health workforce. This is an excerpt from an original post on the IntraHealth International blog.

I could begin every blog talking about the many countries, like Uganda, that find it challenging to build and maintain the kind of health workforce needed to deliver high-quality health services, particularly when faced with inadequate funding for human resources for health. These challenges can lead to health worker dissatisfaction, attrition, and absenteeism and are exacerbated by not enough of the right skill sets among health workers or by poor geographic distribution of those skills. But what I want to focus on today is what countries are actually doing to respond to these challenges, employ more staff, improve the workplace, and create strong leadership and management in the health sector.

The Uganda Capacity Program has been collaborating with civil society organizations—including Group for Health Human Rights and HIV/AIDS, Uganda National Health Consumers Organization, Health Global Access Project, and many others—to advocate for more funding to support higher health worker salaries and to hire more health workers in Uganda to provide much-needed health services.

By the most recent estimates, Uganda currently has 58,899 health professionals registered with the health professional councils: 31,675 nurses; 13,075 allied health professionals; 10,491 midwives; and 3,658 medical doctors or dentists. It might sound like a lot of health workers, but it is not enough to serve a population of 33 million.

The Health Sector Strategic and Investment Plan has set the goal of growing the number of health workers to meet at least 65% of the national need, from its current level of 56%. To do this, the country needs about 5,000 additional health workers. Nurses, midwives, and clinical officers are in particularly high demand to care for the overwhelming number of patients in local health facilities in rural areas. The cost of recruiting and paying the salaries of 5,000 new health workers for one year is estimated at about $16.5 million USD or 43 billion Ugandan shillings.

In collaboration with other civil society organizations and the budget officer of Parliament’s budget committee, the Uganda Capacity Program successfully advocated for the reallocation of these funds from other areas of the health sector budget. The civil society organizations have also asked Parliament to allocate additional funds to cover the district recruitment process this year. The advocacy in Parliament is also being reinforced with local work on a district-by-district basis.

Related items:
· New Publication Spotlight: Interview with Peter Rockers on Determining Priority Retention Packages to Attract and Retain Health Workers in Rural and Remote Areas in Uganda
· New Guidelines Help Stakeholders Work Together on Health Workforce Action
· Health Worker Retention Assessment Results Presented in Uganda
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Health worker Miatta calls for peace
Merlin, UK
13/09/2011
Miatta Gbanya, Nurse and Hands Up For Health Workers campaign ambassador, has worked in some of the most dangerous countries in the world – Liberia (where she is originally from), the DR Congo as well as northern and southern Sudan. Here she talks to Lotte, Merlin’s Campaign Officer, about what it’s like being a health worker caught up in conflict.

Why did you decide to become a health worker?

When I was younger my aunt got sick. Every time I went to visit her in hospital I watched the health workers. Seeing what they did and how much they helped her made me want to be a nurse.
What do you most enjoy about your job?

When you’ve helped a patient – someone who had a weary face but now has a smile and says thank you – that gives me joy.

This happens often during deliveries; the smile when you show a mother her new healthy baby gives me a lot of pleasure.

What are the main challenges health workers caught up in conflict face?

Caught up between your professional obligation and your family is difficult.

You have to go the extra mile. You always think, what if something happens to me?

You are like a soldier, you have to move – if you want to save lives you need to move to where the emergency is happening, where people need you.

Also, there are times when our hands are tied, we want to help but we can’t because we don’t have the materials, tools, the right environment.

You always have fear of the unknown, you can’t be sure what will happen.

You also know that you are no better than anyone else, you have the same chance of being affected - although you are helping, you can also become targets.

Sometimes you don’t even know what you are afraid of.

What impact does conflict have on the health of people?

Family structures are broken down, systems destroyed, people constantly moving causes disease outbreaks, people die from things we can prevent, we can respond to.

On top of that there are the everyday things, the pregnancy complications for example.

If you don’t have a functional health system you lose lives. And conflict causes a psychological impact – you’re constantly on the move with no direction, no hope, people start to think life is not worth living.

You need health workers at a time like this, to provide the care that’s needed – but they cannot do their job if they don’t have the infrastructure, the right environment, the equipment.

What would you like to see change to improve the way you work? What can the international community do?

World leaders need to take responsibility and address the issue.

Protection needs to be talked about more, what the patients go through is talked about but health workers are forgotten.

Governments need to raise their voices for us.

People need to realise that we are not superheroes, we are people, we have feelings and are psychologically affected.

We are expected to cope with whatever happens. We cannot. We need support.

What message do you have for world leaders?

There has been international recognition that we are all in danger yet little has been done to change this and protect health workers on the ground.

National governments need to take on the issue. Good health depends on national staff – international non-governmental organisations (NGOs) will come and go.

Why are you an ambassador for Merlin’s campaign?

People need to hear us.

Hands Up For Health Workers is an avenue for us as health workers to tell our stories, for our message to come out.

It carries our message and calls on world leaders to be responsible.

It brings our voices together so our individual voices don’t get lost.

Any final messages you’d like to give?

Health workers out there should continue to do what they are doing – we took an oath to help humanity.

We need to keep this up, keep on and not give up.

If no one sees us, at least our patients do – they understand what we mean to them.
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As Global Population Nears 7 Billion, UN Capitalizes on New Opportunities
UNFPA
14/09/2011
UNITED NATIONS — With the world’s population projected to top 7 billion next month, the United Nations today launched a global initiative – 7 Billion Actions – bringing together governments, businesses, the media and individuals to confront the challenges and seize the opportunities offered by the milestone.

“We are not here simply to acknowledge that milestone. We are here to address all of its vast implications,” Secretary-General Ban Ki-moon told a panel discussion at the launch ceremony at UN Headquarters in New York.

“The seven billionth citizen will be born into a world of contradictions. We have plenty of food yet millions are still starving. We see luxurious lifestyles yet millions are impoverished. We have great opportunities for progress but also great obstacles,” he said, terming the campaign “a clarion call to people, communities, countries and our partners: non-governmental organizations (NGOs), businesses, academics and faith leaders.”

Read the full story at UN News
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Call for more health workers
Save the Children
September 2011

Help us save children's lives. Join our campaign to ensure that no child dies because they can't see a health worker. 
When world leaders meet at the UN in New York, 20 September, we need them to commit to filling the massive shortfall in midwives, nurses and doctors in the poorest countries.
Please support our campaign by calling on David Cameron to play his full part in solving the health worker crisis which is costing millions of children's lives.
Sign our petition to the PM now
Find out why health workers are so vital 
Meet some of our health worker heroes at a free blogging conference - find out more
Health workers save lives
Doctors, nurses and midwives are vital to help children survive. Without them, no vaccine can be administered, no life-saving drugs prescribed and no woman can be given expert care during childbirth. 
But the massive shortfall of health workers in some of the poorest countries is hitting the most vulnerable children and families the hardest.
Half of the 8 million children who die each year are in Africa, yet Africa has only 3% of the world’s doctors, nurses and midwives.
No Child Born to Die

Children are dying from causes we know how to prevent or treat.
That’s why lots more doctors, nurses, midwives and community health workers are needed in the poorest countries. We can stop millions of children dying.
Our No Child Born to Die campaign has helped secure a massive increase in funding for life-saving vaccines. Now we must take the next step to ensure children don’t die simply because they are too poor to see a doctor or nurse.
Sign our petition to the PM now
Learn more on the global health worker crisis

Read our report on severe healthcare deprivation among children in poorer countries.
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Assessing and Strengthening African Universities' Capacity for Doctoral Programmes
PLoS Medicine
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Summary Points

Universities can make a major contribution to good policy-making by generating nationally relevant evidence, but little is known about how to strategically support universities in poorer countries to train and nurture sufficient internationally competitive researchers. 

It is difficult for universities to develop a coherent strategy to identify and remedy deficiencies in their doctoral training programmes because there is currently no single process that can be used to evaluate all the components needed to make these programmes successful. 

We have developed an evidence-based process for evaluating doctoral programmes from multiple perspectives that comprises an interview guide and a list of corroborating documents and facilities; we refined and validated this process by testing it in five diverse African universities. 

The strategy and priority list that emerged from the evaluation process facilitated “buy-in” from internal and external agencies and enabled each university to lead the development, implementation, and monitoring of their own strategy for remedying doctoral programme deficiencies. 

Relationship between Indigenous Doctoral Programmes in Africa and Better Health Outcomes Top

The generation of local research, and the ability to innovate and to use research results, are essential for good policy making and ultimately for better health outcomes [1]. Research for policy should be led by a country's own scientists [2],[3], but very few universities in low-income African countries are able to “home grow” sufficient world class researchers [4]. Traditionally, doctoral students from low-income countries have been trained overseas, where they often learn skills they cannot use when they return home. Consequently there has been a recent shift in funding emphasis towards supporting students to remain in their home institution.

Implicit in this new approach is the need to strengthen African universities' capacity to deliver doctoral programmes, and to focus efforts not only on the training itself but also on creating an enabling environment for research, in particular, leadership, career development, infrastructure, and access to information [4]. Currently, the international academic community has insufficient understanding of the policies and processes required to develop research capacity in African universities, and this makes it difficult to target resources strategically towards priority capacity gaps [5]….continued
Full text: http://www.plosmedicine.org/article/info%3Adoi%2F10.1371%2Fjournal.pmed.1001068
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Abstract

Background

Motivation and retention of health workers, particularly in rural areas, is a question of considerable interest to policy-makers internationally. Many countries, including Vietnam, are debating the right mix of interventions to motivate doctors in particular to work in remote areas. The objective of this study was to understand the dynamics of the health labour market in Vietnam, and what might encourage doctors to accept posts and remain in-post in rural areas. 
Methods

This study forms part of a labour market survey which was conducted in Vietnam in November 2009 to February 2010. The study had three stages. This article describes the findings of the first stage - the qualitative research and literature review, which fed into the design of a structured survey (second stage) and contingent valuation (third stage). For the qualitative research, three tools were used - key informant interviews at national and provincial level (6 respondents); in-depth interviews of doctors at district and commune levels (11 respondents); and focus group discussions with medical students (15 participants). 
Results

The study reports on the perception of the problem by national level stakeholders; the motivation for joining the profession by doctors; their views on the different factors affecting their willingness to work in rural areas (including different income streams, working conditions, workload, equipment, support and supervision, relationships with colleagues, career development, training, and living conditions). It presents findings on their overall satisfaction, their ranking of different attributes, and willingness to accept different kinds of work. Finally, it discusses recent and possible policy interventions to address the distribution problem. 

Conclusions

Four typical 'directions of travel' are identified for Vietnamese doctors - from lower to higher levels of the system, from rural to urban areas, from preventive to curative health and from public to private practice. Substantial differences in income from formal and informal sources all reinforce these preferences. While non-financial attributes are also important for Vietnamese doctors, the scale of the difference of opportunities presents a considerable policy challenge. Significant salary increases for doctors in hard-to-staff areas are likely to have some impact. However, addressing the differentials is likely to require broader market reforms and regulatory measures. …continued

Full Text: http://www.human-resources-health.com/content/9/1/20
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Japan: universal health care at 50 years (Editorial)
The Lancet
17/09/2011
Volume 378, Issue 9796, Page 1049
Japan marked the 50th anniversary of universal health care on April 1, 2011. During this relatively short period of time, Japan quickly became a world leader in several health metrics, including longevity. To celebrate and consider Japan's achievements in health, The Lancet today publishes a Series on universal health care at 50 years in Japan. Six theme papers and eight Comments by Japanese academics with international collaborators document the post-war evolution of health care in Japan—particularly the country's increased participation in global health. In describing Japan's actions and providing an opportunity to translate that experience to other settings, the theme papers resemble finely crafted netsuke (fasteners): both functional and provoking reflection.
At the centre of Japan's approach has been the constitutionally enshrined objective of universality in health care, translated into practice by universal access. Equality is emphasised in society at large, with the result that Japan has performed well on social determinants of health. However, the financial and social underpinnings of health care in Japan are now under threat from economic stagnation, which has widened social divisions. As inequalities increase, social determinants of health will likely deteriorate, leading to poorer population health and greater demand for services. Combined with rising health-care costs and an ageing population, Japanese doctors—like those elsewhere—worry about the sustainability of universal access under such pressures.
The Japanese health system was tested on March 11, 2011, by the Great East Japan Earthquake and events that followed. The magnitude 9·0 earthquake and ensuing 40 m high tsunami caused extensive damage to infrastructure, health-care facilities, and a nuclear power plant. The subsequent leak of radiation complicated efforts to deliver care and secure public health. In the midst of winter, against an unpredictable risk of aftershocks and nuclear contamination, the Japanese people showed a dignity and solidarity that commanded international respect. The perseverance of medical teams under harsh conditions with little equipment showed that the heart of the health-care system is determined by the dedication of its personnel, as it had been for the past 50 years.
Dedication and leadership describe the two Series champions, Keizo Takemi from the Japan Center for International Exchange and Kenji Shibuya from the University of Tokyo, who supported their colleagues to meet manuscript deadlines despite pressures placed on medical staff in the months after the earthquake. Their unswerving commitment to describe the successes, predicaments, and future of universal access, while working hard to improve health outcomes in Japan and to share expertise with developing countries, sets the tone for this Series.
A central message of Japan's experience is that many challenges are common across health systems—and thus there is a need to identify and share what we know. For instance, all countries, at whatever stage of development, have ageing populations. In Japan, this situation has arisen particularly rapidly, with the number of people older than 65 years having quadrupled during the past 60 years to 23% of the population. Japan sets an example of healthy ageing and shows that in addition to medical concerns, longevity has social implications that need to be debated and addressed. Another lesson is that effective medical care can be delivered without waiting lists at a comparatively low cost of 8·5% of gross domestic product.
But there is room for improvement. The two final theme papers challenge the Japanese Government to revise the health agenda at home and abroad by providing, among other changes, improved preventive care for chronic disease and bold leadership for health in developing countries and among its neighbours in Asia. Both goals are important and progress will be monitored by The Lancet.
Central to the sustainability of a health-care system is the quality and commitment of its youngest members. One less publicised legacy of the Great East Japan Earthquake was that it was young people, skilled in social media, who coordinated assistance for 180 000 stranded commuters in Tokyo during the hours after the earthquake, and who—months later—continue to provide free medical services in the areas hardest hit by the tsunami. Thus, it would be wrong for a Series that is dominated by longevity in a country steeped in tradition not to ascribe appropriate credit to the young generations of health workers in Japan. These people, who have already shown resourcefulness and dedication, are well qualified to meet the challenge of sustainability and quality of care for universal access in the future.
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The Arab uprisings and health (Editorial)
The Lancet
17/09/2011
Last week, the European Centre on Health of Societies in Transition (ECOHOST, a centre within the London School of Hygiene and Tropical Medicine, directed by Prof Martin McKee), together with The Lancet, held its first Global Health Lab on current and urgent issues in international health. The opening meeting addressed the wave of revolutions currently taking place in the Arab world.
Khalid Koser is an associate fellow of Chatham House. He described the present atrocious situation in Libya for 1 million people who had been displaced since the conflict in that country had begun. This migration crisis has had global impact—not least the shock of Europe's resistance when faced with more than 42 000 migrants who arrived in Malta and Lampedusa. Hundreds of thousands of Libyans migrated to Tunisia and Egypt, and 150 000 were internally displaced. Many of these migrants are now returning home. Yet there remain health and humanitarian concerns. In the short term, protection of displaced people, refugees, and asylum seekers is an urgent necessity.
Zied Mhirsi is a doctor and a radio show host who brought the voice of the Tunisian street to the country's dictators. Tunisia is still a country in crisis. Despite achieving its Millennium Development Goals, one doctor in ten is unemployed. Physicians under dictatorship were harassed by government officials for treating protesters. Although there is a new era of freedom in Tunisia, a health crisis is looming. Hospitals are already worse now than before the revolution. There is hope. Health is now beginning to be a subject for political discussion. People are slowly building health services.
What can one make of events in the Arab world today? In Egypt, a dictator has gone, but the country is not fully free of dictatorship. In Tunisia, there is still fear of fundamentalists. Libya is being colonised by the West for oil. There are special concerns about threats to health, and threats to women's health in particular. The Arab uprisings have offered new opportunities for millions of people. But those opportunities will be thwarted if health systems are not protected and strengthened.

