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Health Workers Not to Blame for Country's Poor Healthcare
Weekly Observer, Uganda
20/05/2009

ANALYSIS

Francis Kiwewa

There is only one doctor in Uganda for every 20,000 patients. On average a single medical officer in a district hospital sees 100 patients per day in addition to attending to emergencies on a 24 hour basis.

It is easy for us to blame the frustratingly poor quality of health in Uganda on the hapless health work force, and to unanimously declare them the most insensitive and corrupt civil servants the world has ever witnessed. After all, are they not the custodians of health?

But the fundamental problem with the quality of healthcare in Uganda is not the health worker, rather the system. Any health system is perfectly designed to produce the results it gets. To keep blaming it on health workers is not only unfair but also exposes the level of ignorance of the real problem.

Uganda's health sector faces several problems: under funding, iniquities in financing and access to healthcare, poor resource allocation, mismanagement, and an inadequate and highly de-motivated work force. But none of the problems listed here are in the health workers' capacity to influence.

There is only one doctor in Uganda for every 20,000 patients. On average a single medical officer in a district hospital sees 100 patients per day in addition to attending to emergencies on a 24 hour basis. A job that is meant for 3-4 doctors is carried out by one person. This same person is supposed to provide a decent life for his or her family on less than Shs 650,000 per month and also save for the future. All the other members of the health work force are similarly affected.

The miserable logistical support provided for the health workers ensures that mistakes are a common occurrence. Many hospitals and health centres in the country are running on less than Â¼ of the required budget. As a result, they are always short of funds to ensure an uninterrupted delivery of services.

Most equipment in the hospitals are bought with no clear maintenance plan. Eight months after delivery the machine runs down usually from a simple mechanical problem but because no prior plan was put in place it is grounded forever.

As a result, despite having the equipment in hospitals the majority cannot even do the basic laboratory investigations referring patients instead to private labs or clinics. Contrary to what is widely believed, many of the privately owned pharmacies, labs and clinics belong to business people and politicians playing to exploit the gaps in the system.

Drug distribution

The drug logistic and delivery system is a chronic problem that frustrates both the health workers and the patients. The system is so unpredictable and erratic; it cannot predict drug requirements or prevent drug loss. No concrete plans have been implemented. Apart from the budget, the greatest problem in the drug logistics and supply chain is management related. The monopoly and over centralisation of the National Medical Stores need to be examined

Corruption

Perhaps the most damaging plague that is infesting not only healthcare but the Ugandan society today is corruption. The sheer lack of will to fight it is devastating. Many items and money meant to run health facilities leak out leaving patients and hospitals more vulnerable. Although each one of us has a moral duty to fight corruption, as individuals we can only do so much. What needs to be cleaned up is again the system that allows leakages to occur.

Ignorance

Strengthening the health information system so that it serves and responds to the needs of the users is a must if quality in healthcare is to be realised. The way it is structured today, the health information system is a data conveyor belt that moves in only one direction. The data collected is of no consequence to the local hospitals for planning purposes.

Ill-motivated staff

A demoralised health worker is perhaps more dangerous than a gun wielding goon. We entrust our lives to the health workers and yet they are not given the incentives to ensure their undivided attention. A doctor trained in Uganda can work in any hospital around the world. Yet we have looked on as their hard work and commitment goes without any recognition. That they are streaming out illustrates how desperate their situation has become.

Invest more

If the country seriously wants to make meaningful progress towards the Millennium Development Goals, it needs to invest in the work environment of those who will move us there. Poverty and health are neatly intertwined and one cannot achieve poverty reduction without investing in the health of the population. To date only approximately 45% of the population visit a health facility when they are sick. Of these, 44% seek care from the private clinics while 12% go to the pharmacy or drug shop.

This means that over 56% of expenditure on health is out of pocket. Considering that over 38% of the population lives below the poverty line (1USD/day), health could be one of those factors that are actually driving people into poverty. The government spends only 7.2% of the total budget on health, despite making a commitment to spend 15% of its total budget. With the health sector running at half the expected budget, it will be next to impossible to talk about quality health care in Uganda.

Insurance

The proposed introduction of the Social Health Insurance, although a good idea, the realities are different. SHI will not address the human resource issues for example, and is likely to worsen the unbalanced access to healthcare in favour of the already served. For a country heavily dependent on donor funding for health, one wonders if the issue of sustainability was considered. The percentage of the population employed in the formal sector is less than 20%; to work well the SHI depends heavily on a strong tax base and yet the majority of Ugandans are unable to meet their tax obligations.

The employed are already overburdened and any additional reductions from their small salaries is likely to compromise other social obligations.

Until our leaders start working for the interest of the people they purport to serve, the situation will only keep getting worse.

The writer is a student at Harvard School of Public Health in Boston.
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KZN health workers to march
News24, SA
16/05/2009

Johannesburg - Health workers affiliated to the Public Servants Association are to hold a protest march about salary parity in Durban on Saturday, the KwaZulu-Natal health department said. 

However on Friday, departmental spokesperson Leon Mbangwa said from their understanding there was no dispute to cause the need to march. 

He said in March the provincial bargaining council and the unions had met. 

At this time the health department confirmed it was committed to the process of establishing parity in salaries for emergency care personnel. 

"The implementation is underway." 

Permission from council

However, Mbangwas said the PSA had now notified the department that it had obtained permission from the eThekwini Council to march through Durban. 

He said the march was apparently in "support of their demands for parity in salaries, despite (an) agreement being reached". 

He said at an urgent provincial bargaining chamber meeting on Friday all trade unions had supported the implementation process. 

Mbangwa said the PSA had "admitted that it had made an error". 

Deliberately misleading members

He said the health department believed the PSA leaders had "deliberately misled their membership. 

"The PSA is not prepared to call off the march, despite no apparent dispute. 

"The Department is of the opinion that the march is absolutely unnecessary and will cause unnecessary disruption in the city." 

Mbangwa said emergency personnel on duty were not allowed to march. 

The PSA had been informed of this, and anyone who broke this rule would be disciplined. 

Mbangwa said emergency medical rescue services should continue as normal. 

Comment from PSA was not available. 

- SAPA 
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RDC: Appel aux infirmiers pour des soins innovants
Documentation et Information pour l’Afrique, Congo-Kinshasa
14/05/2009

Kinshasa,  – (D.I.A.) – L’Organisation mondiale de la santé, Oms, a lancé un thème « servir la communauté avec soins innovants » à l’occasion de la commémoration de la journée internationale des infirmiers pour l’an 2009. A cette occasion le ministère de la santé publique a organisé une matinée scientifique dans la salle du collège Boboto à la Gombe , en République Démocratique du Congo. 

Deux moments forts ont ponctué la journée, en prime un discours sur « L’infirmier et le système vaccinal et enfin l’allocution sur le grand thème « Servir la communauté avec  soins innovants ». 

Au cours de la matinée scientifique, Mr Bonny Sumaïli, administrateur chargé de la vaccination de l’Unicef est intervenu sur le premier thème en interpellant les infirmiers à la prise en charge des campagnes de vaccinations. Après son intervention, le professeur Franck Mutumbi, conseiller du ministre de la santé en charge de la gestion et de la structure publique a développé le thème « Servir la communauté avec soins innovants. »  Le professeur a rappelé aux infirmiers leur rôle de sauver la vie et d’assurer la sécurité des maladies. Il a indiqué que l’infirmier doit être flexible dans son esprit, son corps et sa moralité. L’infirmier doit avoir un esprit d’innovation non seulement dans la fabrication d’un nouveau médicament mais aussi dans la conception de ce nouveau médicament. Il a ajouté que les soins infirmiers doivent être autonomes et englober la promotion de la santé, la prévention de la maladie et les soins préventifs.  Le professeur Mutumbi a encouragé les infirmiers à avoir un esprit de recherche, à s’unir entre eux et occuper leur place dans la société. Dans cette même initiative le ministre provincial de la santé Clément Kokolo a exhorté les infirmiers de prendre conscience de la prise en charge des malades. 
Dans la série des témoignages en cette journée mémorable une infirmière rencontrée sur le lieu a révélé que l’Association des Infirmiers sans frontière, ISF, s’est impliquée dans le thème de l’année. La professionnelle de santé a précisé que dans cette initiative de servir la communauté avec soins innovants  ISF est dans la mise en œuvre des objectifs visés  entre autres intervenir partout au Congo et en dehors du territoire national, encourager des sections locales des ‘Infirmiers sans frontières’, œuvrer pour la diffusion et la promotion de l’enseignement obstétrical en chirurgie ; assister les individus nécessiteux. Diffuser, défendre et promouvoir la connaissance du droit de malades et organiser seule ou en collaboration avec d’autres organismes internationaux figurent aussi dans ces objectifs.  

Les satisfactions ou les peines des infirmiers sont diversifiés dans plusieurs domaines, a déclaré une autre infirmière.  Du point de vue professionnel, il n’y a pas de satisfactions dans le vrai sens du mot, a affirmé cette infirmière de   plus 15 ans de métier, parce que la profession n’est pas bien considérée dans le pays par rapport aux autres, c'est-à-dire des dirigeants et en particulier le corps médical qui ne considère pas les infirmiers comme leurs collaborateurs. « Du point de vue sociale : notre  profession est mal considérée par la société compte tenue du manque d’égards sur nos difficultés et nos souffrances.  Nous pouvons citer combien des infirmiers ont des logis et des moyens de déplacement qui leurs sont propres. Dans le volet matériel, parfois nous sommes buttés au manque de moyen adéquat pour un service ou un rendement adéquat ». 

Dans l’engagement auprès des malades, l’infirmière est de fois attaquée par des patients ou des gardes malades violents, s’est désolée une des leurs. Toutefois  le grand risque demeure la contamination lorsque des conditions de travail sont inadéquates. La  fatigue physique survient quelques fois  face à l’insuffisance de la main d’œuvre pour cause de rémunération insuffisante.   Avec cette insuffisante, l’infirmier est obligé de subvenir aux besoins familiaux, a souligné une infirmière de clinique Ngaliema. (De notre stagiaire Laetitia Kindeke, Facultés catholique de Kinshasa)
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BANGLADESH: Rural health care in the spotlight
IRIN
22/05/2009

DHAKA, 22 May 2009 (IRIN) - Rural Bangladesh is facing something of a healthcare crisis: State-run facilities there are facing acute shortages of doctors, nurses and technicians, and many people resort to traditional healers as a result. 

There is a huge disparity between the number of healthcare personnel in urban and rural areas, according to the government’s Directorate General of Health Services (DGHS). 

In some cases in Dhaka, health professionals outnumber patients: In the gynaecology and obstetrics department at Bangabandhu Sheikh Mujib Medical University (BSMMU), the prime medical institute of Dhaka, 106 physicians are on duty for a department which has the capacity to house 80 patients. 

But the exact opposite is the case in almost all rural areas - home to over 85 percent of the population. Here, there are large numbers of medical vacancies: Of the 90,000 public healthcare personnel positions in the country, 18,000 are currently vacant, including the posts of about 5,500 doctors, according to the Health Ministry. 

Bangladesh has about 48,000 registered doctors to serve its 145 million people, according to the DGHS.

UHCs 

Primary health care in the public sector is organised around the Upazilla Health Complexes (UHCs) at sub-district level; they work as healthcare hubs. UHCs have both in- and out-patient services and care facilities. Most commonly, they have in-patient care support with 31 beds; some UHCs have 50 beds.

In Dakop UHC in Khulna District, there are supposed to be 29 doctors, but in reality only four are ever on duty. According to the sub-district health and family planning officer, S.M. Akbar Hossain, the centre treats over 100 patients a day. 

Dakop UHC has had a vacancy for a dental surgeon for years. It has an ECG (electrocardiogram) machine which does not work because there is no one to fix and maintain it. The only emergency power backup system is a generator, which is never used for lack of fuel. This is scenario is typical in many sub-district healthcare centres (UHCs). 

Absenteeism 

Absenteeism plagues rural healthcare centres. At UHCs, 40 percent of doctors are regularly absent. At the smaller Union Health and Family Welfare Centres (UHFWCs), the sole doctor is absent 74 percent of the time, according to a World Bank report.

“I go to my workplace twice a week. I have to attend to my [private] patients here in Dhaka,” a doctor officially supposed to be working in Mymensingh, 75km from Dhaka, told IRIN on condition of anonymity. 

He told IRIN his private practice in Dhaka took up most of his time. 

“The standard of living at the place where I am posted is a joke. Commuting every day is also out of the question. There are other physicians at the centre. So the patients are not neglected,” he said. 

Stranded on the `chars’ 

The problem is not confined to the lack of personnel and equipment. People living in remote areas with poor transport links have a lower chance of surviving if they get seriously ill. 

The shifting river islands, locally known as ‘chars’, are the hardest places to get government doctors to go. Most do not have a qualified physician or health centres. 

“A few days ago, my six-year-old daughter was struck down with very high fever. By the time I had hired a trawler and taken my daughter to the doctor, she had passed away. Had there been a doctor in the `char’ region this outcome could have been avoided,” lamented Kamal Malut of Shariyatpur District. 

Mollar Char, Fulchhari Arendabari, Fulchhari Sadar and Fazlupur are four local government units in erosion prone Gaibandha District on the banks of the Brahmaputra river. All are `chars’ and have a combined population of over 100,000 people. None have any pharmacies or health centres. 

The only UHFWC was in Mollar Char, which collapsed into the river a few years ago. 

“Many patients die before medicines can be brought in from the towns. Local health workers only provide immunisation,” Abu Bakar, a resident of Fulchhari sub-district in the northern district of Rangpur, told IRIN. 

Informal sector 

According to Bangladesh Health Watch (BHW), a civil society network which monitors the health situation in Bangladesh, over 80 percent of the population turn to non-state providers of health care as a first port of call when they fall ill. 

These healthcare providers include traditional healers, traditional birth attendants, village doctors, drug stores and NGO trained community health workers, according to BHW.

Given the difficulties `char’ residents have in reaching a UHC, it is not surprising that many residents opt to use the services of traditional herbal healers, faith healers and tribal magicians. 

In response, the government has launched massive medical services awareness campaigns, one of which was a healthcare week starting on World Health Day, 7 April.
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Eva, Pamela raise AIDS awareness
Times of India
18/05/2009

Eva Longoria Parker, Katy Perry, and Pamela Anderson joined forces to raise awareness about AIDS at a recent

The beauties turned up at the 2009 Life Ball, held in the town hall of the Austrian capital Vienna, to support HIV charity AIDS Life on May 16. 

Desperate Housewives actress Eva, a representative of the American Foundation for AIDS Research, had a few words to say during the event. 

"There's a terrible shortage of doctors and other healthcare workers who are trained to provide the proper treatment and care for those children (with HIV)," the Daily Star quoted her as saying. 

Other guests attending the event included former U.S. President Bill Clinton, model Amber Valletta, and actress Fran Drescher.
(Back to top
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First Certificates in Public Health Awarded to Navajo Public Health Workers
University of Arizona News
19/05/2009

By Lorraine M. Varela, UA Zuckerman College of Public Health 

The University of Arizona Mel and Enid Zuckerman College of Public Health and Diné College, a Navajo tribal college, bestowed the first Certificates in Public Health to nine students during a recent Commencement ceremony at Diné College, in Tsaile, Ariz.  

These certificates mark an academic achievement that has been more than seven years in the making for both colleges.  The nine students who received the Certificate in Public Health are all Community Health Representatives for the Navajo Nation.  

Navajo Tribal Community Health Representatives, or CHRs, are important health-care workers who live and work in the Navajo community and provide hands-on care and information on current medical topics and staying healthy to the tribe's citizens.  

As full-time, paid employees of the Navajo Nation government, these CHRs help meet the need for increased basic health care and instruction in Native American homes and communities, greater involvement in their own tribes' health programs and more participation by Native Americans in identifying and solving their health problems.  

CHRs are "widely recognized and widely appreciated personnel whose function is to get health-care knowledge and education out into the community," said Dr. Ed Garrison, a member of the faculty at Diné College since 1983.  

Garrison's academic background includes degrees in biology, anthropology and public health – a combination he considers ideal for his work among the Navajo people. He also worked to establish the public health program in 1998 at Diné College.

CHRs serve as professional health personnel who stay up-to-date on public-health issues that will affect the Navajo.  For example, with the current swine flu cases spreading, Garrison pointed out that the CHRs are out in the Navajo community explaining the situation and teaching them how to protect themselves.   

"CHRs are the first-line responders," said Garrison, "whether it's swine flu, a weather emergency or a forest fire. They are the ones out there in the community, knowing what is going on and what people are thinking and feeling." CHRs function as the "eyes and ears of the federal government, tribal health system and Navajo Nation," educating the tribe about health-care issues and communicating health-care information from the tribal members to their government.

This new certification is a stepping stone for Community Health Representatives and shows that a CHR has taken the 12 college credits, which cover the basics of public health.  Later, these college hours may be used as the foundation for a two-year associate in public health degree, or even a four-year bachelor of science in public health degree from Diné College.

For CHRs already employed in the Navajo tribe, the federal government contract for their scope of work now has specified that they must complete the certification within a reasonable amount of time.

Their studies ensure that all the CHRs have the same knowledge base, and that they all have successfully completed an overview of public health. These highly skilled community members and first responders now will have the opportunity to integrate all their health care experience into a public health perspective.  

This particular joint certification program specifically is tailored to the public health needs and concerns of the Navajo Nation. Presenting this information in a culturally appropriate way is part of the CHRs' work in the community
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Infection Control 'Urgently Needed' To Curb Spread Of XDR-TB Among Health Care Workers
Science Daily
19/05/2009

ScienceDaily (May 19, 2009) — Healthcare workers in South Africa are at a significantly increased risk of developing drug-resistant tuberculosis, or XDR-TB, in a trend which threatens to further exacerbate the already beleaguered healthcare systems in sub-Saharan countries, according to results of a new study. Researchers say the results underscore the urgent need for stringent TB screening policies among healthcare workers in these areas.

Keertan Dheda, M.D., Ph.D., Associate Professor of Medicine at the University of Cape Town in South Africa, and collaborators, Julie Jarand, M.D. from University of Calgary and Max O'Donnell, M.D. from the Boston University, will present their findings at the 105th American Thoracic Society International Conference in San Diego on May 17.

XDR-TB is a potentially untreatable strain of tuberculosis that is resistant to all major primary and secondary anti-tuberculosis drugs. This retrospective study is the first to focus on healthcare workers who have contracted XDR-TB in a non-outbreak setting, said Dr. Dheda.

"The purpose of this study was to describe a series of healthcare workers in South Africa with extensively drug-resistant tuberculosis and to determine whether XDR-TB was prevalent among them," Dr. Dheda noted.

The study was based on a chart review of 270 patients in South Africa with passively detected XDR-TB, including 11 healthcare workers. Of those 11, eight were working in district hospitals, 10 had been treated for TB at least once previously and eight were negative for HIV. At the time these workers were diagnosed with XDR-TB, there were no standard infection control measures in place at the facilities where they were employed. In separate presentations Dr. O'Donnell and Dr. Dheda will present their findings from Kwa-Zulu Natal and four treatment centers in South Africa, respectively.

Dr. Dheda noted that although tuberculosis is a well-recognized occupational risk for healthcare workers in both low- and high-income countries, the prevalence and natural history of XDR-TB in these workers is unknown.

"The emergence and progression of XDR-TB is threatening to destabilize global tuberculosis control," he said. "The negative impact of XDR-TB is further exacerbated by a global shortage of healthcare workers, a shortage which has reached crisis levels in most of sub-Saharan Africa."

"XDR-TB is an important risk for healthcare workers globally, particularly for those who work or travel to high-burden areas, regardless of HIV status," Dr. Dheda added. "Implementation of infection control measures and rapid diagnostic testing for all healthcare workers suspected of TB needs to be undertaken urgently to minimize the risk of drug-resistant TB."
American Thoracic Society (2009, May 19). Infection Control 'Urgently Needed' To Curb Spread Of XDR-TB Among Health Care Workers. ScienceDaily. Retrieved May 20, 2009, from http://www.sciencedaily.com­ /releases/2009/05/090517164913.htm
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Primary Care Physicians - A Medical Emergency
New America Media
18/05/2009

New America Media, News Report, Viji Sundaram
Editor’s Note: An aging population and a state in financial crisis are aggravating a severe shortage of primary care physicians and medical technologists. As more doctors seek to become specialists to pay off medical school debts and the government cuts health and human services programs the shortages are becoming more difficult to fill. NAM Health editor Viji Sundaram reports.

BERKELEY, Calif. – Marty Lynch has been trying unsuccessfully to hire primary care physicians and nurses to his clinic to linguistically and culturally match his patient population, who are primarily Latino and African American.

It doesn’t matter which ethnicity you are looking for but “it’s very difficult to find primary care providers,” said Lynch, executive director of LifeLong Medical Care, a not-for-profit primary health care facility that operates nine health centers in Berkeley, Oakland and Marin County.

Primary care providers, in short supply nationwide, are the main source of health care for most Americans.

Why the shortage?

Students graduating from medical school typically owe about $140,000 in loans. They are looking to quickly pay off their debt.

“The pay differentials between primary care physicians and specialty care physicians is wide,” noted Dr. Mark Doescher of the University of Washington School of Medicine, at a recent Association for Health Care Journalists conference in Seattle.

How wide? “In specialty care, physicians can make two to three times as much as primary care physicians,” said Serena Kirk, senior policy advocate of the California Primary Care Association (CPCA), a membership organization of over 700 not-for-profit community clinics and health centers in the state.

Historically, reimbursement rates for procedures performed by specialists have increased, while reimbursement rates for primary care physicians have not even kept up with inflation.

According to a new survey of community clinics, there is not only a shortage of primary care physicians in community clinics, many vacancies in the allied health care sector -- which represents over 200 types of positions -- are becoming increasingly difficult to fill. Allied health professionals are health care practitioners like medical technicians with formal education and clinical training who are credentialed through certification, registration and/or licensure.

“Community clinics represent the front lines of our health care system,” observed Carmela Castellano-Garcia, president and chief executive officer of CPCA. “The economic situation is putting a further strain on our collective safety net.”

The survey, conducted online by Goodwin Simon Victoria Research, focused on 108 community clinics, between Nov. 25 and Dec. 8, 2008. It was funded by a grant to Fenton Communication from The California Wellness Foundation.

According to the most recent employment numbers available from the California Labor Market Information Division and the Federal Bureau of Labor Statistics, California, for example, only has 73 percent of the pharmacists of the national average per 100,000 people.

At LifeLong, which serves around 20,000 patients a year, 40 percent of them being either uninsured or underinsured, Marty Lynch said he is also experiencing difficulty in finding nurses and social workers to fill vacancies.

Unless drastic steps are taken to find a solution, the situation is only going to worsen in the years ahead, say health care providers. In 2030, it is projected that there will be around 70 million people over the age of 65 nationwide.

“Their demand for health care services is going to go up,” said Jane Garcia, chief executive officer of La Clinica de la Raza, which for 38 years has been dispensing health and dental care to the largely uninsured population in the Bay Area through its 27 satellite clinics.

Concerned that the aging population will put more strain on an already economically beleaguered health care industry, the Obama administration is looking for ways to increase primary care physicians and other health care providers.

Federal officials are considering a plethora of proposals, including one that would increase enrollment in medical schools and residency training programs. Another would encourage greater use of nurse practitioners and physician assistants.

Susan Chapman of the Center for the Health Professions at UC San Francisco said allied health workers will become even more crucial as the state’s population ages.

"You can't run a hospital or a clinic without these positions," she is quoted as saying. "Not having enough people to fill these jobs compromises our overall ability to maintain the system in California."

In California, there will be more than one million people over the age of 85 by 2030, according to the U.S. Census. And with more and more health care workers retiring, the California Labor and Workforce Development Agency believes there is a need to educate over 206,000 additional health care professionals by 2014.

The scarcity of workers is driving community clinics to find innovative ways to find solutions. Some are striking partnerships with their neighbors. La Clinica de la Raza, for instance, is partnering with neighboring community colleges to train medical assistants, with the colleges providing the teachers and education materials and la Raza providing clinical training sites.

“We’re training our own community members,” Garcia said of the project the clinic started two years ago.

On May 14, California Governor Schwarzenegger presented a budget plan that would direct the state to seek a federal waiver to permit $750 million in cuts to Medi-Cal, California’s Medicaid program. The waiver is needed to avoid violating provisions of the federal economic stimulus package that would make the state ineligible for some funds.

Other programs that would be affected under the governor’s budget plan include cutting Medi-Cal reimbursements to private hospitals by 10 percent.