5

Kenji Shibuya: promoting global health in Japan
The Lancet
17/09/2011
Perspective

Tony Kirby 
Kenji Shibuya's work to foster Japan's role in global health is not a huge surprise. His father was a professor in public health, so the young Shibuya was exposed to many aspects of medicine from an early age. And as a medical student at the University of Tokyo, he was inspired by the work of then UN High Commissioner for Refugees Sadako Ogata. “This appointment was big news and made Japanese students want to get involved in the global agenda”, he recalls. After qualifying, Shibuya avoided the career path of so many of his contemporaries—a lifelong career in Tokyo University Hospital. He chose, instead, to train at a rural hospital, an experience that revealed “how the Japanese health system, while strong, was not efficient or equitable in all locations”.
Mulling over his next career move, and inspired by the World Bank's World Development Report 1993: Investing in Health, he went to the USA to work at Harvard University with the report's author Christopher Murray, who now directs the Institute for Health Metrics and Evaluation at the University of Washington. Their small team set about collecting all the information they could on disease burden and health systems, an arduous manual exercise at the time. This work on improving data for the burden of disease, mortality, and disability remains standard practice today. Murray then went to WHO, and encouraged Shibuya to join him in Geneva.
Shibuya spent much of his time at WHO making sure WHO's databases were “evidence based, consistent, and relevant for policy”. Health statistics was one of the key policy debates and sources of controversy at the time, as the level of development assistance for health was skyrocketing. He helped build momentum in health metrics and evaluation during this time and enjoyed success in establishing the role of evidence in WHO policy-making. Having achieved all he felt he could at WHO, Shibuya consulted his friend and mentor Tachi Yamada about his next move. Yamada, who was at the time president of global health at the Bill & Melinda Gates Foundation, advised Shibuya to return home and to do all he could to promote global health in Japan.

A watershed moment came in 2008 when Japan hosted the G8 Summit in Toyako. Shibuya was asked to write a strategic policy paper on health systems, and it was the first time Japan had helped to lead a global health initiative. “Kenji has been at the forefront of measuring progress in global health using hard data and reliable and confirmable information from the field”, says Yamada. “He championed these views during his stint at WHO and his voice as well as that of many others contributed to this landmark paper. He has been a most important role model and leader in the fledgling field of global health in Japan.”
The Japanese Government has since increased its support for strengthening health systems in developing countries, in line with the recommendations of that paper. Recently, it encouraged increased donations to charities and non-governmental organisations (NGOs) by waiving tax on pledges for disaster relief. Shibuya hopes to see this cultural and policy change extended to other global health activities. “The country has received much sympathy from the world following the recent disaster in Tohoku. This generosity, together with innovations and new public movements, particularly among the younger generation here, will make it much easier to promote global health to the Japanese people. I want them to see that disasters like the tsunami can happen anywhere in this interconnected world, and we must be ready to help. All nations are feeling uncertainty about health, about terrorism, about natural disasters.” Key to boosting Japan's global health ambitions are “transparency about how much money is going where and a focus on Japan's comparative advantages, such as technology and the provision of universal health care at low cost”, Shibuya says. Currently, only 2% of Japan's overseas development assistance goes to health, although about 70% of Japanese people think that health should be the primary target.
More recently, Shibuya has established the Japan Institute for Global Health (JIGH) and wants it to reach out to many sectors, including academics, Members of Parliament, NGOs, industry, and the media, as well as working with the Japan Center for International Exchange. He has also set up the Global Health Leadership Program at the University of Tokyo, which offers graduate students the training in leadership and innovation in global health that he believes is most lacking in the Japanese education system. While students gain inspiration from lectures by such figures as Yamada and Lobsang Sangay, Tibet's new Prime Minister, Shibuya also ensures they experience health care on the ground: “every weekend I take them to Fukushima to support small villages that have been affected by the nuclear accident, and to provide health check-ups and consultations”, he explains.
The Lancet's Japan Series comes at an important time for the country, thinks Shibuya. He hopes it will help Japan address how it would like its health system to develop. “The questions about what we want have never been asked publicly, the system has just evolved”, he observes. To move forward “Japanese health requires leadership from both politicians and doctors alike”, he says, and aims to instil exactly that with the work of JIGH and the leadership programme. Small wonder then with all these projects in hand that he has little free time, but, when time permits, fly-fishing, walks with his two dogs (a Westie and a French Bulldog), and an occasional karaoke with students are his favourite ways to unwind.
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KENYA-SOMALIA: Breaking with tradition on reproductive health
UN IRIN
14/09/2011
DADAAB, 14 September 2011 (IRIN) - Most Somali women fleeing to northeastern Kenya's Dadaab in northeastern Kenya have never visited an antenatal clinic, let alone given birth in a hospital. 

"When I see an expectant mother or one with a small child, I ask them whether they have gone to the hospital. If they haven't, I refer them there," Miriam Ade, a community health worker in Dadaab's Ifo camp, told IRIN. "Many of these women have lived here but you find some do not even know that they can visit the clinic or some know where the clinics are but they don't want to seek such services, mostly for cultural reasons. It is my work to convince them." 

Most of the 470,000 refugees in Dadaab are from Somalia, where about 80 percent of deliveries take place at home or with unskilled traditional birth attendants, according to the UN World Health Organization (WHO). With an estimated 1,400 maternal deaths per 100,000 live births, WHO describes maternal and prenatal health in Somalia as being "of pressing concern". 

Fatuma Ali, a 27-year-old Somali refugee, delivered all her five children at home. When she fled Somalia for Kenya 10 months ago, she was pregnant; community health workers in Dadaab persuaded her to attend a local antenatal clinic. 

"In my country there are no hospitals, and we don't even believe in going to the hospital... There are people who tell us it against our culture to go to hospital to give birth," she told IRIN. "After I was registered as a refugee here, I used to attend the clinic and they have even tested me for HIV; they have taught me how to feed my child and I received soap and sanitary towels soon after I delivered and went back home." 

Ali was also treated for complications that the doctors attributed to the fact that she had undergone female genital mutilation/cutting when she was a girl, and gave her family planning advice. 

"I am a refugee and I wonder how I can take care of many children... I have made a decision to stop giving birth," she said. 

According to Beldina Gikundi, the reproductive health focal point for the International Rescue Committee (IRC) in Dadaab, community health workers have been crucial in boosting the uptake of reproductive health services among women in the camp. 

"Many women still believe in home delivery and many more people still do not believe in discussing issues of sexuality that easily, but with the use of community health workers, we have been able to reach out to them to seek both reproductive health and HIV services," she said. 

Insufficient coverage 

She noted that a number of women also sought rape and post-abortion counselling and treatment, as well as screening for sexually transmitted infections. 

However, limited health facilities at the camp are struggling to cope with the high demand for services. Thousands of Somalis continue to arrive in Dadaab daily, mostly women and children, but only the IRC and Médecins Sans Frontières have fully operational maternal health facilities in the camp. 

"Many mothers either die or lose their children due to the poor conditions they give birth in at the camps... The facilities can only cater for so much," Gikundi said. 

"The number of women seeking reproductive health and maternity services has increased over the past months and health facilities can hardly cope with the demand," she added. "At times, women are forced to share beds because occupancy is in the region of 110 percent." 

MSF has a 170-bed hospital in the complex, while IRC has a 40-bed facility, which registers more than 310 births per month. 

"The contraceptive rate is low, hence very high fertility rates putting pressure on resources at the maternity facilities. We are, however, doing everything to ensure the uptake of contraceptive use," Gikundi said. 

The UN Population Fund is working with partners to provide refugees with reproductive health kits, including contraceptives. 
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White coats hang empty 
Financial Mail, SA
15/09/2011
Xolile Bhengu
Medical schools are not training enough doctors and specialists to meet SA ’s health-care needs .

Last year, there were only 27400 doctors and specialists in the public and private sector for SA’s 50,5m people, according to Econex research. 

Mariné Erasmus, an Econex senior economist, says in addition to this SA loses an estimated 25% of the 1400 doctors trained annually as they take up jobs elsewhere. 

Given that demand on the health-care system is expected to rise by more than 70% with the introduction of National Health Insurance (NHI) , Erasmus says SA will need many more doctors. 

“Without appropriately addressing the shortage, and various health sector issues, any public-sector reform, whether in the form of the NHI or not, will be unsustainable. No health system can operate successfully without the necessary human resources ,” says Erasmus.

Casper Venter, a spokesman for the SA Private Practitioners Forum , says the ageing profile of local doctors is a bigger risk than the arrival of the NHI .

He says with the age of doctors and specialists now averaging 54, by the time of full NHI implementation in 2025 most of SA’s doctors will be semiretired or retired. 

“There is a critical shortage in all surgical skills. For instance, we have fewer than 100 neurosurgeons left in the country. We have 14 paediatric cardiac surgeons, and very few rheumatologists. Over the next five to eight years we expect a further decline of medical skills.”

The dwindling doctor numbers have long been known (see graph), and in some areas the shortage is critical. 

The SA Medical Association (Sama) says the number of practising GPs is nowhere near the World Health Organisation’s recommendation of at least one doctor per 1500 people.

Sama chairman Norman Mabasa says the current rate of “GP coverage” is one doctor per 3000 people .

Another issue is the uneven spread. Gauteng dominates the doctor-patient ratio with 102 doctors per 100000 people, while provinces such as Limpopo have only 17 doctors per 100000 people .

Mabasa says there is also a shortage of dentists, with only 7000 dentists for more than 50m people. 

Some in the sector have voiced concerns that government plans to introduce comprehensive health care through the NHI may be driving medical professionals, uncertain about the future, to pack their bags. Medical bodies, however, say this is not so. 

The long-term plan for the NHI is that most people will use government services and few will retain private medical scheme cover, leading to a decline in business for private practitioners. 

Venter says it will take a long time before the private sector feels the effect of a decline in demand for private health care as the state still needs to increase standards .

He says the success of the NHI will rely on increased medical skills training. 

Venter suggests that medical schools might have to consider relaxing the race and gender demographics to increase enrolment. “For example, we will always have a predominantly male medical discipline, for various social reasons. We need doctors, not quotas, to meet the skills demand.”

Mabasa disagrees with the suggestion that quotas be relaxed or removed. He says the effect of this on an institution such as Medunsa, which annually contributes 170 black doctors, would disadvantage black students. Medunsa has a specific 80% black student intake for medicine.

“Most high matric pass rates are from previously white schools, and the class would automatically be predominantly white. We need to increase the capacity for medical schools to accommodate more students,” says Mabasa.

Even if the investment is made to prepare universities and hospitals to train more doctors it will take time. 

“At least training is high on the health department’s priority list, and we are preaching specialising to all new trainee doctors,” says Mabasa.
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Benghazi hospitals collapse
News24, SA
14/09/2011
Benghazi - Benghazi hospitals face huge shortages as few antibiotics are left and cotton and gauze have run out, rattling the nerves of staff and patients alike.

Many Libyan hospitals had long suffered from a chronic lack of basic medicines and equipment but the situation steadily deteriorated during the popular uprising that began in February and saw veteran leader Muammar Gaddafi ousted last month.

In the eastern city of Benghazi, where the revolution started, medical facilities have been hit hardest by the crisis and their supplies are depleted.

Under the blazing sun, 30 doctors from Al-Jomhuria hospital have been protesting to demand the resignation of the director, but the management says there is little they can do to address their grievances and that in any case they they represent a small fraction of the 1 400 staff.

"We want medicines, lab equipment, beds and toilets. We want a functioning hospital for our patients," reads one of their banners.

The problem has a long history and since the fall of Gaddafi there have been accusations of corruption.

"The shortage has worsened and doctors are too tired to handle the situation," Salha al-Honi, a gynaecologist at the hospital, told AFP.

"We have been suffering from severe lack of sterilisation equipment for two months now. We do not have medicated gauze. What happened to the aid provided by Qatar and Turkey?" she asked.

Resources very limited

Doctors at the hospital complain that it is almost impossible to conduct medical analysis, while antibiotics are very hard to find and many drugs are missing, particularly for cardiac patients.

"The basics are not available. The doctors are right, but it is not the right time or place to protest," said Fathia Said al-Arabi, deputy director of the hospital.

Arabi said she has repeatedly sought the help of the new authorities but without any success, adding that .

Benghazi's Al-Jalal hospital faces a similar crisis.

"The hospital lacks everything. The supplies have been exhausted during the revolution and the influx of the wounded. We have no medical cotton and some drugs are out of stock," said hospital deputy director Jalal Mohammad.

He said non-urgent surgery "has been frozen and we are focusing now on accidents and casualties," which keep coming from around fugitive Gaddafi's hometown of Sirte, where his loyalists continue to resist.

Nato said on Wednesday that its aircraft had hit nine targets around Sirte, seven around Waddan and one around Zillah, another oasis town to its east.

A trickle of civilians fleeing Sirte arrived in the town of Sadada to its west on Wednesday, an AFP correspondent reported.

Concerned

"We hope things will work out soon. The pressure now has dropped," said Mohammad.

But anger is mounting.

On Monday, patients broke into the director's office to protest against the poor health services, forcing the management to shut the premises, according to witnesses and the deputy director.

The International Committee of the Red Cross is worried.

"We are concerned. The most problematic issue now is [lack of] anaesthesia. We are trying to make sure that laboratories can work again," said Dibeh Fakhr, ICRC spokesperson in Benghazi.

"The problem is affecting the entire country. In the [the southwestern city] Sabha, for example, people are dying because of lack of medicines."
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Train nurses to administer ART: Madzorera
The Zimbabwean
14/09/2011
Zimbabwe must move with haste towards an integrated system where nurses are trained and equipped to administer antiretroviral drugs as the acute shortage of doctors continues.

“Task sharing is critical we should move with speed to train our nurses to administer ART. We want every clinic in every village to have people who can administer the treatment. From counselling to testing until the end, let us do that and nurses should also develop themselves,” said Health Minister Henry Madzorera last week.

While the country has a shortage of doctors, it has a considerable number of nurses - with some 1500 said to be unemployed. Experts say that if available resources are put to good use then every corner of the country could have people with the know-how to dispense the life-prolonging antiretroviral drugs.

Paul Foreman of Medicine Sans Frontiers said decentralisation was the key as it ensured greater access to treatment.

“If we truly decentralise, then every rural clinic, however, small, needs to integrate HIV diagnosis and treatment into its programmes,” he said.

“We need to train health staff at different levels, not just medical doctors, to deliver all the services necessary to diagnose and treat HIV. Counselling can be done in the community and by the community.

“Prescribing ARVs can be done by many health professionals, if they are trained and supervised and licensed appropriately. It is not necessarily the exclusive domain of doctors,” said Foreman.
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Health Workers Advised to Plan Towards Retirement
The Chronicle, Ghana
13/09/2011
Health workers have been advised to ensure proper planning during active service, in order not to live in misery on retirement.

Mr. Franklin Owusu Ansah, Head of the Research and Policy Department of Health Services Workers' Union (HSWU) of the Trades Union Congress (TUC), gave the advice in a presentation at a symposium in Sunyani.

The symposium, under the theme: "Social Protection, the Backbone to Quality Life before and during Retirement," was organised by the Brong-Ahafo Regional branch of the HSWU, as part of the celebration of the mother union's 46th anniversary.

The topic is "International Labour Organisation (ILO) Conventions on Social Protection," with particular reference to the enforcement of No. 102 on Social Security and No. 158 on termination of employment at initial employment.

Other speakers were Mrs. Adwoa Abebrese, Regional Manager, and Mr. Eugene Boakye, Public Relations Officer of the Brong-Ahafo Regional office of Social Security and National Insurance Trust (SSNIT) respectively.

Mr. Ansah emphasised that effective preparation towards retirement should be a key task for any worker to avoid set-backs on retirement, and suggested such preparations should be started, at least, 10 years before retirement.

"There can be no meaningful quality life for a worker without social protection, hence ILO laws have spelt out in its conventions on issues concerning worker and employer relationship," Mr. Ansah added.

Mr. Ansah explained at length a number of Labour Acts or Laws established to protect unionised workers in the country, saying the leadership of HSWU was doing its best to intervene on behalf of workers in all spheres of unionised matters.

He said the leadership of the mother union would not turn its back on workers who were to reciprocate by playing the complementary role in that regard, to enable the national secretariat to, in conjunction with the regional leadership of the Union, conveniently work for the general good of workers.

He enlightened workers about efforts being made by his outfit to ensure health workers would be migrated onto the Single Spine Salary Structure (SSSS), and gave the assurance that the final implementation of the policy would attract backpay from January 2010, the official implementation date.

Mr. Ansah explained that there were still some knotty points to be cleared, as some beneficiary workers of the new structure had expressed misgivings, after they received their salaries, due to lapses detected in implementation.

He said the national leadership of the union would not want similar distortions in the HSWU workers' salaries under the SSSS, and was patiently waiting to ensure the meticulous application of mechanisms for approval.

"We will not accept anything that will rather make our members become worse off," Mr. Ansah said, adding, "We are here to serve you, and serve you better. There are basic problems that need to be cleared, so we will not rush and have problems later."

Mrs. Abebrese explained that it was not the responsibility of the Trust to retire a worker, but rather the employer, saying SSNIT only advised itself in that regard, on receiving a letter from an employer to that effect.

Mr. Boakye explained that even though the normal payment of the entitlements of a pensioner by the Trust was three months after pension, improper records of the affected pensioner made that administrative order impossible.

He appealed to workers, still at post, to streamline their registration and other related documents, to avoid such embarrassment upon retirement.

He mentioned that incorrect name, date of birth, marital status, next of kin, and other particulars of a worker could withhold a pensioner's pension pay till everything was investigated and cleared.

Ms. Benedicta Azigeda, HSWU Brong-Ahafo Regional Industrial Relations Officer, later told the Ghana News Agency (GNA) in an interview that the union also organised a blood donation at the regional hospital in Sunyani, and a health walk as part of the celebrations. - GNA
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Hôpitaux publics : Les services d’urgence débordés 

L’Express de Madagascar
12/09/2011
Vonjy Radasimalala


Les patients doivent passer par le service des urgences pour être admis à l'hôpital. Mais les médecins sont insuffisants pour bien les accueillir.
Il n'y a pas que les malades qui souffrent au service des urgences des hôpitaux publics,mais les médecins aussi. « Cinq médecins et dix étudiants stagiaires reçoivent par jour, en moyenne 80 à 100 patients, au service des urgences de l'hôpital Joseph Ravoahangy Andrianavalona (HJRA), le plus fréquenté de la capitale. Pour soigner les malades, le matériel ne suffit parfois que pour quelques patients », s'est plaint François Andry Rasolondraibe, vice-président du rassemblement d'étudiants en médecine et médecins de Madagascar samedi, lors de la journée de formation des étudiants en médecine et des médecins urgentistes à l'Institut Médical de Madagascar à Anosy. 
La durée du repos ne leur permet pas non plus d'avoir assez de force pour faire face à ces centaines de patients. 

« Le tour de garde, tous les quatre jours, n'est pas suffisant pour récupérer des forces. Une fois chez lui, c'est la famille qui attend le médecin. Et le niveau de salaire d'un médecin fonctionnaire, pousse certains à exercer dans le secteur privé » enchaîne le vice-président.

Frustration

Un médecin urgentiste est déconcerté devant un patient démuni. Ce qui lui crée, la plupart du temps une certaine frustration. 

« Une personne a été accidentée récemment. Sa famille avait beaucoup de mal à la transporter aux services des urgences. Mais une fois à l'hôpital, ses proches avaient également eu du mal à payer ses médicaments. Ce cas est fréquent aux urgences. Le patient qui n'a pas pu bénéficier du maigre fonds d'équité attend ainsi patiemment son tour » confie François Andry Rasolondraibe. L'annonce de la gratuité des soins ne facilite pas non plus la tâche des urgentistes. « À part ces problèmes matériels et le manque de personnel créant des frustrations interprétées par les patients comme une méchanceté de notre part, l'attente d'un médicament gratuit par le patient médicament qui n'existe même pas encore ne fait qu'augmenter notre frustration » conclut un médecin urgentiste de l'HJRA.
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Where and Why Children Face the Greatest Danger of Dying in Africa
The Citizen, Tanzania
11/09/2011
Edward Qorro
Tanzania is among countries where children aged under-five face the greatest risk of death despite ongoing efforts to improve child welfare. Most of those countries are located in sub-Saharan Africa, according to a report released recently by an international NGO Save the Children, titled the State of World's Mothers 2011.

Others facing the same situation are located in conflict and post-conflict zones, such as Afghanistan and Somalia.

The risk factor is based on under-five mortality estimates calculated by the United Nations Children's Fund (Unesco) in collaboration with other development agencies.

Mortality rankings show that in 2009, an average of 108 under-five deaths for every 1000 live births were reported in Tanzania, as compared to 118 deaths in 2006 and 116 deaths in 2007.

And according to the United Nations Development Programme (Undp) office in Tanzania, most child deaths in the country are due to malaria, pneumonia, diarrhoea, malnutrition and complications of low birth weight as well as HIV and Aids.

Some studies also associate short birth intervals, teenage pregnancies and previous child deaths with increased risk of child and mother's death.

"Malnutrition is the underlying factor in more than 50 per cent of child deaths. So is neonatal deaths accounting for 50 per cent of infant mortality. Census data and those from surveillance sites suggest a decline in both infant and under-five mortality rate. Under-five mortality decreased from 191 per thousand live births in 1990 to 133 in 2005 and further to 81 in 2010 in the Mainland and from 202 in 1990 to 101 in 2005 in Zanzibar," Undp says on its official website.

Although the figures represent some improvement in child welfare, the country still ranks among those where the prospect for life among small children is still uncertain.

In comparison, the industrialised Western countries have the lowest under-five mortality rates, with Nordic states led by Sweden at the bottom of the risk ladder.

Only three deaths for every 1000 live births were reported in Sweden in 2009, as compared to the average of 129 deaths in sub-Saharan Africa. The figures as the most recent estimates by Unesco.

Under-five mortality is used as a principle indicator of human and economic development of a country. In East Africa, Kenya ranked favourably in 2009 at 39 with 84 deaths per 1000 live births, followed by Tanzania (ranked 27) and Rwanda at number 25 with 111 deaths per 1000 live births.

According to Unicef, globally there has been a significant long-term decline in under- five deaths. In 1970, for example, 16.3 million people were dying every year, as compared to 8.1 million reported in 2009.

"In the last 20 years, the number of children under five dying every day from preventable causes has been cut by one third, from 34,000 in 1990 to around 22,000 in 2009," noted Unicef in the State of World's Children 2011.

For its part, Save the Children has called for more investments in maternal and health care in the developing countries, noting: "Millions of children are alive today because of past investments in lifesaving programmes.

But our work is not done. Each day, 22,000 children still perish, mostly from preventable or treatable causes."

The causes include malnutrition and hunger, which continue to affect millions of children in the developing countries, especially sub-Saharan Africa.

Currently about 11 million people are facing starvation in the famine-stricken Horn of Africa and some parts of East Africa, most of them women and children.

Save the Children is urging developed countries, led by the United States to increase support on programmes for improving maternal and child welfare in the developing nations.

"The United States spent about $667 billion on defence last year, but only $17 billion on humanitarian and poverty-focused development assistance. How much more could we have accomplished if we had invested a lot more - and much earlier - in things like hospitals and schools and midwives and medicine for the women and children of Afghanistan and other developing countries?" writes in the report Colonel (rt) John Agoglia, who served as Director of the Counterinsurgency Training Center-Afghanistan in Kabul.

He argues that human suffering caused by hunger and malnutrition leads to conditions of despair and political instability, which in turn are a threat to global peace. "When communities have little hope for the future, they have little hope for peace."

The report notes that the gap in availability of maternal and child health services is "dramatic" between countries at the top and those at the bottom of the ranking, such as Afghanistan and Norway.

"Skilled health personnel are present at virtuallyevery birth in Norway, while only 14 percent of births are attended in Afghanistan," it notes. "A typical Norwegian woman has 18 years of formal education and will live to be 83 years old; 82 percent are using some modern method of contraception, and only 1 in 175 will lose a child before his or her fifth birthday.

"At the opposite end of the spectrum, in Afghanistan, a typical woman has fewer than five years of education and will not live to be 45. Less than 16 percent of women are using modern contraception, and 1 child in 5 dies before reaching age 5. At this rate, every mother in Afghanistan is likely to suffer the loss of a child."

Comparing the situation in Sweden and Somalia, the report reads: "While nearly every Swedish child - girl and boy alike- enjoys good health and education, children in Somalia face a more than 1 in 6 risk of dying before age 5. Thirty-six percent of Somali children are malnourished and 70 percent lack access to safe water. One in 3 primary-school aged children in Somalia is enrolled in school, and within that meagre enrolment, boys outnumber girls almost 2 to 1."

Although the situation in Tanzania is comparatively better than Somalia, the country still suffers from high under-five mortality rates, and is in league with some post-conflict states.

Every year, about 154,000 children die in Tanzania from preventable and treatable illnesses before reaching their fifth birthday and more than a quarter of these children are reported as dying within the first 28 days.

It is feared that "the high presence of anaemia among pregnant women would lead to low birth weight and stillbirths and a significant 20 per cent of new HIV infections which are due to mother to child transmission."

However, Tanzania has made some strides in child health care, as a half of the births are said to be delivered by a health professional, half of them done in a health facility.

Dr Joy Lawn, the Director Global Evidence and Policy for Save the Children's Saving Newborn Lives program, says that the increasing coverage and quality of care at birth would accelerate Tanzania's progress to MDG5 and also MDG 4 (newborn deaths account for over 30% of deaths in children under five) and also stillbirth reduction.

The MDG 4 targets reducing by two-thirds the mortality death of children under five by 2015, while MDG5 aims to reduce by three quarters the maternal mortality ratios.

Globally, however, there is some progress towards health-related MDGs. The World Health Organisation (WHO) says fewer children are dying, and the annual global deaths of children under five years of age fell to 8.1 million in 2009 from 12.4 million in 1990.

According to WHO, there is also indication that fewer children are underweight, with the percentage of underweight children under five years old estimated to have dropped from 25% in 1990 to 16% in 2010.

"More women get skilled help during childbirth. The proportion of births attended by a skilled health worker has increased globally, however, in the WHO Africa and South-East Asia regions fewer than 50% of all births were attended," is stated.

A further decline in under-five mortality is expected as "fewer people are contracting HIV. New HIV infections have declined by 17% globally from 2001-2009," says WHO, noting also that, among other things, "more people have safe drinking-water, but not enough have toilets. The world is on track to achieve the MDG target on access to safe drinking-water but more needs to be done to achieve the sanitation target."…continued.
Full Text: http://allafrica.com/stories/201109120077.html
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Doctors sue Israeli Medical Association over botched Finance Ministry deal
Haaretz, Israel
14/09/2011

By Dan Even
Doctors at four hospitals filed suit against the Israeli Medical Association yesterday in an effort to overturn the collective wage agreement it signed with the Finance Ministry last month. 

The suit, filed in the Tel Aviv Labor Court, also seeks a restraining order barring the government from registering the pact in the Industry Ministry's registry of collective agreements. 

Registration is the final step before the deal takes effect, which is due to happen soon: The first tranche of the raise it promises doctors is slated to be included in their September salaries. The court will hold a hearing on the request for a restraining order today. 

The plaintiffs are the physicians' committees of four hospitals in the center of the country: Ichilov in Tel Aviv, Meir in Kfar Sava, Rambam in Haifa and Abarbanel in Bat Yam. 

The committees argue that the agreement violates their rights, does not increase their base salary, fails to solve the public health system's problems and requires them to preserve industrial peace for an excessively long period, nine years. They also accuse the IMA of representing them "inappropriately." 

"This is a bad agreement, obtained by giving disinformation to the community of physicians and while violating the IMA's obligation to represent the community of physicians who belong to it fairly and appropriately," attorneys Asher Sela and Sigal Pail wrote in the suit. 

The IMA "neglected the public it represents, ignored its wishes and demands, and decided to dictate, by force, the working conditions that will prevail for many years." 

The suit therefore asks the court to order the IMA to tell the treasury that negotiations are, in fact, not over, and that they must continue in order to correct "the severe distortions in the agreement." 

The IMA responded that it represents "more than 186" different professional associations, and that the agreement strikes an appropriate balance among their various conflicting interests and needs. 

The deal, according to the IMA, provides "the broadest possible base of solutions, from a comprehensive outlook," to the health system's needs. 

"We regret that there is a group of physicians that feels unrepresented despite the fact that their representatives are members of the IMA's central committee and were kept informed throughout of the details of the negotiations," the IMA added. 

Meanwhile, residents are continuing to submit letters of resignation to hospitals throughout the country. 

Thus far, 739 resignations have been submitted, including those of 20 specialists who are supporting the residents' battle against the new agreement. 

The resignations are due to take effect on October 4, after the Rosh Hashanah holiday. 

The Health Ministry warned yesterday that this will lead to a shortage of doctors at 10 different hospitals, some of which will be forced to adopt the reduced work schedule normally used only on Shabbat and holidays. 

The hospitals in question are Ichilov, Meir, Rambam, Sheba in Tel Hashomer, Beilinson in Petah Tikva, Schneider children's hospital in Petah Tikva, Hadassah Ein Karem in Jerusalem, Assaf Harofeh in Tzrifin, Bnei Zion in Haifa and Wolfson in Holon. 

This is the second time the residents have resigned en masse - the National Labor Court overturned their initial resignations last week on the grounds that they constituted illegal collective action. 

"The solution lies not in the legal sphere, but in a solution involving all the relevant government ministries," the Health Ministry said in a statement, adding that it will continue its dialogue with the residents and specialists in an effort to avert the crisis. 

(Back to top
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Shortage of doctors hits dispensaries meant for poor
The Times of India
11/09/2011

KANPUR: The initiative of the authorities to ensure better treatment to the people was hit due to crisis of doctors to run the newly re-opened dispensaries.

The dispensaries remained closed on Sunday due to unavailability of doctors. The patients had to face hardships.

"I am here to see a doctor but there is no doctor. I came after travelling 35 km from Maharajpur, even during heavy traffic jams due to Ganpati visarjan but the dispensaries are close without any prior information," said Sanjay, who came to dispensary at Anwarganj Allopathic Hospital.

Due to the negative approach of the doctors of Indian Medical Association (IMA), the authorities now have to re-plan the schedule to make the initiative possible.

Doctors of Ursula Horsman Hospital and some private doctors were asked to run the OPD at these dispensaries.

Dr RM Tiwari, additional chief medical officer (ACMO) said that they are getting no positive response from the members of Indian Medical Association (IMA) on the issue.

This initiative was suppose to start a few month ago but postponed due to crisis of doctors. At that time, even the initiative was interrupted due to the non-cooperative behaviour of doctors of IMA. This time also, they have not submitted a list of doctors to the medical authorities, said Dr Tiwari.

The ACMO said that from the coming week, these dispensaries running at Gwaltoli Maternity Centre, Nawabganj Allopathic Hospital, Birhana Road, Colonelganj, Juhi, Macharia, Geeta Nagar, Collectorganj, Panki and Anwarganj Allopathic Hospital will now be run on Monday and Thursday. The timmings for the OPDs will remain the same from 10 am to 12 pm. And the doctors of government hospitals will run the OPDs.
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INDIA: 10 Million Depressed - on the Optimistic Side 
IPS Terra-viva
10/09/2011
THIRUVANANTHAPURAM, Sep 10, 2011 (IPS) - While Indian psychiatrists have rejected a World Health Organisation (WHO) study portraying India as the depression capital of the world, they say it has indirectly drawn attention to an acute shortage of trained personnel and facilities to deal with mental illness.

"Declaring India as having the highest rate of major depression in the world is an aberration in interpretation," Dr. Roy Abraham Kallivayalil, secretary-general of the World Association of Social Psychiatry, told IPS. 

The WHO study, based on interviews with nearly 90,000 subjects across 18 countries with different income levels, said that the average lifetime rates of depression were found to be 14.6 percent in 10 high-income countries, and 11.1 percent in eight low and middle-income countries. 

The study, released late July, said while around nine percent of people in India reported having an extended period of depression within their lifetime, incidents of major depressive episodes (MDE) were highest among Indians at 35.9 percent. China, a comparable large country, recorded the lowest with 12 percent. 

Kallivayalil and other experts in the Indian mental health sector pointed out that the figures for India were not representative in that while 11 centres across the country participated in WHO’s mental health survey initiative, figures were largely extrapolated from just one centre, Puducherry. 

The experts pointed out that the New Delhi-based All India Institute of Medical Science (AIIMS), tasked with tabulating the data, failed to forward results from all the 11 centres to the Harvard Medical School, the nodal centre of the survey. 

Rajesh Sagar, associate professor of psychiatry at AIIMS and associated with the WHO survey in India, declined to give reasons why data from the other ten centres were not used. 

Dean of research at AIIMS, Dr. A.B. Dey, said his institute was not responsible for the figures since the study was not authored by any of its faculty members. 

"The Indian Psychiatry Society has formally rejected the WHO study," Kallivayalil, who is vice-president of the society, told IPS. 

While the WHO figures for major depression in India may be exaggerated, specialists say there is a growing incidence of depression in this country and warn that the average age of the depressed Indian is dropping fast and will hit 30 years in the near future unless timely measures are taken. 

Dr. Devapalan, a clinical psychologist in Hyderabad, said that mental illness is already high in the age group 30–40 and that minor depression if not properly addressed could easily deteriorate into major depression. 

A study conducted in 2009 by the Bangalore-based National Institute of Mental Health and Neuro- Sciences placed the average age of the depressed Indian at 31 years. 