The cuts are meant to help the state deal with a $15.4 billion budget deficit that is likely to occur if voters approve some of the propositions in the May 19 special election.

If voters reject those propositions, the governor outlined $800 million in cuts to health and human services programs, including one that will eliminate Healthy Families coverage for some 225,000 children. Healthy Families is California’s version of the federal Children’s Health Insurance Program.

Garcia said that bad though the recession is, there is a “silver lining” in it. “Health care is one of the few sectors that more people will be choosing careers in,” she said.
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When Patients Put Doctors at Risk
New York Times
21/05/2009

By Tara Parker-Pope
When we think of dangerous work, doctoring isn’t usually what comes to mind. Of course, police and firefighters, construction site workers and window washers face daily risks, but doctors?

As Dr. Pauline Chen writes in her latest Doctor and Patient column, caring for patients with contagious diseases puts every health care worker on the front lines of a potentially deadly outbreak. Whether it’s a physician treating swine flu or a nurse working amidst the deadly SARS outbreak in Asia, health care workers face far higher risk of exposure than the rest of us. The issue became all too real for Dr. Chen as she performed a procedure on a very sick patient with hepatitis C. She writes:

I felt a sharp sting. Looking down, I saw a small scarlet drop emerging from the tip of my left index finger. I had stabbed my finger against the needle I had just used to anesthetize Jean’s skin, a needle I still held in my right hand.

I stared at the tiny red bloom on my fingertip. And for a moment, I felt the floor beneath my feet give way, pulling everything — Jean, my heart, my work, my life — down with it. I stood there paralyzed, staring at the puncture wound on my fingertip and unable to stop the movie playing in my mind’s eye, a movie of a future like Jean’s.

To hear more, read Dr. Chen’s full column, “Fear of Contagion.” And then please join the discussion below. If you’re a doctor, nurse or other health care worker, have you ever worried about the personal health risks of caring for patients?.
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With union deal off, Newsom says 1,000 jobs cut
San Francisco Chronicle
16/05/2009

Marisa Lagos,John Coté, Chronicle Staff Writers

Mayor Gavin Newsom said Friday that 1,000 city workers would lose their jobs in the coming months to help close a growing budget deficit, a swift response after the city's biggest union this week rejected $38 million in wage concessions. 

The layoffs will hurt all city departments, according to the mayor's office, but will have the most drastic effect on the Department of Public Health, the city's largest agency. In addition to health care workers, recreation directors, security guards and others will lose their jobs.

A total of 262 city workers have already lost their jobs over the past six months, and hundreds more vacant positions have been eliminated. The city employs about 29,000 people, from workers at the Hetch Hetchy Reservoir to park gardeners, according to June data from the controller's office.

Newsom spokesman Nathan Ballard blamed the layoffs - which will affect workers in most city unions - squarely on Service Employees International Union Local 1021. SEIU represents more than 11,000 city employees. 

That union voted 56 percent to 44 percent this week to reject an agreement negotiated by union leaders that included keeping a 3.75 percent pay increase. But the deal would have eliminated holiday pay for 11 days in 2009 and 2010 - though workers would still receive time and a half if they worked holidays and would get to accrue nine floating holidays. The deal also would have meant no layoffs until after Nov. 15.

There was more than $38 million at stake: City officials thought that if SEIU agreed to contract concessions, other unions would follow suit, saving the city a total of $90 million. Much of that money would have come from delaying or canceling planned raises. 

"Because SEIU (1021) didn't ratify the deal, now we have to scramble to balance the budget, and unfortunately that means layoffs," Ballard said. "Everyone needs to do their fair share, and unfortunately the sensible tentative agreement we had entered into with SEIU fell apart."

The city's $6.6 billion budget has a projected $438 million deficit, a number that could grow by $93 million if Tuesday's state ballot measures fail and the state taps local government coffers to bridge its own deficit. 

And one option for raising revenue appears doomed. The mayor's office, as well as some supervisors and the business community, said after the SEUI rejected its deal, any tax increases - which could have appeared on a November ballot - are no longer an option.

"There's no way I am ever going to consider supporting revenue measures on the November ballot," Supervisor Sean Elsbernd said. "I am not inclined to ask taxpayers for more money to pay for raises."

Most of the layoff notices will be issued May 26 and be effective at the end of July. But 288 city workers who already received layoff notices several months ago will be let go May 22. Many of those workers would have stayed on until August as part of the failed deal.

Board of Supervisors President David Chiu said the layoffs are "understandable" given the budget crisis. But he said it's not too late for labor leaders to work out a deal.

Supervisor John Avalos argued that the layoffs are premature, and advocates for the poor said they are unfairly going to affect the city's most vulnerable. 

"I think we haven't done enough to salvage the situation and prevent these things from happening," Avalos said.

"This means that poor people in San Francisco are going to be bearing the brunt of negotiations that have gone bad," added Jennifer Friedenbach, director of the Coalition on Homelessness. "We're not talking about an equal pain here. Yes, everybody is going to get his on some level, but this sounds dramatic. What we're really talking about is health and human services being totally devastated." 

E-mail the writers at mlagos@sfchronicle.com and jcote@sfchronicle.com.

This article appeared on page A - 1 of the San Francisco Chronicle
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An insider's view on health care reform
Denver Post
15/05/2009

By Blaine Petersen
As I read the various health care reform proposals, I know from my experience in the health care sector that none of the reform proposals will work. 

Everyone keeps talking around the issues, but no one seems to address some of the fundamentals that need to be fixed before we can even talk about reform. 

I have spent 27 years in the health care industry. I have worked in the government, for hospitals, for HMO and insurers, for physician groups, and many other related entities. From my insider's perspective, let me tell you a few things that need to be fixed before we can even talk about reform. 

The cost of health care like any other business is made of up of the total cost of the product times the number of products used. In the U.S, we have a problem with both the total cost of the health care product and the number of times each product is used. Let's first address the quantity issue. 

At a lunch with a group of physicians one day, one of the physicians stated that 20% of all the tests and procedures he performs are the result of malpractice fear. 

He said there were many times that he thought the test or procedure may not be necessary, but just to make sure he was not sued, he ordered the test anyway. 

All of the physicians around the table agreed. Now the 20% figure is anecdotal, and we will never know the true number. The reliability of any survey on the issue would be suspect. 

Unless the United States gets a handle on malpractice costs, we will never be able to achieve in reduction in the number of health care products used. Even a 5% reduction in the number of test and procedures would have an enormous impact on the total cost of health care. 

Lawyers and other patient advocates make the argument that we cannot limit malpractice awards. We have a choice as a nation. We can either put some reasonable rational limits on malpractice, or we will continue to have the major cost problems we have with health care. 

The cost of malpractice insurance is pricing many physicians out of the business. There are many states where the cost of malpractice is so high that many physicians will no longer deliver babies. 

In some cases they many continue OB services but only to private insured patients, because the reimbursement from Medicaid and other indigent care programs is less than the cost of malpractice insurance. We may find a way to insure the uninsured, but if an individual cannot find a doctor, then the insurance is of no use. 

Over the years, special interest group after special interest group has forced federal and state legislatures to mandate benefits in health insurance plans. 

When I worked for the HMOs and insurance companies there was one fact that I learned: every additional benefit added to the policy increases cost. 

Alternative medicine, mental health, and a variety of other insurance mandates increase the cost of health care. 

Proponents have valid arguments for each item. But as we increase the cost of a health insurance plan we eliminate people who can no longer afford insurance. 

These people are added to the ranks of the uninsured, and have no benefits at all. Many employers will want to continue to offer the richer benefit plans, or many individuals may wish to opt for the plans, but to cover the millions and millions of uninsured, we have to develop an affordable health insurance option. 

Now let's move to the cost of health care. Over 27 years I have noted a huge increase in the administrative cost of health care. Here is another anecdotal example. 

In another discussion with a physician in his mid-fifties, we started talking about office costs and administrative costs. He stated that when he started his surgical practice he joined another surgeon and the two of them had 4 employees. 

They had a couple of nurses and two other employees who did the reception and billing functions. Now twenty years later his group had 5 surgeons and 30 employees. 

I asked why he had the additional staff and he noted that the patient care staff was about the same with one nurse per doctor. But the big difference was the administrative cost of billing, coding, prior authorizations, and other insurance work. 

The bottom line to this example is that cost of the health care product that directly related to the care of a patient was exactly the same as 20 years ago, but the administrative cost had increased from one staff member per doctor to 5. 

The same story can be told in every physician, hospital, diagnostic or surgery center. The administrative costs are out of control. 

One of the major problems is lack of standardization between all the different payors. Medicare wants things done one way, and Medicaid another. Blue Cross is different than United Healthcare which is different from Aetna which is different from Cigna. 

Most hospitals need administrative and billing staff assigned by payor so the person can understand the specific rules that apply to each different insurance company. It all adds up to increased cost. 

Now some may say that a single payor is the solution, but if it is anything like Medicare then we will be worse off. Medicare issues "Program Memorandams" almost daily with changes on how they want items billed. 

It is a nightmare to keep up with the changes, but with the legal and financial penalties involved with making a mistake, hospitals and physicians must add significant cost to keep out of trouble. 

If the Obama administration is serious about reducing costs it needs to look at streamlining the administrative cost of providing care, and start with Medicare. 

The industry has adopted a single billing form, but the additional requirements just add cost to the system that does not do one thing to improve the quality of patient care nor add access for those who are uninsured. Electronic medical records will do little to eliminate this heavy administrative burden. 

As a hospital chief financial officer I have done many studies on the physicians that practice in our hospitals. We compare the cost of care by physician. 

Which drugs does each physician use; which supply items and how many do they use; how much time does one surgeon spend in the operating room compared to other surgeons, and many other cost comparisons. 

I have seen these comparative studies done within a hospital and across various hospitals, and across various states. The first and most easily recognized issue is that the cost of care varies widely between physicians, between cities, and in various parts of the country. 

Some doctors use very expensive drugs and supplies while others use less expensive items. Some keep their patients in ICU for a day or two longer than other physicians. 

We try to account for the severity of the illness and any complications with individual patients to account for some of the difference, but there are still major differences in the cost of care for the same procedure. 

There are major efforts underway to create standard protocols for care by procedure across the country. We need to accelerate these efforts. 

I have sat in rooms where physicians have complained that we are interfering with the doctor/patient relationship, and not utilizing their skills and knowledge by forcing standard protocols. My answer has always been the same. 

For most of their patients the standard protocol will work fine, and will leave the physician more time to spend with the patients who have complications and issues that are not normal. 

Standard protocols also need to involve standardization of drugs and supplies. Over the years I have been involved in many negotiations with vendors of medical supplies. 

It is not uncommon for a supplier to give 50% discounts if all the physicians in a hospital or hospital system will use the same drug or supply item. 

These suppliers all have very large sales forces that try to convince the physicians and hospitals to use their products. As a result, many hospitals are not able to get around the sales activities of the suppliers and standardize products. 

I am not suggesting a single supplier across the nation for any item, but everyone in the system including physicians, hospitals, nurses and the various medical suppliers need to understand that the current system is increasing the overall cost of care. 

Suppliers should be able to compete to provide the best product at the lowest price. Each hospital may choose a different supplier, but costs will be lower if a hospital, physician group, surgical center or other provider can standardize its supplies and costs. 

There are probably dozens of other cost items I could address, but I will limit this to one more item that can be address on a national level. For hospitals, labor costs are generally around 50% of the total cost. For physician groups it is much higher. 

I addressed administrative costs above, but the clinical staff (nurses, therapists, technicians, etc.) are the largest block of labor costs. Cost for the clinical staff continues to climb at a rate much higher than the general rate of inflation. 

The reason is supply and demand. The supply of clinical staff is less than the need, so the price goes up. This is good for the wages of the clinical staff, but we are paying a price. 

Due the shortage of clinical staff we are asking the staff we do have to work more hours and treat more patients than may be appropriate. As a result, we burn out more nurses and the shortage becomes more critical. 

Given that recently health care is the only sector of the economy that is growing, we need to devote more federal dollars to the education of clinical staff. 

Why be biased toward health care over other sectors? Because the likelihood of getting a good job that will develop into a long term career is excellent in the health care sector. Skills are transportable to any are geographic area of the country, and there is great need. 

As we increase the supply of clinical staff, the law of supply and demand will work to reduce the cost of labor in health care, and in turn lower the total cost of health care. 