The National Crimes Records Bureau states that of the 127,151 recorded suicides in 2009, 8,469 were linked to serious mental illness. "Insanity or mental illness accounted for 39.2 percent suicides in Ludhiana, 34.2 percent in Kochi and 31.3 percent in Amritsar," the bureau observed. 

The government launched the National Mental Health Programme in 1982, keeping in view the increasing burden of mental illness and the inadequacy of the mental healthcare infrastructure, but the programme achieved little because of a shortage of psychiatrists. 

Health activists say that for real change to happen parliament must pass the new Mental Healthcare Bill which will replace the deficient 1987 Act and restructure mental health institutions in India. 

Mathew Vellore, director of the Psychotherapy Centre in Thiruvananthapuram, told IPS that essentially the mental health sector needs larger fund allocation in the annual budgets. "A lot has to be done in respect of training, research, and provision of clinical services to promote mental health among all sections of society." 

According to WHO, countries like India allocate less than one percent of their health budget to mental health activities compared to some western countries which give 10 to 18 percent
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Clash over private medical college
The Sunday Times, Sri Lanka
11/09/2011
The country’s only private medical teaching college is at the centre of a controversy involving ministers and doctors.  
Nadia Fazlulhaq reports 
The country’s sole private medical college, the South Asian Institute of Technology and Medicine, was set up two years ago and is already generating heated controversy. On August 31, the Minister of Higher Education, S. B. Dissanayake, issued a gazette giving recognition to the private medical college in Malabe as a legitimate degree-awarding institute. It is entitled to award the degree of Bachelor of Medicine and the Bachelor of Surgery (MBBS).

The Government Medical Officers Association (GMOA) opposes the move, and was to stage an island-wide protest on Wednesday, but called off the protest when Minister of Health, Maitripala Sirisena, said he would appoint a five-member committee to look into issues relating to the private medical institute. 

The Sri Lanka Medical Council, which oversees all aspects of government medical practice, is not happy about the Higher Education Minister’s decision. 

Sri Lanka Medical Council registrar Dr. N. J. Nonis told the Sunday Times that the Ministry of Higher Education had not consulted the Medical Council or the Ministry of Health before giving the institute degree-awarding status. 

“Under the Medical Ordinance, the Sri Lanka Medical Council should ascertain whether the institute is up to standard and in a position to award medical degrees. During our last visits, we voiced certain concerns. These concerns should have been addressed before the next step was taken,” he said. 

Dr. Nonis said the South Asian Institute of Technology and Medicine was established two years ago but had still not commenced clinical studies for lack of a hospital of its own. “The institute has asked private hospitals to give their undergrads opportunities for clinical training. Patients who come to private hospitals expect special care,” he said. 

Once the Medical Council is satisfied with the standards at the institute, it will submit a report to the Ministry of Health. GMOA spokesman Dr. Upul Gunasekare said the association was not challenging the right for private medical colleges to operate; what it wanted was that standards be met and maintained.

“The country is suffering from a serious shortage of medical professionals. But this does not mean we can endorse sub-standard medical teaching institutes. We cannot put patients at risk,” he said. 

The Medical Faculties Action Committee, comprising government medical students, claims that private colleges would take their toll on state-run medical teaching institutions. 

“Medical students in the Rajarata and Eastern Provinces are seriously handicapped by a lack of resources. There’s a real danger that our best teachers will be enticed away by these private medical colleges with attractive salaries,” said Action Committee president Nilan Fernando. 

According to Higher Education Minister S. B. Dissanayake, the University Grants Commission had made several visits to the South Asian Institute of Technology and Medicine and laid down conditions before approving the institute as a degree awarding institute, under the Universities Act. 

Minister Dissanayake recalled how the late J. R. Jayewardene, as President and Higher Education Minister, issued a similar gazette when the North-Colombo Medical College (Ragama medical faculty) was set up. It became a degree-awarding institute even before the North-Colombo (Ragama) Teaching Hospital. 

Later, following opposition, it was taken over by the state and is presently affiliated to Kelaniya University. 

“The gazette says that clinical training should be conducted by the faculty in its own hospital or in agreement with other teaching hospitals, with the setting up of professorial units and adequate human resources. 

“Financial capability was given special consideration and a loan has been obtained from a state bank for both the infrastructure facilities and the hospital, which costs around Rs. 2.8 billion,” he said. 

The minister said a student from a rural area could enter the medical faculty with three simple passes at the Advanced Level, while Colombo and Kandy students have not been able to get places in a medical faculty with three A’s or two ‘A’s and a ‘B’. 

“Parents are sending their children to countries like India, Bangladesh, Nepal, and even Russia and China to study medicine. There are some 100,000 students in international schools sitting for the London A/Ls,” he said. 

A private medical institute would give these students an opportunity to work and serve the country, he added. There are 38 overseas students studying at the medical college. Another 40 are the children of doctors serving in the government sector, and some are members of the GMOA. 

Dr. Ravindra Ruberu. Secretary to the Minister of Health, told the Sunday Times that once the five-member committee is appointed, it will look at issues raised by the GMOA and the Medical Council. 

“We have asked the institute to keep the latest intake on hold until the committee looks into certain issues and gets them sorted out.”

Meanwhile, Professor Neville Fernando, director of the South Asian Institute of Technology and Medicine, has extended an open invitation to the Minister of Health, the Sri Lanka Medical Council and other institutions and organisations to visit the teaching hospital and conduct inspections. 

“There are some 250 students, and we are into our fifth intake. The fee is Rs. 6 million for the five-year course. We arrange for loan facilities and give scholarships to top scorers in the placement test. It would be much more expensive for a student to go to another country for a medical education.”…continued.

Full text: http://www.sundaytimes.lk/110911/News/nws_013.html
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APL pregnant women too will get free care
The Times of India
09/09/2011
BANGALORE: The government cares for all women, irrespective of status. To drive home this message, a scheme has been launched to provide free treatment to pregnant Above Poverty Line ( APL) women in government hospitals along with those belonging to Below Poverty Line ( BPL) category.

They will get free pre- and post-delivery treatment under Jananani Shishu Suraksha Yojana (JSSY) in hospitals run by the health and family welfare department. The scheme is part of the National Rural Health Mission started in 2005.

In a workshop organized by the government on Thursday, S Selva Kumar, mission director , National Rural Health Mission , said notices were issued to all state hospitals on Wednesday.

The treatment will be available in three Bangalore hospitals - K C General, Jayanagar General and Ghousia Hospitals. Across the state, 192 hospitals will provide free treatment to pregnant women. The government also plans to include hospitals run by the medical education department and the BBMP.

The initiative is to ensure free services to pregnant women, including normal deliveries and Caesarean operations , and sick newborns (up to 30 days after birth) in both rural and urban areas.

The scheme will enhance people's access to public health institutions and help bring down maternal mortality and infant mortality rates. "Our goal is to reduce maternity mortality rate (MMR) to 100 by 2012," said Selva Kumar. The present MMR is 178 as per a 2009 survey.

TRAINING FOR MIDWIVES

The government will train nurses and midwives to handle complicated deliveries as hospitals are facing shortage of doctors. "The government is facing a major constraint . Only 15 per cent of MBBS graduates we recruit actually join government hospitals because most of our recruitments are in rural areas," said Dr E V Ramana Reddy, secretary, health and family welfare department.

3 MONTHLY INSPECTIONS

The department will conduct three inspections every month in government hospitals to check pre-natal (sex determination) tests. Sex ratio has come down considerably in the past 10 years and illegal sex determination tests conducted in various hospitals are a reason to worry, said Selva Kumar.

TIMES VIEW

The Karnataka government's decision to extend free medical facilities for pregnant women above the poverty line is a welcome move. Quality healthcare is not available for many above the poverty line too. At a time when the state is struggling to check maternal mortality rate, this is a timely measure. But just the announcement of such an initiative won't do. The authorities should now focus on effective implementation and ensure the goal is achieved.
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THAILAND: Neonatal care for refugees by refugees 
UN IRIN

15/09/2011
MAE SOT, 15 September 2011 (IRIN) - Just as staff at the maternity clinic in the Mae La refugee camp began learning about special care for newborns, a baby was born six weeks premature, weighing 1.3kg. 

The medics and nurses - all ethnic Karen refugees from Myanmar - were anxious about treating the tiny boy. Resigned to his fate, the family decided to take him home for his last hours or days. The staff agreed. 

Then Claudia Turner, a British research paediatrician working in the camp, convinced them to let the clinic staff help the baby live. After a month-and-a-half in the special care baby unit (SCBU), he went home, healthy. 

"The staff suddenly realized they could do it. It boosted confidence. That feels like a pivotal moment for us here," Turner said in the office at the cluster of bamboo and thatch huts housing the Shoklo Malaria Research Unit (SMRU) maternity clinic. "Babies do die, but not all babies have to die, and we do our best." 

Turner has been training Karen refugee medics and nurses in neonatal care since 2007, when she set up the clinic's SCBU in Mae La, the largest camp, housing 45,000 of the estimated 145,000 refugees living in nine camps along the Thai-Burmese border. 

"Forty percent of neonatal deaths happen within the first 24 hours after delivery," said Hervé Isambert, senior regional health coordinator with the UN Refugee Agency (UNHCR) in Bangkok. "This can be prevented by providing appropriate care within the first hours of life." 

The care can be as simple as cleaning the baby, providing skin to skin contact to prevent hypothermia and encouraging the mother to breastfeed within the first hour if possible, he said. 

While UNHCR does not provide healthcare in the camps, NGOs working in maternal care mostly refer severe neonatal cases to nearby hospitals, but the SMRU unit in Mae La is staffed with 10 medics and 15 nurses trained to deal with difficult cases. 

Neonatal deaths - within the first 28 days of life - have been halved in two years in Mae La. According to data, this is a model camp in terms of maternal health. 

"Before that, there was no specific care or training for staff to look after very small babies," Turner said, noting that to reduce infant mortality, a key focus must be on newborns. 

"These are quite complicated cases. They [the medics] are operating on a level equivalent to doctor in the UK. It amazes me what they do," Turner said. "They're running it... they do all the work." 

Of the 10 million children who die each year globally, four million succumb in the first 28 days mostly to prematurity, infections and birth complication-related asphyxia. The first week is the hardest: three million die in those first seven days. 

SMRU handles about 1,500 births each year. The neonatal unit cared for 279 babies in 2010. 

In 2007-2008, the early years of SCBU, the neonatal mortality rate was 26 per 1,000 live births, according to SMRU statistics. By 2009-2010, that figure had dropped to 12 per 1,000 live births. 

According to the UN Children's Fund, neonatal mortality nationwide in Myanmar in 2009 was 33 deaths per 1,000; in Thailand, it was eight per 1,000.  

Caring for newborns in western countries is expensive - costing upwards of US$1,000 a day, and for premature babies in a refugee camp many believed it would be too difficult and too expensive. But a month of SMRU care totals about $165. Other NGOs afford local hospital bills through health programming grants and negotiating costs. 

"People don't believe it is possible - that's what I hope to disprove. I've disproved it here, but I haven't proved that it can be used in any setting," Turner said. "Even without spending all that money, you can make an impact." 

Waves of ethnic Karen refugees and labour migrants have poured into Thailand since the 1980s. Many came to escape fighting between the Burmese government and ethnic minority groups, while others are in Thailand because of greater economic opportunities
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Community-based health workforce crucial, says SEAR committee
The Times of India
08/09/2011
JAIPUR: Health ministers and experts at the 64th session (September 6 to September 9) of the Regional Committee for South-East Asia in Jaipur on Wednesday agreed that a well-trained, well-equipped and well-supported community-based health workforce is the backbone of the primary health care-based health system.

They agreed that community-based health workforce needs to be carefully selected, appropriately trained and continuously supported by the health system. They must be recognised as an integral part of the health system and the referral chain within it.

In India, over 8 lakh Accredited Social Health Activists (ASHAs) are trying to revitalise the rural health care system under the National Rural Health Mission. ASHAs act as a link between the community and the health system.

Apart from India, countries as Thailand, Timor-Leste, Bangladesh, Indonesia and Nepal, too, have community health workers for better health care.

"They act as frontline health workers during outbreaks and emergencies," said Dr Samlee Plianbangchang, Regional Director, WHO, South-East Asia. "Effective deployment of such workforce will enable the countries to achieve the health-related Millennium Development Goals," he added.

Community health workers are a precious resource deployed successfully by Southeast Asian countries to address their emerging health needs and existing inequities. The ministers also talked about the health-related challenges in which their role becomes crucial and important. Such challenges include rapid demographic and epidemiological changes in Southeast Asia combined with rising life expectancy, which means that more elderly persons are likely to suffer from and die of non-communicable and chronic diseases.

In addition to the unfinished agenda of controlling communicable diseases like malaria, tuberculosis, dengue and preventing maternal and child deaths, the Region also faces health issues related to emergencies and disasters, i.e., disease outbreaks and natural disasters.

They discussed that most health systems here focus on providing medical care with little emphasis on prevention of disease through health promotion and empowerment of the community.

In Thailand, there are 8 lakh community health volunteers (CHVs) who educate the community and help the staff in immunisation, nutrition and child health campaigns. In Timor-Leste, the Servisu Integrado du Saude Comunidade (SISCa) was set up to provide health care at the community level.

The community health workers are a part of the health unit that goes to the village communities. In a BRAC project in Bangladesh, over 90,000 Shashthya Kormis and the Shasthya Shebikas provide services like bettering maternal and neonatal health and child survival. In Indonesia, 26,682 Posyandus or health care centres are active. These volunteers who are mostly women and called "cadres", are assigned by the village. These centres are several decades old. Nepal's female community health workers (FCHV) deliver primary health care to women and families in 75 rural districts and support the government health services to make them responsive to the community.
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U.S. supports Vietnam in HIV/AIDS treatment, prevention
Xinhua News, China
15/09/2011

HANOI, Sept. 15 (Xinhua) -- The Vietnamese Ministry of Labour, Invalids and Social Affairs (MOLISA) launched here on Thursday the project "to enhance capability of medical workers in treating drug addicts against HIV/AIDS in Vietnam", which is funded by the American Centers for Disease Control and Prevention (CDC).

According to Vietnam News Agency, the meeting was attended by MOLISA deputy minister Nguyen Trong Dam, CDC Vietnam Director Dr. Bruce Struminger, experts and representatives from international organizations, ministries, central and local authorities who participate in the project.

The project has been implemented during January 2011 September 2014 in Vietnam's southern Ho Chi Minh City and northern Thai Nguyen province, with a total financial assistance of 2.5 million U.S. dollars. Its long-term goal is to enhance MOLISA staff's capability in treating drug addiction and support social services so as to minimize drug use, improve the quality of life, and reduce HIV infection from drug addicts and prostitutes in Vietnam, reported project manager Do Thi Ninh Xuan.

Xuan said that under the project, MOLISA's data collection and management on the drug addicts, prostitutes and drug addicted prostitutes will be updated, which is used in HIV/AIDS treatment and prevention. Along with that, training courses on drug addiction treatment and rehabilitation will be open for medical workers, and drug addiction treatment clinics established in communities on the experimental level to provide services for around 500 patients, set up the database and monitor the treatment process. This kind of clinics is open for voluntary addicts, with inside- or outside-clinic treatment, which is easily accessible with other available services.

According to MOLISA, Vietnam has nearly 150,000 drug addicts with their records under control, and more than 10,000 new addicts discovered each year. As of March 31, 2010, the country has 209, 424 HIV-infected victims, of whom drug addicts accounted for 41.6 percent.

Medical services and mental consultation for the addicts and assistance to their post-detoxication life are still limited. The rate of their integration into communities is low, while that of the re-addicted is high. In that context, enhancement of medical workers' treatment capability and establishment of treatment facilities to help the addicts quit the drug and prevent the expansion of HIV among them become imperative, Xuan said. 
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Medical graduates fail to combat doctor shortage
ABC News, AU
12/09/2011

The CEO of GP Access says while there is an increasing number of medical graduates the majority of the Hunter region still has a critical doctor shortage.

According to GP Access figures only the inner-Newcastle area is considered to be meeting the benchmark for doctor patient ratio.

While the national benchmark is one doctor for every 1,400 people areas of Lake Macquarie have a doctor patient ratio of almost 500 above the average.

Dr Mark Foster says while more doctors are entering the profession, many are choosing to work shorter hours.

"We are getting more doctors in the region in terms of individuals but on average doctors are tending to work at little bit less than they used to, " he said.

"And so when we look at the actual number of full-time equivalent doctors working in the region it's pretty much the same."