While that may limit some wages, it should vastly improve the work environment for the clinical workers. We will have less burn out, and a more satisfied, happy workforce to care for each of us in our time of greatest need. 

Over my 27 years I have learned several lessons, but one is the most appropriate for this discussion. Since 1983 when Medicare started to really reduce the reimbursements to providers the whole industry has tried to reduce cost by just paying less. 

At the same time the government and insurers started paying less, they started increasing the administrative burden so they had more data to figure out how to pay less to providers of care. 

As a result, the cost of health insurance has risen and we have the major problem of the uninsured. When I started in health care there was a general understanding among physicians and hospitals that since we were paid fairly, we had a duty to care for the uninsured. 

There was an unwritten social contract to care for people. As a CFO at a Catholic hospital, I can remember many times when a nun would use her "influence" to make sure a doctor would care for an indigent patient and the hospital would provide free care. 

Now we have reduced payments and increased administrative costs such that no one can afford to provide care for free. We often read in the paper that physicians are no longer taking Medicaid or Medicare patients. I realize that just increasing payments is not the answer. The answer is making the cost of providing care lower for every part of the health care system. 

Reforming the health care system without reducing the cost of the system first will never produce reform that works at a cost we can afford. 

Blaine Petersen has 27 years of experience as a health care executive in hospitals and insurance companies. He lives in Westminster. This is an online-only column and has not been edited.
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Program comes to foreign nurses' aid
Canada.com
19/05/2009

By Derek Sankey, Calgary Herald

Dharen Brar spent three years earning a diploma to become a registered nurse in India and worked in the intensive care unit of a hospital there before moving to Calgary in 2003.

She knew there would be language barriers to overcome, but she decided to write the English challenge exam anyway. "I tried to do the English test, but it was a little bit hard," says Brar.

She spent some time looking at her options, then she heard about a new program that just launched this May at Bow Valley College. It's called the Integrated Practical Nurse diploma for Internationally Educated Nurses. She was accepted.

"I just want to work in my field because I miss my field--it's been almost 10 years now," says Brar. "I want to be a help to everybody."

She is among the lucky first group of foreign-trained nurses taking the program, which was designed specifically with a heavy focus on English as a second language and learning the Canadian health-care culture.

"Where a lot of immigrants have problems, particularly in the hospital environment, is the rapid-fire language that's necessary in a hospital," says Isabel Gibbins, dean of BVC's English as a Second Language department.

"In emergency situations, you have to comprehend very quickly what's being asked of you and be able to respond very quickly," she says.

The idea sprang from a pilot program offered at NorQuest College with funding from the province and federal government. Its success prompted officials at Alberta Employment and Immigration to expand the program to other parts of Alberta.

While it might seem like a step down to go from being an RN to licensed practical nurse (LPN), a lot of the students can't get into nursing because of their language skills or lose their jobs because they're not able to communicate at the level required.

"If you come in as a practical nurse, you're working in the environment, hearing the language, improving your skills and it is possible to then go back and do an RN exam," says Gibbins.

That's exactly what Brar intends to do, perhaps after spending some time in the workforce as an LPN.

"It's getting closer to your goal than if you didn't have the training and assistance," she says.

The college is offering an information session Aug. 12 for the next intake, which begins in January 2010. "We have high hopes for the program," says Gibbins.

Potential students are assessed for their qualifications, English abilities and suitability for the program before they are accepted.

With an ongoing shortage of health care workers, especially RNs, and an aging population that will require an increasing amount of health care services, colleges and governments are beginning to invest more in these types of programs, just as they aim to expand the number of seats available to existing Canadians.

"Predictions are that on the current path we're on, we can't possibly meet our needs for health care workers in the future with our own workers in Canada, so we have to look to other sources," says Pamela Nordstrom, director of the Faculty of Nursing at Mount Royal College.

Mount Royal recently partnered with Vancouver-based Intuto Canada Inc. to launch a new website called Englishforhealth.com,which provides internationally educated health professionals with five online tutorials to help them integrate even before they set foot on Canadian soil. "Sometimes, (immigrants) want to get started prior to even moving to Canada," says Nordstrom. "This is a practical thing they can do to help them when the come here."

The nuances of English are a big enough challenge, but when you add onto that English within a health care context, it can quickly become bewildering.

Nordstrom says programs such as this one are proactive steps educational institutions are taking to help alleviate the current and forecasted shortage of health professionals, but it doesn't solve the problem alone.

"It's only one part of a solution," says Nordstrom. "First, we have to pay attention to making sure that we're getting Canadians who want to become nurses in the system, but we also need to provide support for those who want to move here."

derek.sankey@telus.net
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L'été s'annonce difficile
Radio Canada
14/05/2009

L'été s'annonce particulièrement difficile dans les soins de santé en Outaouais. La pénurie de personnel médical frappe toujours aussi fort, particulièrement chez les infirmières. Des hôpitaux vont réduire le nombre de lits et dépendre plus que jamais des agences d'infirmières cet été pour maintenir les services à la population.

Le Centre de santé et de services sociaux (CSSS) de la Vallée de la Gatineau comptera cette année sur trois nouvelles infirmières, mais il lui en faudrait trois fois plus pour répondre à ses besoins. Le CSSS devra donc réduire certains services et le nombre de lits pour composer avec la pénurie. Pour la première fois, le CSSS de la Vallée de la Gatineau devra aussi faire appel aux agences d'infirmières pour combler ses quarts de travail.

La situation est encore pire au CSSS du Pontiac, où la moitié des postes d'infirmières sont vacants et aucune n'a été recrutée cette année. Le recours aux agences d'infirmières sera important. Le CSSS prévoit leur verser environ 1 million de dollars cet été.

Au CSSS de Papineau, sept nouvelles infirmières ont été recrutées, mais il en faudrait trois fois plus. Le CSSS des Collines de l'Outaouais doit composer avec le manque d'une infirmière sur cinq. Le recours aux agences d'infirmières coûtera 200 000 $ cet été.

Des réductions de services

Encore une fois, les services seront réduits cet été dans la région. « Il y aura, oui, réduction d'activités dans des secteurs de prédilections: la chirurgie. Il va y avoir, oui, diminution d'activités dans les blocs opératoires, dans les cliniques externes. Oui, il va y avoir cette année, dans deux établissements, une réduction du nombre de lits », soutient le Dr Guy Morissette, président-directeur général de l'Agence de la santé et des services sociaux de l'Outaouais.

Toutefois, les six urgences de l'Outaouais devraient malgré tout demeurer ouvertes.
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Les médecins s’attaquent à la pénurie
Canoë Infos, Canada
15/05/2009

Agence QMI  Sarah-Maude Lefebvre/
Le Collège des médecins est d’avis que le Québec doit miser davantage sur les régions et les super-infirmières que sur une hausse des inscriptions en médecine pour régler la pénurie d’effectifs médicaux. 

Le système de santé québécois doit composer avec un manque à gagner de 600 spécialistes et 800 médecins de famille. Il est donc urgent d’agir, selon le Dr Yves Lamontagne. 

«Au lieu de chialer, organisons-nous et arrêtons de penser que l’accessibilité aux soins de santé dépend uniquement du nombre de médecins. De toute façon, il est impossible d’augmenter le nombre d’admissions dans les facultés de médecine car elles débordent depuis que le gouvernement a fait passer de 400 à 800 le nombre d’étudiants admis», croit-il. 

Le président du Collège des médecins croit donc qu’il faut plutôt implanter des facultés de médecine en région pour attirer les étudiants hors de la métropole et ainsi régler en partie le problème de la pénurie. Encourager la mobilité de la main-d’œuvre et favoriser l’insertion d’infirmières praticiennes spécialisées dans le réseau représentent aussi des alternatives intéressantes pour le Dr Lamontagne. 

«Quand même bien que 500 médecins sortiraient des universités cette année, ça ne représenterait pas un chiffre net car beaucoup de professionnels partent à la retraite. La moyenne d’âge des médecins généralistes est de 49 ans», explique-t-il. 

Bien qu’il applaudisse aux propositions du Collège des médecins, le directeur-général du Conseil pour la protection des malades, Paul Brunet, soutient que celles-ci ne «feront pas de miracles». 

«Il faut atteindre au plus vite l’équilibre entre le nombre de professionnels de la santé et la demande. Québec croit que cet équilibre sera atteint en 2015. Pour le faire, non seulement il ouvrir l’admission dans les facultés de médecine, mais on doit aussi admettre davantage de médecins étrangers. On est en retard à cet chapitre», affirme-t-il. 

La pénurie ne touche pas que le Québec. Selon les estimations du Collège des médecins du Québec, 52 pays sont en déficit de 3.4 millions de professionnels de la santé. 

Le 25ème colloque du Collège des médecins du Québec a réuni vendredi plus de 250 médecins à Québec. 
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Six steps urged to reverse RN shortfall
Globe and Mail, Canada
12/05/2009

ANDRÉ PICARD 

Canada could have a shortfall of 60,000 registered nurses by the year 2022 - the equivalent of losing the entire nursing work force of British Columbia and Alberta - according to new research.

The study, commissioned by the Canadian Nurses Association, warns that this could have dire consequences on providing care, particularly to the growing legion of seniors living with chronic illnesses.

But researchers said the shortages could be averted and care bolstered by instituting a series of simple policy measures that would make nurses more efficient, healthier, happier and on the job longer.

"There's no one quick fix but there are solutions that are feasible, doable and that don't cost a lot of money," Gail Tomblin Murphy, a nursing professor at Dalhousie University in Halifax and lead author of the report, said in an interview.

There are currently 217,000 registered nurses (RNs) in Canada, the single largest group of health-care providers.

But that work force is aging and, increasingly, nurses are leaving the profession early because of the physical and mental strain, and the lack of flexibility in their work schedules and time for education and research.

"We can't just close our eyes and hope things will get better. We have to take action to avoid shortages," Dr. Tomblin Murphy said.

She said authors of the new study decided to focus not on dire predictions but on solutions. Specifically, they proposed six policy initiatives:

Increase RN productivity: Increasing productivity by just 1 per cent a year (non-cumulative) would reduce the shortage by close to half by 2022, according to the analysis. But the authors stressed that "increasing the productivity of RNs is not about working harder. Rather, it involves changing working practices and conditions to enable nurses to be more productive - in other words, to work smarter as opposed to harder."

Reduce absenteeism: RNs take, on average, 14 days of sick leave annually, twice as much as the average Canadian worker. Reducing absenteeism by half would be the equivalent of adding 7,000 nurses to the work pool.

Increase enrolment in nursing programs: The report recommends adding 1,000 new spots in nursing schools annually for the next three years. Doing so would add 15,000 nurses by 2022, though the benefits of such a policy would not start to be seen before 2015.

Improve retention of practising nurses: A large number of nurses leave the profession at a young age - about 2 per cent a year in the 25 to 39 age group and 11 per cent in the 60 to 65 group. The report suggests that experienced nurses want more balance and flexibility in their work. It recommends the institution of policies such as 80/20 staffing, where 80 per cent of time is spent on direct patient care and 20 per cent on professional development. Organizations with 80/20 staffing have much higher retention, along with less absenteeism. Getting more nurses to work to retirement age could add the equivalent of 30,000 RNs to the work pool.

Reduce attrition rates among nursing students: About one in four nursing students do not complete their program or do not practise after graduating, a loss of a huge potential work force. Hanging on to half of those students would be the equivalent of 15,000 nurses.

Reduce the recruitment of nurses from developing countries: The report states that it is unethical for Canada to be pilfering nurses from poorer countries, so "in-migration" should be cut by at least 50 per cent. Doing so would, potentially, worsen the shortage but the impact would be minimal because immigrant nurses make up only a small percentage of the work force.

The report notes that no single one of these policies would make up the shortfall, so there needs to be a combination of several measures.

"These are not complicated or expensive things to do," Kaaren Neufeld, president of the Canadian Nurses Association, said in an interview.

"If we deal with this and stop this shortage from getting worse, we will provide better health care to all Canadians," she said.

According to the report, Canada already has a shortfall of 11,000 RNs so action is urgently needed.

Earlier research has predicted a much more severe nursing shortage in the years to come, but the new report stresses that the methodology is better, allowing more accurate projections.

In particular, in the past there has been an assumption that future demand for health care is a function of the current supply of health-care professionals (supply-based planning) instead of an approach that estimates the future requirements of the population (needs-based planning). The report predicts that the nursing shortage will not be unique to one area but hit hard across the health-care spectrum.