(Back to top
North America
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Low-Cost Healthcare Goes High-Tech 
Inter Press Service
12/09/2011
By Christian Papesch

UNITED NATIONS, Sep 12, 2011 (IPS) - Cell phones and computer applications can help save the lives of thousands of mothers and children worldwide.

This is one of the main conclusions of "Innovating for Every Woman, Every Child", a report by U.N. Secretary-General Ban Ki-moon's Innovation Working Group (IWG) published Monday. 

The report points to changes in health care delivery in some developing countries like India, Tanzania and Zambia. They are rooted less in development aid than in home-grown and self-sustaining solutions, including the use of communicative devices or the supply chains of large companies. 

"Many of the ideas have come up from local entrepreneurs," Dr. Tore Godal, special advisor to the Norwegian prime minister and co- author of the report, told IPS. "A large number of innovations are based on public and private sector cooperation, creating a potential for reducing maternal and child mortality." 

An example for an initiative highlighted by the report is the South African project Cell-Life. In this programme, short messages are used to remind HIV-positive mothers to keep appointments and bring infants for HIV testing or treatment. 

Eight out of 10 of South Africans have access to mobile phones. Forty percent of the deaths of children under five in South Africa are due to AIDS-related illnesses – many because mothers are not able to bring their infants for treatment or drop out of programmes. 

"It helps them to remember, it helps them to know when to take the pills, it helps them to know what to expect after taking the pills," explains Pumla, a nurse at Nolungile clinic in Khayelitsha, South Africa, in an interview filmed by the United Nations Foundation in cooperation with the IWG and the Partnership for Maternal, Newborn & Child Health (PMNCH), the sponsors of the project. 

"It has made a very big difference," she says. 

A difference that can also be felt by young women like Tembli, one of Pumla's patients. "It's like there is a friend, someone who is there for you, who is taking care of you, who is understanding what you are going through," Tembli says. 

Another project that uses communication technology to improve health care is D-Tree. Interactive software has been installed on the mobile phones of Tanzanian front-line health workers to correctly treat malnourished children. About six percent of children in the country are malnourished and as many as 30 percent die. 

Guidelines for treating acute malnutrition are complex and may need to be highly individualised. The software-equipped phones help health workers calculate correct weights and treatment and communicate these with mothers. The phones, which cost about 120 dollars a month for each health worker and 1.33 dollars for each child, provide a low- cost way to treat malnutrition. 

"Mobile technology is already delivering lifesaving health information to families in remote villages where access to health workers is limited," says Kathy Calvin, CEO of the United Nations Foundation. "It has the potential to dramatically reduce maternal and child deaths in some of the most remote places with the greatest need." 

Besides the problem of delivering health information, one of the major problems in developing countries is the distribution of treatments. About 20 percent of children die of easily treated diseases, such as diarrhea, before the age of five, even though inexpensive and effective treatments are generally available, but not accessible in rural areas. 

That's why Simon Berry, former chief executive of rural regeneration charity Rural Net UK, started the ColaLife project. The idea is simple: As the popular drink seems to be available even in the smallest towns and most isolated areas, ColaLife uses the Coca-Cola supply chain to distribute anti-diarrheal kits to these places. 

"I see a great potential for international companies to scale up local projects in neighbouring countries and even on other continents," Godal said. "Other examples are Johnson & Johnson, working with the mobile health projects both in Africa and India, and mobile phone companies." 

Even though developing countries can benefit from this type of cooperation, the risk of an unwanted influence by the private sector is still a concern. "The responsibilities for regulation of the private sector rest with the government, often facilitated by international agencies," Godal added. 

But the cooperation with existing companies or the use of modern technology is not the only innovative idea highlighted by the report. In India, the founding of a hospital named LifeSpring that allows women to give birth for less than 100 dollars can deeply affect the rates of maternal and infant mortality. 

The first pilot hospital opened in 2005. Within a year, LifeSpring grew to six hospitals. It now has nine and will open another six by the end of 2011. Each hospital aims to be profitable after 18 months. LifeSpring's staff has delivered more than 10,000 babies to date. 

"We are feeling very good about this hospital," says Saroja, the mother of Lifespring patient Swathi, who delivered a child in a hospital in Chilkalguda, Secunderabad, Andhra Pradesh, India, in an interview. 

"The doctors regularly advised my daughter about the progress of the pregnancy. Also, during the delivery, the doctors took good care of my daughter. The newborn child is being regularly visited by the paediatrician. The hospital is good and neat – much better than other hospitals." 

There are two main reasons why LifeSpring can provide good medical treatment about for about one-third to one-half of the fees charged at other hospitals, Godal said: "One, because they have adopted a singular focus, and two, they have really looked into how to cut costs everywhere without losing quality." 

"Simple and cheap methods can save many lives because they can be applied to reach the poorest people that are at the highest risk of dying," he concluded. 
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Lower Hospital Subsidies vs Lower Resident Hours: Now What?
Medscape Today
08/09/2011
Henry R. Black, MD

Hi. I am Dr. Henry Black. I am Clinical Professor of Internal Medicine at the New York University School of Medicine, immediate past President of the American Society of Hypertension, and a member of the Center for the Prevention of Cardiovascular Disease. What I want to talk about today has relatively little to do with blood pressure. It has to do with medical education and training in the economic environment in which we live. What I am stating now is my opinion. There used to be a column in the New York Post called "Nobody Asked Me, But." This is a chance for me to give you my opinion about something.

We have conflicting forces going on right now. There is certainly a need to reduce spending, especially in the area of Medicare and Medicaid. There is also a need for more primary care physicians. There is an alleged physician shortage. At the same time, we have legislated restricted hours for our trainees in hospitals. This is something that those of us older folks didn't really worry about. We stayed with a patient who needed us. We didn't have to go home at a particular hour.

I think these competing forces are headed toward a collision course. There is now a proposal to reduce the amount of subsidy given by Medicare to teaching hospitals. The reasons for this are probably reasonable, that we have been overpaying these hospitals. The reason is that most teaching hospitals take care of many uninsured patients and patients who are underinsured. They need a little help for that. The people who have calculated this think that they have paid the hospitals too much. The reductions in resident hours were based on some concerns that a sleep-deprived resident would not be as careful, they would not be able to deal with emergencies that occur, and if we limited hours and required our trainees to go home and go to sleep and not work, this would reduce hospital errors, although I haven't seen that happen. The third concern is that as we age and we need more physicians, we must somehow educate and train them.

How will this work? If we reduce the subsidies to teaching hospitals -- if they really are subsidies -- then we are going to need fewer residents because those hospitals can't pay for them. We are going to need more residents if the hours are restricted. I don't see how this will work. If we need more primary care physicians, where are we going to train them? We can't train them in doctors' offices because right now, doctors -- primary care physicians in particular -- have an appropriate complaint that they don't have enough time to see their patients as it is. So, how will this work? We could train more physician's assistants and nurse practitioners but there is a shortage of them as well. They certainly are probably going to be willing to work a schedule, but with what a resident is paid compared with a nurse practitioner or a physician's assistant, the economics don't work either.

I am not sure how we are going to solve these problems with the current proposals. I wish somebody would tell me. Thank you very much.
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After years of fighting germs, UN to focus on new global killers: heart, lung disease; cancer

The Washington Post

14/09/2011
Associated Press

What’s killing us? For decades, global health leaders have focused on diseases that can spread — AIDS, tuberculosis, new flu bugs. They pushed for vaccines, better treatments and other ways to control germs that were only a plane ride away from seeding outbreaks anywhere in the world.

Now they are turning to a new set of culprits causing what United Nations Secretary-General Ban Ki-moon calls “a public health emergency in slow motion.” This time, germs aren’t the target: We are, along with our bad habits like smoking, overeating and too little exercise.

Next week, the U.N. General Assembly will hold its first summit on chronic diseases — cancer, diabetes and heart and lung disease. Those account for nearly two-thirds of deaths worldwide, or about 36 million. In the United States, they kill nearly 9 out of 10 people. They have common risk factors, such as smoking and sedentary lifestyles, and many are preventable.

It’s hard to fathom the suffering these maladies are causing in some parts of the world.

For example, until a few years ago Ethiopia had one cancer specialist, Dr. Bogale Solomon, for more than 80 million people.

“Now three more oncologists have joined,” he said, and these four doctors struggle to treat patients in a country where cancer drugs and even painkillers are in short supply.

Wondu Bekele took his 2-year-old son, Mathiwos, to that lone cancer center in Addis Ababa when the boy developed leukemia. The desperate father got advice from St. Jude Children’s Research Hospital in the United States, procured chemotherapy drugs from India, and against all odds, got his son treated. Yet the little boy died because the hospital had no separate ward to protect him from catching disease from other patients. The father founded a cancer society in his son’s name and will represent cancer groups at the U.N. meeting.

“Practically all cancer-related medicines are either nonexistent or beyond the reach of ordinary Ethiopians,” he said. “We are struggling to make a difference here.”

Advocates may be struggling to make a difference at the U.N., too. Key officials have been unable to agree before the meeting on specific goals — reducing certain diseases or risk factors such as smoking by a specific amount and date. With the global economy in turmoil, finding money to meet any goals could be an even bigger hurdle.

“The timing is difficult with the economy the way it is, but it should not prevent us from setting goals,” said Dr. Sidney Smith, who heads the World Heart Federation, an umbrella group of more than 200 organizations focused on heart disease.

“Many of the things we’re proposing cost very little” and some, such as smoking cessation, even save money, said Smith, a cardiologist at the University of North Carolina at Chapel Hill. “We’re not talking about trying to find a new magic bullet. We’re just talking about behavior and cost-effective medicines” like aspirin and generic blood pressure drugs that lower the risk of multiple diseases, he said.

This is only the second time the U.N. has taken up a health issue. The previous one in 2001 led to creation of the Global Fund to Fight AIDS, Tuberculosis and Malaria, with billions from governments and private groups such as the Bill & Melinda Gates Foundation.

Now even rich nations are cash-strapped, and it’s unclear whether private groups will step in. Asked whether the U.N. meeting would alter its focus, the Gates Foundation indicated it would not.

“Unfortunately, there is a lack of comparable investment in infectious diseases, which disproportionately affect the world’s poorest,” said a statement from the foundation. “Our priority will continue to be investing in cost-effective treatments that lead to maximum impact and fill in a gap where other resources are not invested.”.

However, advocates say there are disparities in chronic diseases, too.

“The common belief that cancer is a problem of rich countries is a misconception,” said Dr. Eduardo Cazap, president of the Union For International Cancer Control.

Dr. Ala Alwan, assistant director-general of the World Health Organization, agreed.

“Most countries in Africa are currently overwhelmed with their increasing demand” from cancer patients, and the region also has the highest rates of stroke and high blood pressure in the world, Alwan said.

In Ghana, 23 million people are served by two oncology centers; the country has four cancer doctors and no specialist cancer nurses, said Dr. Allen Lichter, CEO of the American Society of Clinical Oncology, an organization of cancer specialists. The society has trained more than 2,000 doctors in developing countries on cancer care and plans to do more.

Africa also remains the only region in the world where infectious diseases, maternal-infant health problems and poor nutrition still kill more people than noncommunicable diseases do.

Worldwide, stroke and heart-related diseases account for nearly half of all noninfectious disease deaths — 17 million in 2008 alone, WHO says. Next is cancer (7.6 million deaths), followed by respiratory diseases such as emphysema (4.2 million). Diabetes caused 1.3 million deaths in 2008, but that’s misleading — most diabetics die of cardiovascular causes.

The U.N. chose to focus on those four diseases and their common risk factors: tobacco use, alcohol abuse, unhealthy diets, physical inactivity and environmental carcinogens.

They have varied impact around the world:

—Europe and North America. These regions are paying the price of too much eating, too little exercise and smoking: heart disease and diabetes dominate. Cancers that are more prevalent with age — breast and prostate — reflect long life spans in these regions where treatment is widely available. In Eastern Europe and the former Soviet Union, lung cancer is the dominant cancer in men. Europe has the highest smoking prevalence in the world: 29 percent.

—Asia. Southeast Asia has the lowest rates of obesity in the world, even lower than Africa. Yet in China, where only 6 percent of the population is obese, nearly 4 in 10 people have high blood pressure. China also has three times the death rate from respiratory diseases as the United States. Many areas also have high rates of infection with HPV, a sexually spread virus that can cause cervical cancer.

In India, the government has launched an aggressive diabetes and high blood pressure screening project. There are 51 million diabetics in India, the second-highest incidence in the world after China. Lung cancer is the most common type of cancer in India among men; in women, it’s cervical cancer.

—Central and South America. Cancer prevalence patterns largely resemble North America except that cervical cancer dominates among women in certain areas. Access to care is much poorer in many countries. Dr. Angel Sanchez, an International Cancer Corps volunteer for the American Society of Clinical Oncology, told of conditions at a hospital in Honduras, where there are more than 700 new cancer cases every year for two oncologists to handle.

John Seffrin, CEO of the American Cancer Society, said the U.N. session must lead to specific goals and more money, or a chance to make a difference with these diseases may be lost for decades.

“This is our moment in the sun,” he said. “A resolution alone is insufficient.”

Online:

WHO disease scorecards: http://www.who.int/gho/ncd/en/index.html

WHO global facts: http://bit.ly/msrQt6

U.N. meeting: http://www.ncdalliance.org/summitfaq

Copyright 2011 The Associated Press. All rights reserved
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Supporting Health Workers on the Frontlines 
Huffington Post
15/09/2011

Melinda Gates.
Innovation can transform a company, a culture, and even the world. But innovation doesn't have to come in the form of a gadget. It can come in the form of a smiling neighbor knocking at a family's door, toting some basic supplies and the skills to address matters of life and death.

Take Madalitso, a community health worker in rural Malawi who never finished high school. 

Trained by Save the Children with U.S. funding, but supported by her own government, she embodies an innovative approach to saving mothers' and children's lives amidst the global health worker shortage that is straining much of the developing world. 

When I visited Malawi a couple years ago, I was surprised to learn that there are only five pediatricians in this country of 15 million people. And yet, this extremely poor country is one of the few sub-Saharan African nations on track to meet the United Nations Millennium Development Goal (MDG) of reducing child mortality by two thirds, by 2015. 

Madalitso and thousands of frontline health workers like her are a big part of that success. 

When visiting neighbors' homes, Madalitso can expertly diagnose and treat leading child killers such as pneumonia, diarrhea and malaria. She counsels pregnant women to eat well, recognize danger signs, and give birth safely in a health facility, even when it's far from home. She coaches new moms on newborn care and on proper breastfeeding, which, according to research published in the Lancet, could save more lives globally than any other single intervention -- more than 1 million children a year.

Today, millions of preventable child deaths and hundreds of thousands of needless maternal deaths still occur each year. To dramatically reduce these deaths, the world desperately needs more heroes like Madalitso on the front lines. 

World leaders will soon have a great opportunity to address the global health workforce shortage head on. Next week they'll gather in New York for the United Nations General Assembly (UNGA) and mark the one year anniversary of the Secretary General's "Every Woman Every Child" strategy. Many of them have already committed to this push to accelerate progress on two of the world's most underperforming Millennium Development Goals -- reducing child deaths and improving maternal health.

If more leaders work together to deploy more frontline health workers, more women and children will survive. But they also should ensure better support for those already on the front lines -- health workers who sometimes lack the information, skills, equipment and supplies they need to save more lives. 

New ways of thinking and new policies are allowing health workers with shorter training periods and appropriate on-the-job supervision to do more tasks -- such as prescribing antibiotics and even performing caesarean sections.

That's the kind of innovation that can drive down health care costs while racking up results. It's been an honor for me to meet frontline health worker heroes behind such efforts in India and Africa. I look forward to the day when every child and every family has such a health worker within reach.
5

Bush, PEPFAR Reunite to Cut Cancer Deaths 

PBS NewsHour
13/09/2011
By: Talea Miller 

Whenever George W. Bush's presidential legacy is discussed, the ground-breaking global HIV initiative he created is mentioned as a high point. It made the United States a major force in the global battle against the epidemic and brought him praise across sub-Saharan Africa.

Now the former president is returning to global health, hoping to build on the success of the U.S. President's Emergency Plan for AIDS Relief -- which President Obama has continued-- with a push to reduce cervical and breast cancer deaths around the world.

A new public-private partnership announced Tuesday between the U.S. Department of State, the George W. Bush Institute and Susan G. Komen for the Cure, among others, will use the vast infrastructure of clinics and health workers built up by PEPFAR to extend cervical cancer treatment and breast cancer education to women in Latin America and Africa. 

"Many women who seek AIDS services also face the challenge of cancer. It's not enough to save a woman from AIDS, if she is then left to die of another very preventable disease," President Bush said in a statement.