The majority of RNs in Canada work in acute-care settings such as hospitals. The need for acute-care nurses will increase to 179,000 from the current 131,000 by 2022, the report found.

The need for long-term-care nurses will increase to 36,000 from 27,000, the demand for community RNs will grow to 28,000 from 25,000, and the requirement for homecare RNs will increase to 8,900 from 6,900.

(Back to top
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Compensation for the brain drain from developing countries
The Lancet, UK
16/05/2009

Volume 373, Issue 9676, Pages 1665 - 1666

Kenechukwu Agwu a, Megan Llewelyn a, on behalf of undergraduates in International Health at UCL
In January, 2009, WHO's Executive Board considered the adoption of a global code of practice to address the movement of health workers from developing countries.1 This attention to brain drain is welcome, but the initiative does not begin to adequately address the consequences or roots of health-worker migration from sub-Saharan Africa to the rich developed world, especially to the UK, USA, and Canada.2 The movement of skilled health workers constitutes a major transfer of riches from poor societies to the affluent, and the only appropriate redress is a bilaterally managed scheme of direct reimbursement of the value lost, along the lines proposed by Mensah and colleagues3 in 2005.
The parlous condition of Africa's health systems hardly needs restatement, WHO having identified a “critical shortage” of health workers in 57 African countries.4 Additionally, for each migrant health worker employed abroad, the rich receiving country saves on training costs while the sending country loses the investment in their education. In Ghana, for example, since 1951 the country has borne losses in training investment that amount to some US$60 million.5 The UK had by 2004 saved about £103 million in training costs by importing Ghanaians.6 The transfer of wealth is therefore a “perverse subsidy”5 that has grave consequences for many countries' HIV/AIDS policies,7 and generally impinges on the realisation of the internationally recognised “right to the highest attainable standard of health”.8 This drain of resources is also directly detrimental to rates of maternal, infant, and under-5 mortality in sub-Saharan Africa,9 which thereby makes a mockery of commitment to achieve Millennium Development Goals 4 and 5. African states cannot abdicate their responsibility to improve their health capacities, but often a dire economic situation precludes a workable strategy.
The attention given to ethical recruitment policies is misguided. These policies are difficult to enforce, contain easily exploited loop-holes, and the experience of the UK with such policies suggests they only have a limited effect on recruitment from developing countries.3 The only sure way forward is to compensate in full the value of transferred wealth via direct financial and technical support to the affected health systems. Money given could be earmarked for health spending, building up health-system capacity, and facilitating progress on a host of other development indicators. The cash would be channelled to the roots of the problem, to treat the cause and not just the symptoms.
The question here is ultimately not one of benevolence or altruism, but of fairness. It will be too easy for some to claim that the compensation argument is a thinly-veiled plea to increase aid to the third world—that such an assertion could even be plausible merely reflects the cavernous disparities in global political voice between sub-Saharan Africa and the developed world. With their experience, talent, and knowledge, Africa's health workers are human capital, the dividend of which accrues to countries in the developed world. If someone found they had accidentally walked out of a shop with an unpaid for item, and chose willingly to go back and repay its full price, is this an act of charity? Surely this movement of talent should be governed by the same norms that are universally held to order the exchange of any form of capital.
We do not malign migrant health workers, who should remain free to seek greater professional opportunities and a higher standard of living. From the experience of many of our parents and relatives we keenly understand the motivations to leave insecure and unequal societies, and beleaguered health services with poor working conditions. The compensation model is about equity in health rather than the imposition of border controls, and accordingly would address some of the key drivers of migration at source. We thus feel it important to distance ourselves from attitudes of labour protectionism.
The compensation proposal might seem radical, but only because for too long meaningful solutions have been neglected in serious-minded discussions on global health-care equity. To simply dismiss calls for reimbursement as unfeasible in the current political and economic climate is to shrink from the challenges that accompany the enacting of any progressive agenda. Political will is not chanced on fully formed, but can be created through strong-willed advocacy, built up via the mass media, and buttressed by the influence of leaders and experts. Through continuous media exposure, an idea can be propelled from the seminar room to the conference table and cabinet office. We exhort the world's policy makers and opinion formers to persist in making the compensation principle a central concern in their endeavours for global justice.
Other signatories to this Comment are: Judith Jade, Hugh Whalley, Mustafa Abbas, Bryony E Wilkes, Vishaal Virani, Sonia Abid, David Stoye, Harriet Ing, Melissa Chowdhury, Thomas E Locke, Miles R Bogle, Akshay Patel, Daniel B Bye, Jonathan G R Groome, Zaneta Forson, Molebedi M Segwagwe, Owais Kadwani, Elaine R Bruce, Joanna Boutros, Harivony A Rakotoarivelo, Maxine Chan, Faye Tierney, Eron Yones, Salmaan Khan, Charlotte J Roberts, Ragula Ravirajan, Janakan Crofton, Erica R M Pool, Rita Issa, Jonathan A Coad, Mohsen M A Raza, Clare Parsons, Aida Yemane, Vishal S Mehta, and Julia Brooks. We declare that we have no conflicts of interest.
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WHO chief lists main threats from H1N1 flu
The Guardian, UK
18/05/2009

GENEVA, May 18 (Reuters) - The new H1N1 flu poses a particular threat to chronically ill people and pregnant women, and experts fear it could take on new momentum if it starts to spread through human waste or to combine with other viruses, the head of the World Health Organisation said on Monday.
"The world of today is more vulnerable to the adverse effects of an influenza pandemic than it was in 1968, when the last pandemic of the previous century began," WHO Director-General Margaret Chan said.

Most patients with underlying chronic conditions such as heart disease or diabetes -- already shown to be most vulnerable to the new H1N1 virus -- live in the developing world, Chan said in her main speech to the WHO's annual assembly of ministers.
The global burden of chronic diseases has shifted dramatically from rich countries to poor ones in recent years, she said. About 85 percent of all cases and deaths from such ailments are concentrated in low-and middle-income countries.

"The implications are obvious. The developing world has, by far, the largest pool of people at heightened risk for severe and fatal H1N1 infections," Chan declared.
The new virus -- a genetic mixture of swine, bird and human viruses -- has officially infected 8,829 people in 40 countries, killing 74 people, according to the United Nations agency.

Separately, the bird flu virus H5N1 is firmly entrenched in poultry in several countries, mainly in southeast Asia. "No one can say how this avian virus will behave when pressured by large numbers of people infected with the new H1N1 virus," Chan said.
If the new H1N1 swine flu virus is shown to be shed in faeces, it would introduce an additional route of transmission, especially in developing countries, according to the WHO chief.

People living in crowded, squalid urban shantytowns with poor sanitation systems could face additional risk, she said.

Both the cholera and polio viruses, which have killed and maimed in developing countries, are spread through weak sanitation and sewage systems.
Millions of people already depend on life-extending drugs to survive HIV/AIDS and resurgent forms of tuberculosis, Chan said. "Most of these people live in countries where health systems are already overburdened, understaffed and poorly funded," she said.

Chan said pregnant women seemed to be at heightened risk of severe or fatal H1N1 infections, posing the threat the new strain would increase already unacceptable levels of maternal mortality, which are closely linked to weak health systems.
The situation was expected to worsen as the financial crisis drives more people to forego private health care and turn to publicly-financed systems, according to Chan, a former director of health in Hong Kong.

"What will happen if sudden surges in the number of people requiring care for influenza push fragile health systems over the brink?," she asked. (Reporting by Stephanie Nebehay; Editing by Jonathan Lynn and Janet McBride)
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Europe’s governments should set targets to reduce health inequalities
British Medical Journal, UK
21/05/2009

Cite this as: BMJ 2009;338:b2075

Tessa Richards 

The failure of European governments to tackle increasing inequalities in health in their populations is due to lack of political will and limited knowledge of what policy interventions work, speakers agreed at a recent meeting in London. 

The meeting was organised by the London School of Economics and the European Commission, which is due to launch a new initiative to tackle health inequalities across the European Union later this year. 

Few governments, take health inequalities seriously enough, speakers emphasised. Governments should follow the lead of the Netherlands, which in 1989,adopted a national policy to reduce health inequalities and is shortly to adopt objective targets by which progress can be measured. 

Health inequalities in the Netherlands are below the EU average, but the gap in life expectancy between those in the highest education groups and those in the lowest is still six years for women and seven and seven years for ……Continued
Full text of this article]
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Le malaise des blouses blanches
Valuers actualles, France
14/05/2009

Fabrice Madouas
La réforme de l’hôpital inquiète les praticiens. Nicolas Sarkozy cherche à les rassurer. Comment réduire les déficits tout en préservant la qualité des soins ?

Des infirmières, des aides-soignantes, des praticiens et, dans le cortège, des grands noms de la méde­cine dont c’était, pour beaucoup, la première manifestation : les professeurs Lyon-Caen (neurologie), Grimaldi (diabétologie), Granger (psychiatrie), Lantieri (chirurgie plastique)… et même Bernard Debré, chef du service urologie à l’hôpital Cochin et député UMP de Paris qui, en 1982, mena la fronde des professions de santé contre « l’étatisation de la médecine » projetée par le communiste Jack Ralite ! 

La mobilisation des hospitaliers, le 28 avril, a surpris par son ampleur : 8 000 selon la police, 20 000 selon les manifestants. De l’aveu du ministère de la Santé, plus de la moitié des médecins de l’Assistance publique-Hôpitaux de Paris (AP-HP) étaient en grève. Ils devaient redescendre dans la rue ce jeudi. Que contestent-ils ? Le projet de loi sur l’hôpital, en cours d’examen au Parlement. « Pas tout le projet, mais certains de ses aspects », précise Bernard Debré.

Ce texte a été voulu par le chef de l’État. Il s’agit de restructurer l’offre hospitalière, dont chacun admet qu’elle n’est plus adaptée à la démographie du pays. « La France compte trop d’hôpitaux insuffisamment équipés et trop peu utilisés, donc dangereux, résumait en 2007 le journaliste Gérard Bardy, dans son Livre noir de la santé (L’Archipel) : 3 000 établissements de santé, dont 1 000 hôpitaux publics, soit « dix CHU, CHR, centres hospitaliers et hôpitaux locaux par département, avec des missions mal définies, des moyens disparates, des effectifs souvent sans rapport avec les tâches, et le tout souvent sur fond de redoutables luttes d’influence ». Un diagnostic confirmé par le rapporteur de la loi, Jean-Marie Rolland, député UMP de l’Yonne : il existe « trop de petits plateaux techniques chirurgicaux (moins de 2 000 actes par an) qui pourraient utilement être renforcés ou reconvertis afin de répondre aux exigences de qualité et de sécurité des soins ». Les experts estiment leur nombre à 122.

Les agences régionales de santé, créées par la loi, seront chargées de cette restructuration, qui s’annonce déli­cate : l’hôpital est souvent le premier employeur de la ville et c’est le maire de la commune qui préside son conseil d’administration (ce qui devrait changer avec cette loi). La suppression de lits en surnombre et la redistribution des moyens afférents dépendent moins de critères médicaux que d’arbitrages politiques. Mais pas question de fermer des hôpitaux, comme on l’a fait pour les tribunaux ou les casernes. Nicolas Sarkozy l’a promis : « Des services de chirurgie ou des maternités qui n’of­frent plus de sécurité suffisante seront reconvertis. Mais il ne s’agit pas de fermer des sites. », a-t-il dit en avril 2008, dans un discours sur la réforme de l’hôpital. 

Des hôpitaux contraints à la reconversion

Des “communautés hospita­lières de territoire” regrouperont des établissements voisins : « Elles ont pour but d’organiser la filière des soins en jouant la complémentarité, et non plus la concurrence », affirme Roselyne Bachelot.

Les praticiens hospitaliers n’y sont pas hostiles. Ceux qui contestent ce projet de loi admettent qu’il est possible de faire des économies « en favorisant, plutôt que les fermetures d’hôpitaux, les reconversions vers d'autres activités de soins avec le maintien des emplois ». C’est ce qu’écrivent, dans le Nouvel Observateur, vingt-cinq pro­fesseurs de médecine opposés au projet Bachelot. Accord, donc, sur ce volet. Mais pas sur la “gouvernance” de l’hôpital.

Nicolas Sarkozy l’a dit et redit : « Il faut à l’hôpital public un patron et un seul. Aujourd’hui, tout le monde a suffisamment de pouvoir pour dire non. Personne n’a assez de pouvoir pour assumer un oui. Dire cela ne revient pas à ignorer qu’il y a une double légitimité :le manager et le médecin. Mais, en fin de compte, la décision doit être prise par le directeur [qui doit] maîtriser les ressources ». C’est le but ultime de cette ré­forme. Car notre système de santé coûte cher.

La France se place au troisième rang mondial pour ses dépenses de santé, derrière les États-Unis et la Suisse : elle y consacre 11,3 % de son produit intérieur brut, « alors que la médiane des pays européens tourne autour de 9 %. Une différence que l’on peut chiffrer à 40 milliards d’euros par an », remarque Jean de Kervasdoué, ancien directeur général des hôpitaux et titulaire de la chaire de gestion des services de santé au Cnam : « Il im­porte, au risque de voir notre système imploser, que le budget de l’hôpital soit équilibré et que l’on mette en place des outils de gestion. » La situation financière des établissements continue de se dégrader : leur déficit global atteindrait 800 millions d’euros en 2008, obligeant certains hôpitaux à supprimer des postes. Seuls deux CHU sur vingt-neuf sont à l’équilibre. Les causes en sont multiples.

La création de la couverture maladie universelle (la CMU, qui bénéficie à 4,8 millions de personnes) et de l’aide médicale d’État (AME) par Lionel Jospin a favorisé l’accès aux soins et à l’assurance maladie de pauvres – ce qui est conforme à la solidarité nationale – mais aussi de centaines de milliers d’étrangers.

Dans le même temps, le nombre de personnes fréquentant les urgences ne cesse d’augmenter : plus de 15 millions l’an dernier, au lieu de 7 millions en 1990. Or, les trois quarts de ces pa­tients ne sont pas en situation d’urgence.

Enfin, les 35 heures ont aggravé les choses. Jospin lui-même l’a reconnu en 2005. « Nous avons commis une erreur sur un point : nous n’aurions pas dû faire les 35 heures à l’hôpital tant que le personnel nécessaire n’était pas recruté et formé ». Il voulait créer 45 000 emplois publics dans les hôpitaux pour compenser la diminution du temps de travail. Mais « on n’a pas recruté à hauteur de ce que nous avions espéré », avouait Élisabeth Guigou en 2002. Était-ce si difficile à prévoir ? À l’époque, de 15 000 à 20 000 postes d’infirmières et d’aides-soignantes étaient déjà vacants, faute de candi­dates. Un déficit qui n’est toujours pas résorbé.

“Un accouchement normal n’est pas rentable”

C’est dans ce contexte tendu qu’est discuté le projet de loi sur l’hôpital. Ses opposants redoutent que l’application par les directeurs d’hôpitaux de cri­tères économiques débouche sur un rationnement des soins. « La santé a un coût, personne ne le conteste. Mais nous ne pouvons pas accepter que nos décideurs raisonnent à partir de critères strictement comptables », estime le professeur Aubier, pneumologue à l’hôpital Bichat (Paris). André Grimaldi, qui dirige le service de diabétologie à la Pitié-Salpêtrière, juge nécessaire d’améliorer la gestion des hôpitaux mais, précise-t-il, les praticiens font déjà attention aux dépenses : « Le code de déontologie des médecins impose une qualité des soins avec le respect des coûts les plus bas. Ce qui est bien différent du seul objectif de rentabilité » qu’il croit déceler dans la loi. Un exemple ? « Un accouchement normal n’est pas rentable. Une césarienne l’est. Ce que souffle la loi serait donc de procéder à des césariennes, conclut-il. Cela n’a pas de sens ».

Les médecins sont d’autant plus inquiets que ce projet, tel qu’il est ressorti de l’Assemblée, confère aux directeurs des hôpitaux un pouvoir qu’ils jugent exorbitant. « Le directeur nommera et pourra révoquer les mé­decins du directoire qu’il présidera, ­résume le professeur Debré. Il nommera aussi les chefs de pôle, qui étaient auparavant désignés par les médecins et confirmés par le directeur. Il pourra s’en séparer. Je crains que, dans ce contexte, les chefs de pôle n’en soient réduits à gérer la pénurie… » Le député de Paris a pris une part active à la discussion parlementaire : l’Assemblée avait adopté plusieurs de ses amendements au début des débats. Mais le gouvernement a demandé une seconde délibération, le dernier jour de la discussion, pour obtenir leur rejet dans un hémicycle quasi désert, à 4 h 30 du matin.

Cette maladresse a choqué les médecins, qui ont accepté bon nombre de réformes depuis plusieurs années. Didier Tabuteau a dirigé le cabinet de Bernard Kouchner, quand il était ministre de la Santé : « L’hôpital ­souf­fre d’abord d’une succession de réformes de la gouvernance. Trois en dix ans. On a demandé aux médecins hospitaliers de s’investir dans une nouvelle organisation interne. Ils l’ont fait et, aussitôt, on remodifie les règles du jeu », re­marque-t-il dans Libération.

L’entrée en vigueur de la T2A (la tarification à l’activité) a déjà modifié la gestion des hôpitaux, désormais rémunérés en fonction de leur volume d’activité, sur la base de tarifs fixés par l’État. « Nous avons porté la réforme Hôpital 2007, qui avait profondément rénové le fonctionnement hospitalier. On casse un système qui fonctionnait bien pour passer à la gouvernance monocéphale, médicalement aveugle », juge Pierre Coriat, qui pré­side la commission médicale d’établissement de l’AP-HP. Beaucoup redoutent que cette ­ré­forme accroisse le poids de l’administration. Pourtant partisan d’évolutions, Jean de Ker­vasdoué pense que ce texte « renforcera la tutelle de l’État et le caractère administré du système de santé. La bureaucratie va donc croître et embellir. »

Le Sénat devait examiner le projet de loi cette semaine. Le gouvernement a pris en compte cer­tains des arguments des médecins. Favorable à cette réforme, le professeur Philippe Juvin, secrétaire national de l’UMP à la santé, se veut ras­surant : « Le directeur ne sera pas tout-puissant car il devra sans cesse rendre des comptes : au directoire, au conseil de surveillance et à l’agence régionale de santé ». Roselyne Bachelot a promis de « faire des gestes d’ouverture, sans dénaturer la loi ».

Les sénateurs ont déposé plusieurs amendements, avec l’assentiment du gouvernement. Et Nicolas Sarkozy a promis, lundi, que le texte serait corrigé. La nomination des médecins se fera sur proposition, et non sur simple avis, du président de la commission médicale d’établissement (CME), qui représente les praticiens. Le projet médical sera élaboré par la CME, dont le président “coordonnera la politique médicale avec le directeur” et non plus “sous son autorité”. Un autre amendement sénatorial prévoit que le directeur doit avoir reçu une double formation en gestion et en médecine. Les débats devraient durer trois ou ­quatre semaines.

9

José M.Fraga: "Se necesita más personal sanitario, no más médicos"
Correo Gallego, Spain
17/05/2009

LUIS POUSA • SANTIAGO

José María Fraga Bermúdez (Santiago, 1944; casado: tres hijos; catedrático de Pediatría; decano de la Facultad de Medicina de la USC; jefe del servicio de Neonatología del Complejo Hospitalario Universitario de Santiago) acaba de recibir el premio Reina Sofía 2008 de Prevención de la Discapacidad, por el trabajo 'Diagnóstico precoz de los errores congénitos del metabolismo: un camin' hacia la salud y la prevención", en representación del equipo multidisciplinar encargado de la investigación, del que forman parte otros catorce especialistas. El tema es muy importante pues los errores congénitos pueden condicionar la evolución del individuo y conducir a la subnormalidad. Destaca Fraga que en Santiago hay "magníficos grupos de investigación. Lo que ha llevado a que en los últimos datos valorativos de las universidades, la USC esté entre las tres primeras de España. Entre las 31 facultades de Medicina españolas, los alumnos de nuestra Facultade de Medicina y Odontología siempre están de cuartos o de quintos en la provisión de las plazas MIR. En Odontología, nuestra facultad está entre la tercera y cuarta mejor de España". 

_ ¿En España faltan médicos? 

_ Si se trata del número óptimo de médicos para garantizar la salud de la población, España es uno de los países desarrollados con mayor número de ellos por cada 1.000 habitantes. 

_ ¿La política de plazas restringidas aplicada en las facultades de Medicina españolas está siendo la adecuada? 

_ Sí, ha sido la adecuada hasta ahora y, con las ajustes necesarios a cada momento, lo seguirá siendo. La formación de médicos es cara y la capacidad de formar buenos médicos es limitada en cualquier nación desarrollada. Crear médicos en cantidades desproporcionadas es un gasto social improductivo. 

_ ¿Por qué no se rentabilizan? 

_ Hubo una época con una gran bolsa de médicos en paro. El médico es un profesional altamente capacitado, que entre la carrera y el MIR ha estado formándose 10 o 12 años. Tiene que estar en ejercicio permanente; no puede estar seis años en paro y, de repente, operar del corazón. Ha de haber una programación que distribuya el trabajo en función de las necesidades potenciales, y no que la Administración disponga de una bolsa de médicos en paro. Hay que tener un equipo compensado, para que pueda asumir una baja con el trabajo de los demás; saber cuántos médicos se jubilarán en tales fechas; calcular el porcentaje de ellos que enfermarán, etc. Los gestores sanitarios deben tener en cuenta esos factores. 

_ Varias hornadas de médicos emigraron a países, caso de Portugal, donde les ofrecían mejores salarios, oportunidades de promoción y estabilidad profesional. ¿Esa es una de la causas de que la sanidad española sufra ahora la falta de especialistas? 

_ Indudablemente. En los estudios que todavía tiene colgados en su web el Ministerio de Sanidad, se dice que hay una gran paradoja: por un lado se demandan médicos, y por el otro exportamos médicos. Según los estudiosos de la demografía médica, España genera magníficos profesionales para malos puestos de trabajo. Es ahí donde hay problemas para cubrirlos. 

_ ¿Y qué dice el gestor? 

_ El gestor no sanitario dice: si hay una plaza de médico en Cuspedriños, a la que nadie quiere ir, sólo puedo conseguirlo con que haya muchos médicos en paro. El gestor sanitario dice: la planificación sanitaria hay que cambiarla, pues un buen médico se negará a cubrir una mala plaza. 

_ ¿Cuál es la alternativa? 

_ Con los medios de comunicación, transporte y atención existentes, qué sentido tiene hacer centros de salud donde no son necesarios y crear puestos de trabajo donde nunca habrá médicos de forma permanente. 

_ ¿El envejecimiento de la población y la mayor preocupación de las personas por su salud provocan una mayor demanda de profesionales de la sanidad? 

_ Influye claramente en el gasto y la atención sanitarios. Los individuos necesitan una mayor atención sanitaria al principio y al final de su vida. Al principio, sólo en el primer año; al final, como cada vez envejecemos más tarde, tendremos mayores necesidades médicas. Pero no necesariamente se necesitan más médicos y sí mas personal sanitario. Somos una de los países desarrollados con más médicos y menos personal sanitario: enfermeras, asistentes sociales, etc. 

_ ¿Cómo se explica que teniendo Galicia una tasa de natalidad que ni siquiera llega a la tasa de reposición, flten pediatras? 

_ Ya es normal que las mujeres tengan su primer hijo alrededor de los cuarenta años, y eso limita la fecundidad a largo plazo. En España el coste de atención a los hijos es muy alto, porque las prestaciones a las familias son de las más bajas del mundo desarrollado. Nada que ver con los países de norte de Europa. En los años 90 la fecundidad cayó aquí en picado, y la Administración dijo que si no había niños no se necesitaban pediatras, y se disminuyó el número de plazas para formarlos. En diez años sólo se cubrieron entre el 40 y el 50 por ciento, y cuando se dieron cuenta no había pediatras, pero había niños y la sociedad demandaba que fueran atendidos por pediatras. Se planificó mal. Ahora se ha vuelto a cubrir la capacidad plena de las unidades de pediatría para formar nuevos pediatras, y dentro de seis años habrá un número suficiente de ellos para cubrir la demanda. 

_ ¿La pediatría debe desarrollar una medicina preventiva? 