Cervical and breast cancer are two of the leading causes of cancer deaths among women. The program, called the Pink Ribbon Red Ribbon alliance, aims to cut cervical cancer deaths among those tested by 25 percent in five years. A growing recognition of the human cost of cancers in the developing world and the need for more screening and treatment played a major part in the U.N. calling a high level meeting on non-communicable disease to be held next week in New York.

Ambassador Eric Goosby, who heads PEPFAR, told the NewsHour the program began providing cervical cancer services several years ago in seven countries after observing a high level of need for intervention. HIV-positive women are far more likely to get cervical cancer than those who are HIV-negative, making the disease particularly devastating to many of the communities where PEPFAR works.

"PEPFAR has spent the last seven years setting up medical delivery systems in resource poor settings," Goosby said. "This partnership represents to us an opportunity to expand [our cervical cancer program] further into more countries and the countries we are in to scale up to new sites."

PEPFAR is committing $10 million over the next five years for the cancer initiative, in addition to $20 million already pledged for existing cervical cancer activities over the same period. The alliance projects an initial commitment total of $75 million over the next five years including private company contributions from Merck, Bristol-Myers Squibb and GlaxoSmithKline, IBM and others.

Susan G. Komen for the Cure will be building the breast cancer education component of the partnership.

U.S. appropriations for global HIV funding have leveled off over the last two years, after many years of growth, so Goosby has publicly pushed finding ways for programs to work more efficiently and in coordination with other agencies doing complimentary work. Similarly, the new cancer partnership will "converge resources" from different groups doing similar work on cervical and breast cancer, he said.

Many patients who are screened and diagnosed with cervical cancer can be treated in the same visit with a liquid nitrogen procedure. More advanced cases and positive breast cancer screenings will require linking patients to longer term treatment, Goosby said.

As for the program's goals of reducing deaths from cervical cancer by 25 percent among women screened in the initiative, Goosby said, "I'm confident it will be even higher than that."
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AGING AMERICA: Caregivers urge action as Obama administration drafts national Alzheimer’s plan
The Washington Post
13/09/2011

By Associated Press
WASHINGTON — As her mother’s Alzheimer’s worsened over eight long years, so did Doreen Alfaro’s bills: The walker, then the wheelchair, then the hospital bed, then the diapers — and the caregivers hired for more and more hours a day so Alfaro could go to work and her elderly father could get some rest.

Alfaro and her husband sold their California house to raise money for her mother’s final at-home care. Six years later, the 58-year-old Alfaro wonders if she eventually develops Alzheimer’s, too, “what happens to my care? Where will I go?”

Dementia is poised to become a defining disease of the rapidly aging population — and a budget-busting one for Medicare, Medicaid and families. Now the Obama administration is developing the first National Alzheimer’s Plan, to combine research aimed at fighting the mind-destroying disease with help that caregivers need to stay afloat.

“This is a unique opportunity, maybe an opportunity of a lifetime in a sense, to really have an impact on this disease,” says Dr. Ronald Petersen of the Mayo Clinic, who chairs a committee that later this month begins advising the government on what that plan should include.

An estimated 5.4 million Americans have Alzheimer’s or similar dementias. It’s the sixth-leading killer. There is no cure; treatments only temporarily ease some symptoms. Barring a research breakthrough, those numbers will worsen steadily as the baby boomers gray: By 2050, anywhere from 13 million to 16 million Americans are projected to have Alzheimer’s, costing a $1 trillion in medical and nursing home expenditures.

But that’s not the full toll. Sufferers lose the ability to do the simplest activities of daily life and can survive that way for a decade or more, requiring years of care from family, friends or paid caregivers. Already a recent report finds that nearly 15 million people, mostly family members, are providing more than $200 billion worth of unpaid care.

Thousands of those caregivers have turned out at public meetings since early August — and at a “telephone town meeting” organized by the Alzheimer’s Association that drew 32,000 people — pleading for a national Alzheimer’s strategy to bring changes.

They want primary care doctors trained to diagnose dementia earlier, describing how years of missed symptoms cost them precious time to make plans or seek treatment. That’s a recommendation being echoed Tuesday in an international Alzheimer’s report.

They demand to know why the National Institutes of Health spends about six times more on AIDS research than on Alzheimer’s, when there are good drugs to battle back the HIV virus but nothing comparable for dementia.

Overwhelmingly, they ask for resources to help Alzheimer’s patients live their last years at home without ruining their caregivers’ own health and finances.

“Either you’re rich and can afford $25 an hour for care at home, or you send him to a facility. We’re in the middle of the road,” says Shirley Rexrode of suburban San Francisco, whose 85-year-old father, Hsien-Wen Li, was diagnosed with Alzheimer’s nearly three years ago.

Adult day care didn’t work out — even at $90 a day, the only place with an opening couldn’t handle the behaviors of Alzheimer’s. Rexrode says her mother, Li’s primary caregiver, has suffered some depression from the stress.

“We just have to muddle through, but we don’t know how long we can,” Rexrode says.

And while Medicare will pay for doctor bills and medications, even getting to the doctor can be a hurdle. When her 89-year-old mother with advanced Alzheimer’s developed a urinary tract infection, Susan Lynch couldn’t find a doctor willing to come to her parents’ home in Fall River, Mass. Lynch flew there from her Gaithersburg, Md., home but couldn’t carry her mother down the stairs. A private ambulance service didn’t have an opening for weeks. Lynch wound up calling the town ambulance for a costly but Medicare-covered trip to the emergency room.

Federal health officials, who promise a first draft of the national plan by December, say they’re getting the message….continued.
Full text: http://www.washingtonpost.com/business/aging-america-caregivers-urge-action-as-obama-administration-drafts-national-alzheimers-plan/2011/09/13/gIQAVwZSOK_story.html
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Canadian doctors still make dramatically less than U.S. counterparts: study
National Post, CA
14/09/2011

Tom Blackwell
Despite recent fee hikes, Canadian doctors still lag dramatically far behind their American counterparts in income, according to a new study that also underscores the wide pay gap in both countries between front-line “primary-care” physicians and much-wealthier surgical specialists.

Orthopedic surgeons in Canada make less than half the $440,000 average net income of colleagues in the States while doing more procedures, two U.S. health-policy professors concluded in one of the most detailed looks yet at the differences in doctor compensation between nations.

The U.K. also pays its surgeons more than Canada, while both it and Germany better compensate primary-care doctors, like family physicians and pediatricians, the comparison of six industrialized countries suggests.

Canada should not ignore the wage gap, as a sudden shortage of certain specialists in the States could trigger a drain from here, said Dr. John Haggie, president of the Canadian Medical Association. Canada saw a net loss of doctors to the U.S. in the 1990s, as provinces instituted doctor pay caps and tried to rein-in fee increases as a way to corral health costs.

But Dr. Haggie voiced no particular envy Tuesday at the statistics just published in the journal Health Affairs, saying that factors other than money influence where doctors settle, including for some the appeal of Canada’s universal, government-funded health system.

“A good salary package is an attractor, it’s a magnet but it doesn’t always have the same effect at the other end when you’re trying to retain people,” said Dr. Haggie. “The system in which (physicians) work is part of the attraction of working here.”

That migration to the U.S. has reversed in the last few years, with a small net influx of MDs from south of the border as incomes rose here, according to statistics and the accounts of medical recruitment agencies.

The new study’s authors, both health policy professors at New York’s Columbia University, did the research to help detail why the cost of health care is so steep in the U.S. compared to other countries.

It may partly reflect an American society where the mostly highly educated and skilled people in all fields tend to earn a bigger chunk of the overall wealth than similar groups in other countries, Miriam Laugesen, the lead researcher, said in an interview.

Regardless, the 2008 figures that Prof. Laugesen and her colleague gathered offer a fascinating glimpse at the profession in six countries, with stark differences in payment between nations, and between private and public payors in those places that have two-tier systems.

The average income after expenses, in U.S. dollars, for an orthopedic surgeon in the U.S. was $442,450, compared to $208,000 in Canada, $324,000 in the U.K. and $154,000 in France.

Provincial medicare agencies pay an average fee of $652 to surgeons in Canada for a hip replacement. Government programs like Medicaid in the States reimburse almost triple that, while U.S. private insurers offer an average of just under $4,000 per hip operation.

What is more, the U.S. has twice as many orthopedic surgeons per capita, providing about 35% more hip replacements overall.

Primary-care physicians include family doctors, pediatricians, internal-medicine specialists and obstetrician-gynecologists. Those in the U.S. earned an average after expenses in 2008 of $186,582, versus $125,000 in Canada, $159,000 in Britain and just $92,000 in Australia.

The study’s authors, though, say all the countries surveyed ought to examine the wide differences in pay for primary-care versus surgical specialities, and how that affects doctor career choices.

“Primary care is not seen in every country as the most important area for (doctors) to train in,” said Prof. Laugesen. “By paying physicians more in one speciality, there can be changes in that perception.”

(Back to top
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Midwife shortage 'dangerously high'
The Guardian, UK
15/09/2011
Press Association
Parts of England are facing dangerous shortages of midwives as Britain's birthrate rockets, according to the Royal College of Midwives.

While there are shortfalls across the country, some areas are worse than others, putting mothers and babies at risk.

Midwife numbers have not kept pace with the birthrate in England, which has risen 22% in the past two decades.

David Cameron has been urged by the RCM to honour his pre-election pledge to recruit more midwives.

The RCM report said 4,700 more midwives were needed across England to keep up with added pressures, such as growing numbers of obese and older pregnant women.

Its figures showed the north-east and north-west had a shortfall of less than 10%, while the east Midlands and east of England needed 41% more midwives, it was reported. The south-east was said to be more than a third short of staff.

While the north-east needed 91 extra midwives, the south-east required 1,015 more.

A medium-sized maternity unit delivering 3,000 babies a year would need around 91 midwives, according to the RCM.

Cathy Warwick, general secretary of the RCM, said: "This is not just a paper exercise to prove a point. These figures represent real and serious shortages in our maternity services."

She continued: "It is also not just about numbers. Births are also becoming increasingly complex, needing more of midwives' time.

"The combination of this and the rising birthrate is a dangerous cocktail threatening the safety and quality of maternity care.

"It means that too many maternity units across England are under-staffed and under-resourced to meet the demands made of them. It leaves me feeling deeply frustrated that we are not seeing any action from this government to remedy this."

The calculations were made by measuring the number of midwives in an area against the number of babies.

The disparity is a result of different levels of investment in different areas, the RCM said.

Scotland, Wales and Northern Ireland do not have midwife shortages at the moment, it added.

The number of midwives has increased by 17.7% from 2000 to 2010, according to the Department of Health.

The country's birthrate has risen 19.9% in the same period, according to the Office for National Statistics.

There were 26,825 midwives working in the UK at the end of September last year, and 493 more midwives working in May 2011 than in May 2010.

A DoH spokeswoman said: "Record numbers [of midwives] entered training last year and there are 2,490 planned midwifery training places this year.

"Safety is paramount in the NHS and all mothers and their babies should expect and receive consistently excellent maternity care.

"The Care Quality Commission last year found that 94% of women rated their care during labour and birth as 'good, very good or excellent'."
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Nursing the Australian dream
Irish Times
13/09/2011
The number of Irish nurses holding a permanent Australian employer-sponsored visa has increased from 27 to 76 in the past two years. So what is the attraction, writes RONAN McGREEVY 

SPECIALIST NURSES from Ireland are moving Down Under in greater numbers than before, according to Australia’s Department of Immigration.

Two years ago, almost 95 per cent of applicants for temporary visas were general nurses; now that has dropped to less than half, according to a department spokeswoman.

Surgical nurses are now the second most likely to emigrate under the scheme, closely followed by mental health nurses, emergency nurses, midwives and care for the elderly specialists.

Employers sponsor the nursing staff on a “Sub-class 457 primary visa” for up to four years and, according to the spokeswoman, this is the most common method of long-term employment for foreign nurses.

So far, 170 Irish nurses have applied for this visa, compared with 150 in 2009-2010.

Applicants for permanent visas are usually already working in Australia on temporary visas.

The number of Irish nurses holding a permanent employer-sponsored visa has increased from 27 to 76 in the past two years.

The number of nurses permanently sponsored by a state has increased from three to 11 since 2009, but the number applying independently dropped from 39 to 11, the spokeswoman says.

Statistics from the Australian Nursing Federation (ANF) show 62 per cent of all nurses work in public or private acute hospitals, just over 10 per cent work in care for the elderly, 9.5 per cent in a community setting, 4 per cent in mental healthcare, while the others work in outpatient clinics, education centres, military or industrial settings.

The ANF says there is an acute shortage of nurses in the care for the elderly sector. In a statement, federal secretary Lee Thomas says 20,000 new jobs are needed.

“The shortage of aged-care nursing staff is already having a real impact . . . nursing home residents are on average receiving just 22 minutes of care from a nurse each day,” Thomas says.

Admitting these nurses can be paid a weekly salary of between $168 (€122) and $390 (€284) less than public nurses, Thomas has appealed for state funding to close the gap.

However, the shortage may not just be about salaries, says Prof Christine Duffield, director of the Centre for Health Services Management in Sydney.

“There is a shortage of nurses in the aged care sector but it’s not a significant salary difference. It’s just not glitzy to work in that sector,” she says.

In a study of all nursing sectors undertaken by Duffield – Glueing it Together – nurses report an average working week of 30 hours. All the wards surveyed employ casual staff.

A quarter of the nurses said the quality of care on their last shift was excellent, just over half said it was good, while the remainder rated the care as fair or poor.

Having spoken at the National Council for the Professional Development of Nursing and Midwifery in Dublin, Duffield says the Australian system is not dissimilar to Ireland.

“I suspect it is more the lifestyle which is different. The system here [in Australia] is slightly more professional, and far more international in its outlook,” says Duffield.

“Cleaning beds and domestic cleaning are not nursing duties here.”

She says adapting is not challenging, but there are some differences, including Magnet hospitals – accredited through an American system for recruiting and maintaining quality nursing staff.

Describing Sir Charles Gairdner Hospital in Western Australia, Duffield says: “When you walk in there, it does feel different. I don’t know how sustainable that is.

“It’s hard to describe but you know when it’s a good hospital. There is a nice feel to it; professional and friendly, people know what they are doing there.”

According to Magnet programme manager at St Vincent’s Private Hospital in Sydney, Xantha Jones, “The bar is lifted on the delivery of patient care as nurses are required to review their practice and encouraged to provide evidence-based care to their patients.”

Jones, who emigrated from England in the late 1980s, says there are 88 criteria to the programme, giving nurses more autonomy in making decisions.

Duffield recommends nurses compare the state systems.

“There are good patient ratios in states which have mandated ratios like Victoria and New South Wales.

“In Western Australia, they are quite well staffed as well. And there’s lot of research going on there,” she says.

Further details on nursing visas available from immi.gov.au/skilled

Further details available from anf.org.au and nurseinfo.com.au
Nursing salaries in Ireland available from inmo.ie

‘I’m not getting the experience that I need to work in an acute setting. With the embargo, the opportunity to climb the ladder does not exist in Ireland’ 

There is no country right now that has the same allure for a generation of aspiring Irish emigrants than Australia….continued.

Full text: http://www.irishtimes.com/newspaper/health/2011/0913/1224304017733.html
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Turkey's medical staff numbers low compared to Europe
Today’s Zaman, Turkey
14/09/2011
Turkish Health Minister Recep Akdağ said in a speech on Tuesday at the 61st session of the World Health Organization (WHO) that the number of Turkish doctors and nurses is low compared to European figures. 

Akdağ claimed that the biggest problem in the Turkish health sector is the “lack of medical staff.” Akdağ mentioned that there are 150 doctors and 200 nurses per 100,000 people in Turkey and that when these numbers are compared to European figures, they are low.

Focusing on the shortage of doctors, Akdağ added that the Health Ministry aims to help solve the problem by calling on foreign doctors to work in Turkey, plans that have sparked reactions among the public and doctors against the idea.

Opponents to the Health Ministry's proposal have noted that the newcomers will not know Turkish and that not many Turkish people can speak English, which makes the planned project illogical. They suggest that instead of bringing foreign doctors to the country, new doctors should be trained in Turkey and that calling on foreign doctors would not be permanent solution.

Akdağ responded to these comments in his speech at the WHO meeting, claiming that not knowing Turkish is not an obstacle; doctors who can speak Turkish can be chosen among the applicants. Akdağ noted that Turkey always sends people abroad to work and that he would like to see Turkey address its “brain drain” by inviting foreign doctors to work in the country.

Turkey plans to employ 500,000 foreign doctors this year, and the Health Ministry predicts this figure could increase over the next few years. Meanwhile, the ministry is planning to come up with other ways to improve the healthcare sector and train health staff in Turkey to eliminate the shortage of medical staff permanently in Turkey.
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Huge growth in long-term waiting list for NHS patients in Wales

Wales Online
09/09/2011

by Madeleine Brindley
THE number or patients waiting more than 36 weeks for NHS treatment in Wales is now more than 10 times higher than just a year ago.