_ Hoy el interés principal de la pediatría es la prevención. Evitar las enfermedades congénitas, las malformaciones, es parte de la prevención. Hay que inculcar en el niño hábitos saludables para que cuando sea adulto esos hábitos persistan y tenga una mejor calidad de vida. Sabemos que el ambiente, la alimentación, y nuestros hábitos de vida condicionan nuestra salud. En la medicina de nuestros bisnietos, el enfermo será una rareza. La prohibición de fumar está empezando a dar resultados positivos en la patología pulmonar e igual pasa con la restricción del consumo de alcohol en lo que afecta al hígado. Eso quiere decir que el médico se dedicará a que la persona esté permanentemente sana, y un enfermo grave terminal será un error de la prevención. El cáncer será detectado en una fase previa, para evitar su desarrollo. No es ciencia ficción: el cáncer se curará. 

_ ¿En que afecta el plan Bolonia a la carrera de Medicina? 

_ El Espacio Europeo de Educación Superior, conocido como plan Bolonia, propone un estilo común de enseñanza y que las titulaciones sean utilizadas en cualquier país de la Unión Europea.Y esto es un cambio espectacular de las probabilidades. La carrera de Medicina sigue siendo de seis años en toda Europa y facilita el intercambio de formación entre los países. Actualmente, el 25 por ciento de los licenciados en la Facultad de Medicina de Santiago han estado un año en otra facultad de Medicina de España, de la UE o de otro país del mundo. La sociedad tiene que entender que sin recursos no habrá plan Bolonia. 

_ ¿Cada pareja tiene derecho a saber su potencialidad de transmisión de sus genes y los riesgos que tendrá su salud? 

_ En la evolución de las especies, el ser humano ha ido más allá y ha adquirido capacidad de pensar. Por tanto, si dispone de medios para escoger y desechar el gen enfermo, lo que probablemente forma parte de esa evolución, por qué no va a hacerlo. Además, se logrará con ello individuos más sanos. Lógicamente una pareja querrá tener un hijo que, dentro de sus posibilidades, tenga los mejores condicionantes educativos y evolutivos, y esto comienza desde el momento de la procreación. Existen opiniones distintas, pero hoy estamos seguros que la Inquisición no fue positiva. El ser humano tiene que ponerse de acuerdo, entender lo que significa el progreso, y escoger el camino adecuado. Y se hará. 

_ ¿Está de acuerdo con que la Comisión Nacional de Reproducción Asistida autorizase la selección genética para implantar embriones limpios de los genes vinculados a un cáncer de mama y otro de tiroides? 

_ Sí, estoy de acuerdo. 

_ ¿Está de acuerdo con los diagnósticos genéticos preimplantacionales que permiten seleccionar genéticamente a un bebé para curar al hermano enfermo? 

_ Eso también concierne en parte a nuestro campo de trabajo sobre los errores congénitos del metabolismo. Cuando un niño nace con un problema congénito del metabolismo grave, es siempre un proceso genético, ya sea heredado o nuevo, y dado que se pueden estudiar los gametos para descartar el efecto patológico ya conocido, parece lógico que sea factible y algo normal. De hecho, ya se admite la fertilización in vitro con toda normalidad, y un alto porcentaje de parejas la escoge. Por otra parte, tener un hermanito para salvar a otro es un hecho positivo: no se elimina a nadie, sino que se busca tener un hijo que no tenga un error congénito, y curar a otro hermano que es compatible genéticamente y necesita de esa implantación de células para corregir su defecto. No puede haber nada más bello que eso. 

_ ¿La trascendencia de la epidemia de la nueva gripe está mediáticamente desorbitada? 

_ No, no. A la población se la debe poner en conocimiento de lo que ocurre, y no ocultarlo, porque el desastre sería mucho mayor. Los virus de la gripe varían, y cada cierto número de años aparece uno más agresivo, como ahora es el caso del virus de la gripe A o H1N1.El plan de aviso a la población se está haciendo adecuadamente y tomando medidas para que si la pandemia ocurre los responsables sanitarios estén preparados para hacerle frente. 

_ ¿Ese virus no afecta en el plano alimentario? 

_ Este virus se transmite entre humanos, y los productos cárnicos, adecuadamente tratados, no lo transmiten. 

_ ¿La vacuna del papiloma de cuello de utero es recomendable? 

_ Hay invidiuos que no pueden tomar aspirinas, y no por eso el fármaco deja de ser positivo. En la comunidad científica ha habido una gran perplejidad por los casos de las dos chicas de Valencia, y no se ha llegado a un diagnóstico de certeza, pero a día de hoy esa vacuna es positiva.

(Back to top
Latin America & Caribbean
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Al menos un médico ha sido atacado en cada hospital del país
El Universal, Venezuela
15/05/2009

La principal causa de los ataques al personal de Salud de los centros de atención es la falta de equipos e insumos, carencias que pacientes y familiares reclaman a los trabajadores de los hospitales, pues a falta de vigilancia, son ellos los que dan la cara ante el público. 

El presidente de la Federación Médica, Douglas León Natera, explicó que ellos saben de al menos un caso reportado en cada uno de los 300 hospitales del país. Explica hace tres semanas hubo un asalto en el Universitario y robaron a médicos y enfermeras que estaban reunidos; en el Hospital Universitario de Cumaná le hicieron una herida en la cara a una doctora; en el Pérez Carreño un familiar metió la moto a las instalaciones amenazando con quemarla si no atendían a su familiar. 

León Natera comentó que hace unos días el director del Domingo Luciani le dio la razón a quienes atacan a los médicos, pues ellos deben "garantizar la salud", pero él reclama: "cómo se va a hacer eso con una dotación que no supera el 20% en insumos, material médico quirúrgico y medicinas en todos los hospitales del país". 

Víctimas frecuentes 

En marzo pasado Arby Velásquez, médico residente de Pediatría del hospital de El Llanito fue asaltado y herido por arma blanca en las escaleras del área de hospitalización del centro asistencial, al negarse a entregar BsF 5 F a unos antisociales que "cobraban peaje". Los médicos protestaron y la Policía Metropolitana reforzó la vigilancia. Luego se fueron y la inseguridad continuó. Allí los médicos recomiendan usar los ascensores para evitar ser asaltados, pero los aparatos suelen estar dañados. 

El año pasado en el piso 4 de El Llanito un grupo armado se enfrentó a efectivos de PoliBaruta cuando pretendieron rescatar a un compañero hospitalizado. Dos sujetos fueron abatidos mientras, pacientes y personal médico corrían a protegerse. 

Jesús Rebolledo, supervisor de servicios del Hospital de Coche, explica que desde que la PM fue removida la inseguridad allí se ha agravado. Dice que los problemas se acentúan los fines de semana por la falta de residentes: "siempre recibimos amenazas, muchas veces con pistola; y en el piso 4, donde están las los abaleados, hay tráfico de drogas. 

Explica que han optado por "hacerse los locos" cuando ven a alguien entrar con un arma y sólo le piden pacíficamente que entiendan la situación. De hecho allí el año pasado se produjo un tiroteo en Emergencia y un niño de seis años murió al quedar en la línea de fuego. 

Carlos Poveda, delegado sindical del Periférico de Catia, dice que la actual falta de rayos X ha causado incluso, que golpeen a los médicos. Además en 2008 un delincuente solitario logró robar BsF 19 mil de un cajero. 

En 2008, según reportes de los cuerpos policiales, tres delincuentes fueron ultimados en los hospitales y a otros nueve los rescataron comandos armados. 

Para León Natera, si el Estado no se hace responsable: "tendremos que irnos de los hospitales y que ellos se ocupen".

Gustavo Rodríguez / Laura Dávila Truelo

4
Falta de especialistas preocupa en el Japonés
El Deber, Bolivia
17/05/2009

Paura Rodríguez Leytón | prodriguez@eldeber.com.bo
Según los registros, la sala de Emergencias del hospital Japonés atiende cada día a entre 70 y 100 pacientes. De ese total un 40% requiere la intervención de médicos especialistas; sin embargo, hace unos dos meses que éstos dejaron sus puestos de trabajo porque no han recibido sus sueldos desde enero. 

La ausencia de los especialistas (neurólogos, traumatólogos, cirujanos vasculares, cirujanos pediatras, gastroenterólogos, entre otros) dificulta el trabajo del personal médico que quedó en esta sala y que corresponde a las especialidades de cirugía general, pediatría, medicina interna y gineco-obstetricia. 

Los médicos que dejaron sus puestos son los que trabajan a contrato o sin ítems. La administración del hospital espera la contratación de 79 y medio ítems y de 58 funcionarios para que realicen reemplazos por vacaciones y bajas médicas.  

Abel Durán, responsable de turno de la sala de Emergencia, aseguró que cuando llega un paciente que necesita una especialidad específica la situación “es estresante”. Los atendemos y hacemos que aguanten hasta el día siguiente, cuando puede verlos el médico correspondiente o nosotros resolvemos la situación, con el riesgo de tener algún problema legal, porque esto no es lo adecuado en un hospital de tercer nivel”, manifestó. 

Al ser el Japonés un nosocomio de referencia, su sala de Emergencias recibe pacientes de todo el departamento e incluso de otros lugares del país. Llegan para ser operados o internados de urgencia. Aunque de lunes a viernes el hospital cuenta con el servicio de especialistas en el turno de la mañana, su presencia tampoco soluciona el problema, porque trabajan en otras áreas, pese a que también apoyan a Emergencias cuando su tiempo lo permite. 

Además, esta sala continúa sobrecargada por la falta de camas y enfermeras en otros sectores. “No podemos mandar a los pacientes a piso o a Terapia Intensiva porque no hay espacio, aquí se llenan las camas, las camillas y las sillas de ruedas. La sala de estabilización está todo el tiempo saturada, pero en condiciones normales no tendría que quedar ningún paciente”, precisó Durán. 

La Alcaldía anuncia pago, pero temporal

El oficial mayor de Desarrollo Humano de la Alcaldía cruceña, Rolando Aguilera Perrogón, afirmó que, aunque se trata de una responsabilidad del Estado, el municipio asumirá el pago de los sueldos que se les debe a los médicos especialistas, pero no podrá realizar la cancelación de los salarios permanentemente. También indicó que el tema será tratado el lunes y que prevé resolver la situación en el transcurso de la semana. Dijo que es necesario coordinar las acciones con el Servicio Departamental de Salud (Sedes) para compartir responsabilidades. 

Su criterio no coincide con el del director del Japonés, José Carlos Camacho, para quien el problema puede solucionarse con la autorización del uso de recursos propios para el pago de salarios a los médicos. 

Entre tanto, continúa en pie la amenaza de paro de 48 horas para la próxima semana, de parte del Sindicato de Trabajadores de este hospital.

5

Faltan enfermeros profesionales en el sistema nacional de salud
Diario UNO
17/05/2009

Diario Uno

info@diariouno.net.ar

BUENOS AIRES– Que el prestigio de la enfermera se borró de la cultura hospitalaria y esa devaluación provocó desgano, altos índices de ausentismo y pedidos de licencias muy largas no es nuevo, como tampoco que sus salarios son precarios.

Pero ahora la crisis interna sumó otra arista: la elevada brecha entre cursantes y egresados de la carrera de enfermería. Al mismo tiempo, la oferta de auxiliares duplica, y en algunos casos hasta triplica, a la del personal profesionalizado.

Cada año, seis mil nuevos jóvenes se inscriben para cursar enfermería, pero sólo el 30 % termina la carrera en el tiempo estipulado por el plan de estudio, lo que resulta en un serio déficit para el sistema sanitario argentino.

El grueso de las personas que tienen vocación por el cuidado de los pacientes opta por recibirse de auxiliar, ya que demanda poco tiempo de estudio y cuenta con rápida salida laboral, aunque es menor el nivel de capacitación con el que egresan, comparado con el de un enfermero propiamente dicho.

Por estos días, según datos del Ministerio de Salud de la Nación, mientras las auxiliares, que se formaron en un curso de menos de un año, representan el 63% del total del personal de enfermería en el sistema de salud público, las enfermeras alcanzan el 30% y las licenciadas sólo el 7%.

El resultado es el ya conocido déficit de enfermeras: la proporción de este personal especializado en un centro de salud es de un enfermero por cada cuatro médicos, relación que las autoridades sanitarias pretenden igualar en siete años, pero ahora con una prevalencia de personal no formado para cuidar adecuadamente a los pacientes.

Los datos fueron dados a conocer por expertos locales y miembros de asociaciones que nuclean enfermeros, tras celebrarse esta semana el Día Internacional de la Enfermera. La relevancia de este grupo de profesionales de la salud en un sistema sanitario y en la vida de los pacientes es indudable, sin embargo, su situación laboral se corresponde cada vez menos con la trascendencia y el valor de su tarea.