Waiting times figures show 7,069 people were waiting more than 36 weeks for treatment at the end of July – a year ago, the same figure was just 696.

It is understood eight out of 10 people waiting more than 36 weeks for treatment are orthopaedic patients.

The British Medical Association told the Echo longer waiting times are a direct result of some 400 doctor vacancies across Wales.

Dr Richard Lewis, the BMA’s Welsh secretary, said: “It’s not surprising waiting times are rising – there’s an acute shortage of consultants, middle grade and junior doctors across Wales.

“Until we have enough doctors to treat sick patients, waiting times will continue to rise.”

The latest waiting times figures come just days after the Echo revealed a plan to send orthopaedic patients from South Wales to English NHS hospitals in Newcastle, Herefordshire and London and to local private hospitals for surgery.

Shadow Health Minister Darren Millar said: “To put it simply – the government’s targets really aren’t worth the paper they’re written on.

“More and more patients are waiting longer for treatment – often in discomfort – while Labour ploughs on with its savage cuts to the health budget.

“What makes this situation worse is the predictability of the rise. Why should Welsh patients have to put up with a health service where ever-increasing waits become a way of life?”

The Welsh Government’s waiting times target for 2011-12 is that the NHS “ensures timely access to planned services” and that 95% of patients are seen within a maximum referral to treatment time of 26 weeks. The upper limit is 36 weeks.

A Welsh Government spokesman said: “The vast majority of people continue to be treated within target times, and we are working closely with NHS organisations to improve performance.

“If orthopaedic performance was excluded, we would have achieved our target every month since October 2009.

“Cardiff and Vale University Health Board recently suggested in a board paper one possible option it is exploring to get patients treated faster is the use of independent sector facilities, though they would be staffed by NHS staff.

“This is not a departure from our manifesto commitment or One Wales, but one of a range of solutions to a specific short-term capacity gap to remove the backlog of long waiting orthopaedic patients.”
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GMC calls for induction training for foreign doctors
The Guardian, UK
16/09/2011
Press Association

Newly qualified and foreign doctors need to go on a basic induction course before they start working in the UK amid fears they may be not be fully prepared to start treating patients, according to the General Medical Council.

Those entering the UK health service for the first time should be given a basic induction, the GMC said.

It made the suggestion after a new report, published on Friday, found some new doctors start clinical practice with little or no preparation for working in the UK, while some locums are taking on duties without appropriate training.

Last year a government-ordered review into out-of-hours healthcare called for proper inductions for all doctors who had never worked out-of-hours or in the NHS before.

It came after a coroner ruled David Gray, 70, was unlawfully killed by German doctor Daniel Ubani in February 2008 when he injected him with 10 times the recommended dose of painkiller diamorphine.

An inquest heard Ubani, 67, was providing cover for GPs in and around Newmarket, Suffolk, when called to treat Gray at his home in Manea, Cambridgeshire.

The GMC report found doctors going into the health service for the first time – including those from abroad, as well as newly registered doctors, need better support to practise safely.

Its recommendations include an induction programme for all doctors new to the UK health service. Plans for the induction are due to go to the GMC council before the end of the year.

According to the regulator, every year roughly 12,000 doctors from the UK, Europe and countries around the world start working in the UK for the first time.

The report, which uses GMC and other data, said more needs to be done to make sure induction is consistent for all doctors, especially those from outside the UK.

An induction programme would make sure they get an early understanding of ethical and professional standards they will be expected to meet, and become familiar with how medicine is practised across England, Wales, Scotland and Northern Ireland.

The report found while there were some good local schemes for doctors new to practice, there was evidence of new doctors undertaking clinical practice with little or no preparation for working in the UK, or locum doctors taking on duties without appropriate training.

Earlier this month a six-figure sum was handed to the family of a young father who died from blood poisoning on Christmas Day after he was misdiagnosed by a locum GP.

Malcolm Drake, 23, from Blurton in Stoke-on-Trent, died in 2007 from sepsis after he developed an abscess following a perforation in his bowel as a result of undiagnosed Crohn's disease.

He was sent home twice from hospital, the second time misdiagnosed with a muscle strain by locum GP Dr Aw – working out of hours and on his first day at the hospital, law firm Irwin Mitchell said.

Stoke-on-Trent primary care trust has since admitted the locum should have sought an immediate second opinion.

The GMC said it plans to work with doctors' employers and professional organisations to develop a basic induction programme for all medics.

GMC chief executive, Niall Dickson, said: "While there is much to celebrate about medical practice in the UK, the challenges are also clear – we must do more to make sure that all doctors understand the standards expected of them.

"Developing an induction programme for all doctors new to our register will give them the support they need to practise safely and to conform to UK standards.

"This will provide greater assurance to patients that the doctor treating them is ready to start work on day one.

"We hope this report will contribute to a better understanding of the challenges the profession faces as well as challenging us and those we work with to redouble our efforts to improve standards and protect patients."

The GMC said challenges included an ageing population with more complex health needs, and tension between a health service that must deliver care with constrained funding and within European working time rules.

It also said common areas of complaints about doctors covered clinical investigations or treatment; respect for patients; and communication with patients.

It said revalidation – where licensed doctors have to regularly show the GMC that they are up to date and fit to practise – would be introduced in 2012, helping to embed professional standards.
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Le Conseil des Etats s'inquiète de la pénurie de médecins 

La Tribune de Geneve
13/09/2011
La pénurie de médecins inquiète le Conseil des Etats. Mais pas question pour autant de fixer un nombre minimal de places d’étudiants dans les facultés de médecine. Au nom du fédéralisme, il a enterré mardi une motion du National par 18 voix contre 15.

Le texte voulait charger le gouvernement de fixer des minima et de lier l’octroi de fonds fédéraux aux facultés de médecine au nombre de places d’étudiants proposées. La Suisse a cru longtemps qu’elle avait trop de médecins; or, c’est l’inverse, a noté Luc Recordon (Verts/VD).

Environ la moitié des généralistes vont quitter leur activité au cours des dix prochaines années. Aujourd’hui déjà, la Suisse importe un millier de médecins par année, a avertit Filippo Lombardi (PDC/ TI), fustigeant ce «vol de cerveaux».

La pénurie actuelle est certes problématique, mais le nombre de places dans les facultés cantonales ne doit pas revenir à la Confédération, a jugé Felix Gutzwiller (PLR/ZH).

Même les appels de Didier Burkhalter ont été vains. Le fédéralisme a échoué dans ce domaine, même si le nombre de places d’étdes en médecine humaine a augmenté au cours des dix dernières années, a lancé le conseiller fédéral.

Il est certes nécessaire de maintenir un numerus clausus pour sélectionner les meilleurs en médecine. Mais quelque 1080 places pour 4000 candidats ne suffisent pas pour assurer la relève, d’après lui.
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Pour une modulation des cotisations des médecins

Le Monde, France
09/09/2011

Pour lutter contre les déserts médicaux, la Cour des comptes prend le contre-pied des politiques actuelles. Devant l'inefficacité des dispositifs d'aides incitant à l'installation dans des zones sous-dotées en médecins, « d'autant moins efficaces qu'ils sont redondants et concurrents », les magistrats financiers recommandent de moduler la prise en charge des cotisations sociales des médecins en fonction de la répartition territoriale. Un médecin exerçant dans une zone où il en manque cotiserait donc moins et les autres plus. Cette mesure devrait s'appliquer à tous les praticiens, même déjà installés, pour ne pas faire peser toutes les contraintes sur les nouveaux diplômés.

La Cour, qui s'est intéressée de près à la présence des médecins sur le territoire, s'étonne de voir que 90 % des inégalités géographiques de répartition s'observent entre les bassins de vie d'une même région et seulement 10 % entre régions. Elle propose d'élaborer une nouvelle cartographie, plus précise et plus homogène, des zones sous-dotées.
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La Administración recorta 400 millones a los médicos 

Redacción Médica, Spain
15/09/2011

Los médicos españoles sufrieron en el año 2010 un fuerte recorte en sus sueldos. Esa es la principal conclusión que se desprende del estudio elaborado por Vicente Matas, del Centro de Estudios Sindicato Médico de Granada. “El gobierno vendió a la opinión pública que el recorte era del 5 por ciento de media para los empleados públicos, pero por desgracia para los médicos el recorte en los sueldos fue muy superior, en concreto superó el 8 por ciento en muchos casos, variando según comunidades autónomas, complementos personales y número de guardias”, explica Matas.

El trabajo explica que se recortaron todos los conceptos (incluidos en algunos Servicios de Salud conceptos que nunca se habían revalorizado) un por ciento y se recortó el sueldo y los trienios de la paga extra de diciembre en más de un 46 por ciento, con el agravante añadido que se quedó por debajo de los importes que cobraban dos categorías inferiores. En concreto, explica Matas, el sueldo quedó para los médicos en 623,62 euros, un 5,84 por ciento por debajo de los empleados del grupo A2 que cobraron 662,32 e inferior en un 11,95 por ciento a los trabajadores del grupo B que cobraron 708,25 euros de sueldo en la extra.

Además alerta de que en las nóminas del año 2011 el recorte se ha ampliado y ha afectado a las dos pagas extras, de tal forma que, con leves modificaciones en el importe, las dos pagas extras han sufrido una disminución de más del 41 por ciento con relación a la cobrada en el primer semestre del año 2010.

De esta forma, concluye que dependiendo de la antigüedad, nivel de carrera, tarjetas adscritas, guardias, etc., la pérdida estaría entre unos 3.000 hasta más de 5.000 euros/año.

Matas echa cuentas y afirma que si se considera una media de 4.000 euros/año de pérdida para unos 100.000 médicos, “la cantidad que nos sale son 400 millones de euros, una aportación importante de los médicos españoles para combatir el déficit. Lo que hace falta es que ese ahorro no se destine a gastos superfluos, inútiles e ineficientes, en definitiva que no se destine a seguir engordando con chocolate a los muchos loros que existen, la obesidad no es buena y mucho chocolate tampoco, ni siquiera para los loros”, ironiza.

See graphic: http://www.redaccionmedica.es/noticia/la-administracion-recorta-400-millones-a-las-nominas-de-los-medicos-8154
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MSP tiene 45 días para revertir falta de médicos en el interior

El País, Uruguay
15/09/2011
El presidente José Mujica le exigió al ministro de Salud Pública, Jorge Venegas, que en 45 días tenga por escrito un plan para revertir la falta de médicos en el interior. 

El mandatario le envió una carta al secretario de Estado donde le exhortó que ataque un problema que pone al Estado en riesgo de incurrir en "omisión de asistencia", dijeron al semanario Búsqueda fuentes oficiales. 

Una idea que Mujica había manejado era que los médicos "devolvieran a la sociedad" con trabajo durante dos años en el Interior lo que ésta les dio en materia de impuestos y, de esta forma, revertir la carencia de galenos en las zonas rurales. 

Sin embargo esa propuesta fue dejada de lado por el propio presidente ayer, tras una reunión con autoridades del Sindicato Médico (SMU). 

 Según Búsqueda, Mujica se molestó por la postura del SMU de que "nadie puede obligar a un profesional a trabajar donde no quiere", de acuerdo a lo informado en un comunicado. 

Decidió entonces enviarle el lunes 12 a Venegas la misiva donde le impuso el plazo de un mes y medio para presentar por escrito las propuestas, sean políticas, legislativas o de otro tipo. 

De acuerdo a las fuentes consultadas por el semanario, Mujica criticó que se haya "banalizado" y "ridiculizado" la "tragedia de fondo" al aludir a conceptos como de la libertad de trabajo y que el gobierno pretende una retribución social por parte de los profesionales. 

Para Mujica, todo ello dejó de lado el núcleo del problema, que es que la mayoría de los serviciosx médicos se prestan en Montevideo y sus cercanías, y que incluso cuando surgen experiencias exitosas en el interior aparecen obstáculos por "burocracia centralista" o "corporaciones profesionales", agregaron las fuentes. 

Agregaron que el mandatario reconoció que es un problema que se arrastra desde hace mucho tiempo y que tiene en parte raíces "socioestructurales". Pero le marcó a Venegas con fuerza que está decidido a cambiar las cosas. 

"No hay voluntad política de seguir haciéndose los distraídos", escribió Mujica en la carta según las fuentes consultadas. 
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Anestesiólogos iniciaron renuncias masivas al MSP

ABC, Paraguay
14/09/2011
Médicos anestesiólogos contratados presentaron ayer sus renuncias a hospitales del Ministerio de Salud Pública, en reclamo de mejores condiciones salariales y laborales. En el Hospital Maternoinfantil San Pablo, siete anestesiólogos y galenos de otras especialidades dimitieron de sus cargos, pero siguen atendiendo a pacientes de acuerdo a lo exigido por la ley.

El Dr. Vicente Acuña, director del nosocomio, afirmó que los profesionales renunciantes corresponden a la totalidad del plantel de anestesia, además de otros especialistas como clínicos, ginecólogos y pediatras. “Vamos a tramitar todo esto para que (las renuncias) sean llevadas al Ministerio como corresponde”, expresó el médico, al recordar que una vez presentada la nota los profesionales deben seguir brindando atención por 30 días.    

El galeno afirmó que no tienen aún conocimiento de que los anestesiólogos se declaren en paro, y que la atención se está realizando normalmente. “Hasta ahora no nos han comunicado oficialmente que ellos tomen otra medida de fuerza”, expresó.    

Acuña indicó que con la falta de estos profesionales la prestación de servicios se vería afectada, en especial las cirugías ginecológicas y de mama programadas que se realizan unas 10 por semana. En cuanto a los partos y las urgencias, afirmó que deberán realizarse con el personal disponible.    

La misma situación también se registró en el Hospital de Barrio Obrero donde médicos de diversas especialidades también presentaron sus renuncias, según informaron en el nosocomio.    

La protesta realizada por los profesionales del Ministerio de Salud Pública cuenta con el apoyo de los gremios médicos del Hospital de Clínicas y el Instituto de Previsión Social (IPS).    

El Dr. Walter Morínigo, secretario general del sindicato de profesionales anestesiólogos del Hospital de Clínicas, afirmó que no descartan un apoyo más formal a la medida impulsada por sus colegas de Salud Pública.    

También garantizó la realización de cirugías programadas y de urgencia en el nosocomio, dependiente de la Universidad Nacional de Asunción.    

“Es inadmisible que el Ministerio de Salud Pública, argumentando un eterno déficit presupuestario, esté obviando el proceso de nuestro trabajo que debe darse en condiciones habituales en tres fases”, expresó Morínigo.

Además de mejores condiciones salariales y de trabajo, los anestesiólogos también reclaman el veto a la ley que debía regular esta práctica médica.
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Aumentan hospitales... faltan medicos

Plano Informativo, Mexico
11/09/2011
Reforma

La ampliación de la oferta hospitalaria en los últimos cinco años no va de la mano con el aumento de recursos humanos.

De acuerdo con datos del Quinto Informe del Presidente Felipe Calderón, en lo que va del sexenio, el número de nosocomios se incrementó en 144 y se realizaron 2 mil 40 obras de ampliación y rehabilitación.

No obstante, el aumento de personal médico es marginal.

El líder del Sindicato Nacional de Trabajadores de la Secretaría de Salud, Marco Antonio García Ayala, dijo que en los estados se ha reportado saturación en los hospitales generales. 

En tanto, los de alta especialidad operan a medias, según el dirigente gremial y funcionarios de Salud federal.

"El promedio de ocupación de los hospitales regionales de alta especialidad sigue siendo menos de un 50 por ciento. Tan sigue siendo menos, que la plantilla no rebasa 50 por ciento de esas 6 mil plazas que hay para ellos", expuso en entrevista.

Por ejemplo, el de Ciudad Victoria, Tamaulipas, inaugurado en abril de 2009, registra menos de 30 por ciento de ocupación.

En Chiapas prevalece la mala atención, la falta de medicamentos y la saturación de servicios, además de los conflictos laborales entre el personal, advirtió personal sindicalizado del sector salud.

"Hoy en día, el Gobierno del estado presume que Chiapas cuenta con una gran infraestructura de salud, pero en los hechos estamos igual que hace 20 años", sostuvo Javier Zepeda, uno de los líderes de la disidencia del sindicato de Trabajadores del Sector Salud en la entidad.

"De qué sirve tener grandes hospitales si no se cuenta con medicinas, si hacen falta médicos y enfermeras, si no hay especialistas y, por si fuera poco, tenemos que hacer frente a la intromisión y acoso de los altos funcionarios", acusó.

El Hospital de Las Culturas de San Cristóbal de las Casas, dijo, opera al 50 por ciento de su capacidad. Además los hospitales regionales de Tuxtla Gutiérrez, Tapachula, San Cristóbal de las Casas, Comitán, Ocosingo, Palenque, Cintalapa, entre otras ciudades con alta población, siempre están sobresaturados.

"Tengo Seguro Popular, pero ni así me quisieron hospitalizar", acusó Pedro Gómez, un indígena del municipio de Tenejapa que sufrió doble fractura por una caída cuando hacía reparaciones en su casa.

Ante la negativa de ser atendido en el hospital regional de San Cristóbal de las Casas, tuvo que vender todos sus borregos para internarse en una clínica particular.

Impactan a nosocomios fallas operativas

A pesar del incremento de recursos que ha recibido el sector salud a lo largo del sexenio, la falta de personal especializado y de equipo médico así como el desabasto de medicamentos impacta en la operación de los hospitales públicos.

En Querétaro se requieren al menos 280 camas nuevas así como la contratación de mil 800 trabajadores, entre médicos y enfermeras, para alcanzar los primeros 10 lugares en materia de cobertura de salud, según autoridades estatales.

En Hidalgo, el sector enfrenta un déficit de al menos mil médicos y 3 mil enfermeras así como de instrumental médico. A ello se suma que el Hospital Integral de Atlapexco, uno de los 14 que operan en el estado, se encuentra fuera de servicio por mantenimiento y ampliación, en detrimento de los pacientes de la región de la huasteca y sierra del estado.

"Tenemos un déficit importante de médicos y enfermeras, eso ya lo hemos hablado con las autoridades y esperamos que el tema se resuelva. Es verdad que se ha crecido en infraestructura pero ahora falta equilibrarlo con personal, con instrumental y con medicamentos y otros materiales necesarios para brindar un mejor servicio", aseguró la líder del Sindicato Nacional de Trabajadores de la Secretaría de Salud (SNTSS) en Hidalgo, Sonia Ocampo Chapa.

Para el dirigente nacional del SNTSS, Marco Antonio García Ayala, una de las causas de las fallas en la operación de los hospitales es la deficiente transferencia de recursos a las propias unidades médicas, pues las secretarías de finanzas de los estados retienen los recursos federales hasta por meses.

"Los recursos son recibidos por las secretarías de finanzas de los estados (...) los retienen más tiempo del debido, a veces hasta tres meses tardan en actualizar los recursos.

"Por una cuestión administrativa se tiene lo más grave, que es el desabasto de medicamentos y desde luego en el caso del personal", agregó.

Por separado, el titular de la Secretaría de Salud de Tlaxcala (Sesa), Jesús Fragoso Bernal, reconoció que pese a que se ha hecho una inversión histórica en el sector, la red de hospitales y unidades médicas no es eficiente.

Plantillas de personal administrativo infladas, mala planeación en abasto de medicamentos y equipamiento obsoleto, además de nuevos hospitales que se quedaron como elefantes blancos, son algunas de las deficiencias detectadas por el Gobierno que encabeza Mariano González Zarur que, dijo, llevarán al menos dos años en resolverlas.

"En el sexenio pasado se hizo la mayor inversión que se ha hecho en Tlaxcala en salud, y sin embargo no modificaron para nada la mortalidad y la morbilidad de la gente...se invirtió y no se impactó, y eso es ineficiencia", aseveró.

Reclamos con paros

En Veracruz se han hecho constantes los paros parciales de personal sindicalizado en demanda de medicamentos, suministros y recursos para la atención de pacientes.

"Pedimos que doten a los trabajadores de instrumentos y materiales de buena calidad y en suficiente cantidad para realizar su labor, pedimos mejoramiento del parque vehicular y que designen a mandos medios con el perfil adecuado y experiencia en el sector", resumió el dirigente del SNTSS en la zona sur, Mario Colonna de la Rosa.

Advirtió que el problema de falta de medicamentos no sólo lo enfrentan las instituciones del Gobierno federal, sino que también aqueja a los centros de salud, hospitales y clínicas dependientes de la Secretaría de Salud de Veracruz.

Recientemente, el titular de la dependencia veracruzana, Pablo Anaya, expuso que las auditorías aplicadas a las instituciones de salud arrojaron como resultado un desorden administrativo.

"Se continúan haciendo las auditorías, son 14 auditorías en el estado (...) la constante de las auditorías ha sido el desorden administrativo, que podría justificarse por el exceso de trabajo, pero es una situación que provoca el derroche del presupuesto", admitió.

4
Servicios pediátricos en hospitales están desiertos

El Universal, Venezuela
12/09/2011

DELIA MENESES
La atención pediátrica en los hospitales de Caracas atraviesa momentos complicados. En seis hospitales, la mayoría del Oeste, las áreas de pediatría están cerradas o trabajando a 25% de su capacidad por la ausencia de residentes o una infraestructura deteriorada. La población infantil es víctima frecuente del ruleteo. 

En el principal hospital pediátrico de la capital, el J.M. de los Ríos, al menos 300 muchachos esperan ser operados en diferentes especialidades, apenas funcionan 200 camas de 400. Hay 8 quirófanos inoperativos (operan 2 de 10 que tenían hace 3 años). Solo quedan activos los ambulatorios que ahora se usan para todas las cirugías. Aunque no son los adecuados allí se han realizado incluso trasplantes renales. 

El servicio de Nefrología del J.M. es el único del país que realiza hemodiálisis a niños que pesan menos de 12 kilos. Actualmente hay nueve pacientes y una sola máquina para tratarlos con el riesgo de que se dañe y la atención se paralice. 

En el complejo hospitalario José Ignacio Baldó, en El Algodonal, el área de pediatría, un edificio con capacidad para 120 camas de hospitalización, está cerrado hace cuatro años cuando comenzaron las remodelaciones. Hoy las obras están paralizadas y el lugar saqueado. 

"En la planta baja se robaron las conexiones eléctricas. Lo poco que se avanzó se perdió", dijo César Rojas, jefe de Pediatría. Hoy el servicio funciona en dos áreas improvisadas en Obstetricia y Medicina Interna apenas con 40 camas, 80 menos de las que debería tener. 

La atención infantil en El Algodonal está limitada solo a pacientes con patologías respiratorias, área en la que este hospital es centro de referencia nacional. "Llegamos a tener 36 residentes de pediatría, 12 por cada año, pero fue disminuyendo y ahora no tenemos ninguno, solo estamos trabajando con 2 residentes de neumonología. La emergencia pediátrica, que antes recibía 150 niños por día, tiene dos años cerrada porque con dos médicos no podemos atender la demanda de la población. A muchos pacientes los remitimos al Pérez Carreño, que nos queda cerca pero está abarrotado de gente", aclara Rojas. En El Algodonal se ven unos 20 pacientes diarios. 

La crisis de residentes de pediatría tiene sus orígenes, según Rojas, en que ésta es un área más sacrificada y que aporta menores ingresos. Las especialidades quirúrgicas son las que tienen más demanda para los postgrados, porque son las más rentables. 

Cierre técnico 

Un niño con apendicitis que llegue al Hospital General del Oeste Dr. José Gregorio Hernández (Los Magallanes de Catia) probablemente deba ser remitido a otro centro. Por falta de residentes la sala de urgencias pediátricas funciona hasta la 1 pm y solo para atender consultas. Lo que resulta más chocante para los usuarios es observar un servicio impecablemente remodelado como el de Pediatría Médica cerrado por falta de médicos. El área que debería contar con 18 residentes, está desierta. Pediatría Quirúrgica está funcionando con un solo médico, le faltan 5. 

El mismo problema lo sufre el Materno Infantil de Caricuao que actualmente opera a 25% de su capacidad. Aquí no hay ningún residente de pediatría y de 22 especialistas solo hay 8. "Hay guardias donde no hay pediatras y la emergencia pasa tres días sin médico. La consecuencia es el ruleteo permanente. Muchas veces se remite a los pacientes a los CDI de la parroquia pero algunos no quieren ir porque allí no consiguen especialistas. Otros van al Pérez Carreño o a la Clínica Popular de Caricuao", explica un trabajador del Materno Infantil que pidió reservar su identidad. Agrega que en los postgrados los concursos de pediatría están desiertos. "El médico no tiene estabilidad económica, no tiene seguro HCM ni política habitacional, está peor que los obreros". 

A este centro de Caricuao llegan niños de Macarao, Los Teques, El Junquito con todo tipo de afecciones. La emergencia atiende un promedio diario (en 24 horas) de 150 a 200 niños pero podría recibir al doble si el personal médico estuviese completo. 

Para Manuel Parra, jefe del servicio infantil del hospital de Lídice, los pediatras se van a la medicina privada porque lo que ganan en los centros públicos no les alcanza ni para pagar el alquiler de una residencia digna. "Aquí trabajamos a media máquina. Tenemos infraestructura y equipos, pero de 18 residentes solo hay 6 y me faltan 5 especialistas en Pediatría". En diciembre estarán peor, de los 6 residentes se van 3 porque se gradúan. 

Al Lídice llegan niños con cualquier tipo de patología, pero a veces faltan insumos básicos para el tratamiento de niños asmáticos. "Tampoco tenemos terapia intensiva, hay que llamar y pedir cupo en otros hospitales pero es difícil encontrarlo". De 100 a 120 pacientes al día recibe todo el servicio de pediatría del centro pero este número se duplicaría si hubiese los médicos necesarios. Lo mismo ocurre en el área triaje (las que no son emergencias). "Una consulta de triaje puede manejar 40 pacientes entre mañana y la tarde este número podría subir a 120 si tuviéramos el personal completo". 

El área de pediatría del hospital Periférico de Catia está cerrada. Desde abril, en el ajetreado servicio que atendía hasta 150 niños al día, el personal cumple horas de aburrimiento, porque no tienen la acometida eléctrica que requieren para activar la luz eléctrica, el aire acondicionado y los demás equipos al mismo tiempo. 

Xiomara Delgado, del servicio de Pediatría, explicó que solo se están recibiendo estrictas emergencias que se atienden fuera del área de pediatría. "Allí no hay condiciones mínimas para trabajar, las posibilidades de contaminación son altas". 

En cuanto a personal hoy son la mitad de lo que eran hace un año. Hay 15 médicos y antes el servicio tenía 28 pediatras. "Hace dos años que no tenemos residentes de postgrado". 
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Males crónicos afectan comunidades remotas

La Tribuna, Honduras
09/09/2011

CORTÉS.- Con el afán de buscar mecanismos para atender la alta demanda de servicios médicos en algunas comunidades remotas de Cortés, se reunieron el hoy, representantes de la Región Departamental de Salud, la Asociación de Municipios de Honduras (Amhon) y la Universidad Nacional Autónoma de Honduras (UNAH).

En ese sentido, los alcaldes de los 11 municipios externaron su preocupación por la falta de médicos en comunidades alejadas que por diversas razones no cuentan con los servicios y que urgen que se solvente esa situación.

El alcalde de Pimienta, Raúl Ugarte, dijo, que buscarán conciliar los equipos del último año de la carrera de Medicina de la UNAH  y egresados de la máxima casa de estudios, para que puedan acudir a las comunidades y de esa forma, hacer un enfoque preventivo.

Según Ugarte, actualmente en las aldeas se está dando una alta incidencia de enfermedades crónicas como la diabetes, alta presión o hipertensión arterial, por lo que a través de los galenos se podrían controlar mejor.

De acuerdo al funcionario, este proyecto tendrá un enfoque a mediano o largo plazo, con la finalidad de transformar las condiciones de vida y educar a la población, sobre el cuidado de ese tipo de males.

Por su parte, el subdirector de la Región Departamental de Salud, Juan José Leiva, explicó, que la iniciativa consiste en crear equipos de trabajo, para que laboren en municipios específicos, para atender a la población de escasos recursos.

Indicó, que la propuesta de la UNAH, es que se haga uso de los doctores que salen a brindar servicio social y enfermeras, quienes al final harán labores de campo y prevención, para hacer que los centros hospitaleros no se sobrecarguen de pacientes con padecimientos crónicos.

6

En Paraguay hay medicina de Guerra

ABC, Paraguay
14/09/2011
La Federación Nacional de Trabajadores de la Salud (FNTS) dio a conocer ayer un comunicado a las autoridades del Gobierno nacional y a la opinión pública, para manifestar el apoyo al sector de anestesiología que busca reglamentar la profesión y sostiene que en Paraguay se hace “medicina de guerra”.

Recalca que actualmente se realiza una medicina de guerra al no tener las condiciones logísticas apropiadas para desarrollar sus conocimientos en beneficio de los pacientes y expuestos constantemente a demandas de mala praxis.    

Resalta igualmente el descontento generalizado que se viene observando dentro del MSP, ante el abandono que sufren los profesionales de los hospitales generales y especializados, desemboca en conflictos, como los de anestesia por la falta no solo de una ley sectorial, sino el de una ley general, como es el anteproyecto de ley carrera sanitaria impulsada por la FNTS desde hace 5 años.    

“Vemos diariamente, sin que ello perturbe a las autoridades ministeriales, la cruel realidad de abandono de los hospitales, que por suerte va sumando voces de protesta de diferentes sectores buscando revertir las malas condiciones laborales y de atención a los enfermos”, añade el comunicado.    

Menciona igualmente el descontento que empieza a surgir entre los trabajadores y profesionales de los hospitales, principalmente los especializados, es ante la falta de insumos y medicamentos en los servicios médicos, que apeligran no solo al profesional sino a los propios enfermos.    

La federación sostiene además que el MSP  se ha fragmentado definitivamente. “El nuevo ministerio, el de la Atención Primaria de Salud (APS) que presenta logros importantes en papeles, con un aumento de su presupuesto para pago de salarios, pero sin cambiar la situación de los enfermos”.    
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Médicos amenazan con huelga

Crítica, Panamá
13/09/2011

Los médicos no descartan una huelga ante las destituciones y "atropellos" que se están dando en contra del gremio.

Fernando Castañeda, vocero de la Comisión Médica Negociadora Nacional (Comenenal), aseguró que mañana en el marco de una reunión se tomará la decisión de abocarse a una paralización o cualquier otra acción de fuerza porque no están dispuestos a que los médicos los amenacen y destituyan por denunciar las irregularidades dentro del sistema de salud.

Afirmó que los médicos están cansados de que el Ministerio de Salud y de la CSS traten de desviar la atención de los problemas de salud como el dengue y la bacteria nosocomial KPC. 

"Hemos denunciando y seguiremos denunciando que hay falta de insumos, medicamentos y que las instalaciones hospitalarias están abandonadas", resaltó.  
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Médicos deixam PSF no interior após determinação do Ministério Público 

Gazetaweb, Brazil
14/09/2011

Regina Carvalho 

Sem ter como cumprir a carga horária de 40 horas semanais, estipulada pelo Ministério Público Federal (MPF), médicos estão deixando o Programa de Saúde da Família (PSF) no interior de Alagoas. Há ainda a ameaça de debandada geral em algumas cidades após decisão, conforme informou o Sindicato dos Médicos (Sinmed) nesta quarta-feira (14).

O presidente do Sindicato dos Médicos de Alagoas (Sinmed), Wellington Galvão, informou que a tendência é que nos próximos dois meses, o PSF deva perder mais da metade dos médicos que trabalham nos municípios. “Quando foi fechado o valor de dez salários mínimos para quarenta horas semanais a realidade é outra. Hoje os profissionais estão indo embora, trabalhando em outros locais porque agora não dá mais”, disse Galvão.

Antes da decisão do MPF, os médicos trabalhavam cerca de trinta horas semanais e ganhavam por volta de dez salários mínimos. Agora, o salário vai permanecer o mesmo, aumentando em dez horas a carga horária. “No Sul do País, um médicos ganha cerca de quarenta salários mínimos. O salário aqui está defasado, aí não tem como segurar o profissional, ele está indo embora”, acrescentou.

O Sinmed dispõe de informações sobre a situação nos municípios de Palmeira dos Índios e Cajueiro. Na primeira cidade, pelo menos 22 profissionais estariam dispostos a pedir demissão em massa e onze no segundo. “Para a população que depende do PSF vai ser muito difícil. É lamentável o que está acontecendo. Em Maceió, existe plano de carreira e não temos o mesmo problema”, falou Wellington Galvão.

A próxima semana promete ser decisiva para o andamento do programa onde trabalham mais de 700 médicos nos municípios do interior e da capital. É que está programada a saída de mais profissionais. 

A audiência pública realizada pelo MPF/AL aconteceu no mês passado e alertou para as recomendações expedidas para o cumprimento integral da jornada de 40 horas semanais do PSF, sob pena de responsabilização no âmbito judicial.
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