“La escasez de profesionales de enfermería empeora la ya inequitativa distribución de los recursos, afectando especialmente el primer nivel de atención”, afirman desde la cartera sanitaria nacional.

De acuerdo con los funcionarios, el bajo número de enfermeras en prevención de enfermedades y en la promoción de la salud “aumenta la vulnerabilidad de aquellos sectores que históricamente han tenido menos oportunidades de atención calificada”.

Para estudiar enfermería existen en todo el país, además de los institutos terciarios, 43 escuelas universitarias, de las cuales 30 son dependientes de casas de altos estudios nacionales y el resto, del área privada.

Éstas otorgan un título intermedio de enfermera a los tres años y otro de licenciada en enfermería a los cinco.

Sin embargo, alcanzar alguno de esos títulos se extiende de dos a cinco años en cada caso a causa de distintos factores, pero primordialmente por la urgencia económica que aflige a los jóvenes argentinos.

“La necesidad económica hace que los estudiantes deban trabajar y eso demora el egreso”, evaluó Hilda Velásquez, directora de la Escuela de Enfermería de la Universidad Nacional de Misiones y presidenta de la Asociación de Escuelas Universitarias de Enfermería de la República Argentina (Aeuera).

Pero la falta de recursos no es el único obstáculo con el que tropiezan los estudiantes para no poder culminar la carrera en tiempo y forma.

Otro factor que contribuye a la deserción, según Velásquez, es “la masividad de alumnos en estructuras de cátedra insuficientes para acompañarlos”.
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Clínicas: el MSP constató ayer carencia de personal
El País, Uruguay
15/05/2009

F.CASTILLO / P.MELGAR 

Una inspección sorpresiva del MSP al Clínicas no constató omisión de asistencia, pero comprobó que hay carencia de personal en varias áreas. El Ministerio de Economía evalúa alternativas para asistir, una vez más, al hospital universitario. 

Según explicaron a El País los funcionarios no médicos del Hospital de Clínicas, el objetivo de la inspección del Ministerio de Salud Pública (MSP) fue comprobar in situ si las medidas que adoptó el gremio estaban afectando la asistencia de los pacientes. 

Los inspectores, acompañados por la directora del centro asistencial, Graciela Ubach, recorrieron cinco servicios del nosocomio. De acuerdo a lo expresado por los funcionarios, no se constató en la inspección que hubiera omisión de asistencia, pero en tres de las áreas recorridas se confirmó carencia de personal. 

"Constataron que lo que nosotros decíamos era cierto: que faltaba personal no médico", destacó el dirigente de la Unión de Trabajadores del Hospital de Clínicas (UTHC), Alfredo Alemán. 

Las áreas donde se comprobó que el plantel de enfermería no es suficiente para atender la demanda de los pacientes son en Emergencias y en los pisos 12 y 7, que corresponden a internación. 

Los inspectores avisaron al gremio y a las autoridades del hospital que las inspecciones van a continuar mientras dure el conflicto, que en principio se extenderá hasta fin de mes. 

SIN COMENTARIOS. Los dirigentes gremiales que participaron junto a Ubach del recorrido por el hospital confiaron que la directora no hizo ningún tipo de comentario sobre la situación de conflicto que atraviesa el centro asistencial. 

Ayer El País procuró tener la palabra de Ubach, pero nuevamente las gestiones fueron en vano. Un secretario de la dirección aseguró que Ubach no hará declaraciones y que tampoco se delegó a ninguna persona como interlocutor. 

La Universidad de la República emitió ayer un comunicado en el que se reconoce que el hospital "está atravesando por algunas dificultades que han afectado el funcionamiento y sobre las que la institución está trabajando de forma seria y responsable". El comunicado agrega que la Universidad, la Facultad de Medicina y la Comisión Directiva del Hospital "están conjuntamente valorando el máximo posible de esta atención con los recursos disponibles. 

ECONOMÍA. El ministro de Economía, Álvaro García, señaló ayer que su intención es anticiparse a los problemas y no actuar con la situación desborda. En ese sentido, recordó que Hospital de Clínicas enfrentó a fines del año pasado una situación límite -cuando su directora Ubach advirtió que el centro asistencial tenía presupuesto sólo para funcionar unos días más- y aseguró que se están evaluando acciones ante la eventualidad "que se puede replantear ese mismo problema para este año". 

"Estamos pensando no en una asistencia especial, pero estamos dialogando con los diferentes actores, con la Universidad, que es autónoma en su presupuesto", señaló el ministro e informó que se verá qué modalidades existen para una nueva asistencia. "El año pasado hubo un refuerzo (de rubros) y lo que queremos es anticipar los problemas y no que los problemas nos lleguen cuando ya están concretados", enfatizó. 

Mientras la directora Ubach recorría el Hospital de Clínicas junto con un grupo de inspectores de Salud Pública, un equipo de El País hizo lo propio por otros pisos y en la Emergencia. En una primera mirada, se pudo ver un hospital en ruinas desde el ángulo edilicio. Hay pisos enteros que parecen abandonados y otros que se usan como depósitos de elementos en desuso. 

RUINAS. En los pasillos se ven algunas camas y elementos de trabajo de enfermería abandonados. A pocos metros de las salas colectivas, sin baño privado, hay baterías de baños en condiciones ruinosas, las cisternas no funcionan, quedan unos pocos azulejos y de los lavatorios funcionan muy pocos. La humedad en paredes y techos es una presencia constante en los rincones del nosocomio universitario. 

La tarde fría de ayer se hacía sentir en el enorme edificio, los escasos enfermeros o médicos visitaban a los pacientes bien abrigados como si estuvieran al aire libre. 

Mientras tanto, la emergencia estaba semi desierta si se la compara con el miércoles pasado. Continúan los pacientes en sillones en lugar de camas pero no son más de 12, en el mismo lugar que antes superaban la treintena. 

Aprobaron paros y más movilizaciones 

Ayer los funcionarios no médicos del Hospital de Clínicas realizaron una asamblea para definir los pasos a seguir en el conflicto. 

Se ratificó la extensión de las medidas hasta el último día de mayo y se aprobaron más acciones. Entre ellas, un paro por 72 horas desde el día 26. El dirigente de la Unión de Trabajadores del Hospital de Clínicas (UTHC), Alfredo Alemán, aclaró que se tratan de "paros activos", es decir que no son totales y que sirven para acompañar las movilizaciones de los funcionarios. 

Una de las actividades previstas, que se votó ayer en asamblea, es realizar un acto público en el propio hospital que pretende contar con la asistencia de todos los presidenciables. 

El acto será el jueves 28 de mayo, horario a confirmar. Alemán explicó que la idea es que los precandidatos escuchen los planteos de los funcionarios y que realicen sus propuestas para el futuro del hospital. "Para que la gente vea y después elija", señaló el gremialista. 

En la asamblea se insistió en que se debe readecuar el funcionamiento de las camas a las posibilidades asistenciales que tenemos. "Si tenemos personal para atender 100 no podemos atender 200", se dijo. 
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Reactivan consultas en la “Negra Hipólita”
Nueva Prensa, Venezuela
18/05/2009

Escrito por María Elena Ramírez - Fotos: Luis González    

Advierten que la plantilla de médicos que hay actualmente en la Maternidad no es suficiente para brindar atención en las consultas y también en la Emergencia

Hace una semana reactivaron las consultas de cirugía y medicina interna y ayer reabrieron las consultas de control prenatal, control prenatal de alto riesgo, ecografía, preanestesia y neonatología en la Maternidad “Negra Hipólita” de 25 de Marzo. 

Así lo dio a conocer la coordinadora de Consultas y Planificaciones Quirúrgicas de este centro, Marilú Rodríguez, quien indicó que estiman la pronta reactivación de las consultas de pediatría que -al igual que las anteriores- son de gran importancia en este hospital tipo I. 

Se supo que esta área fue reactivada luego de permanecer paralizada por espacio de 23 meses, es decir, un año y 11 meses. Desde junio de 2007, cuando motivados por un conjunto de problemas laborales, por la inseguridad y por la falta de recurso humano, los especialistas del centro decidieron cerrarla temporalmente.

Marilú Rodríguez destacó que la decisión de abrir nuevamente el servicio surgió de parte del Ministerio del Poder Popular para la Salud (MPPS), ente que desde el 1° de abril de este año asumió formalmente la nómina del centro materno hospitalario ubicado en 25 de Marzo.

La trabajadora de la Maternidad detalló que las consultas se reabrieron pese a que la falta de personal médico especializado aún golpea las plantillas del centro. Es decir, no hubo incorporación de nuevos galenos para la atención de esta área.

Explicó que los especialistas que ya forman parte de las plantillas de la “Negra Hipólita” además de brindar atención diaria en las consultas deberán también seguir al frente del área de Emergencia ya que en este centro no hay médicos residentes que se encarguen del triaje.

Precisó que actualmente en el centro cuentan con 20 gineco-obstetras, 3 cirujanos, 10 anestesiólogos, 14 pediatras, 1 neonatólogo y 1 médico internista que -aunque no son suficientes para atender la gran demanda de este hospital materno- “por lo menos dan para hacer los paliativos”.

Promedio de pacientes atendidas

Rodríguez indicó que por cada una de las consultas reactivadas hay una programación para la atención de 12 pacientes, “pero siempre los médicos llegan a ver hasta unas 18”. Y sacando el promedio total del área de consultas “en general se atienden unas 62 pacientes diarias”.

Con la reactivación del servicio, mencionó, los lunes habrá consultas de control prenatal y de control prenatal de alto riesgo, en la mañana y en la tarde, por lo que la atención diaria por cada una de las consultas será de hasta 36 pacientes.

En la consulta de pediatría, añadió, el promedio de atención antes que se cerrara el área de consultas en la Maternidad “Negra Hipólita” era de 18 niños por día y esperan que cuando ésta se reactive se mantenga la media de atención.

En las consultas de preanestesia, prosiguió Rodríguez, deben atender a todas aquellas pacientes que hayan sido programadas para una cirugía bien sea obstétrica o quirúrgica. Y en las consultas de medicina interna el promedio de pacientes atendidas varía de 12 a 15 diarias.

Llamado al alcalde

La coordinadora de Consultas y Planificaciones Quirúrgicas de la Maternidad “Negra Hipólita” le hizo un llamado al alcalde José Ramón López y lo invitó a que “programe una visita a este centro para que vea las condiciones en que se encuentra y nos tienda la mano”.

Entre las necesidades más urgentes que tiene el centro mencionó “el banco de sangre y la ambulancia”. Contó que “casi siempre llegan pacientes en estado de gravedad y no hay manera de trasladarlas a otro sitio ni de hacerles la transfusión a tiempo porque el 171 nos queda muy lejos”.

Puntualizó que lo que necesitan son recursos para poner en funcionamiento, si no se puede el banco de sangre, por lo menos una unidad transfusional “porque el local para eso ya lo tenemos”. Así como invitó al alcalde también exhortó a los dueños de empresas privadas a cooperar para incorporar lo que necesita el centro.

Toma simbólica

Al la petición de ayuda de los trabajadores de la Maternidad “Negra Hipólita” se unieron los representantes del Consejo Comunal del Sector I de 25 de Marzo, quienes este lunes hicieron una “toma simbólica” del centro para exigir recursos que permitan mejorar los servicios que allí se ofrecen.

Juana Arteaga y Aracelis Chacón, voceras del referido consejo comunal, exhortaron al ministro de Salud, Jesús Mantilla, para que cumpla las promesas que le ha hecho al personal de este hospital materno. 

Le exigieron la ambulancia “que tanta falta hace” y recordaron que hace 3 meses, aproximadamente, “unos diputados de la Asamblea Nacional por el estado Bolívar se reunieron con el ministro de Salud y éste les prometió que ya tenía la ambulancia asignada para este centro”.

Pero ha pasado el tiempo y todavía no llega. “Entonces, por qué no la han traído si supuestamente ya la tenían lista para enviarla y todo”, se preguntaron.

Así como la ambulancia, también le exigieron los recursos que hacen falta para la habilitación del banco de sangre que hace más de cinco años se comenzó a construir y nunca se culminó. 

Arteaga y Chacón aseguraron que la carencia de estos servicios ha provocado muchos hechos que lamentar en la Maternidad “Negra Hipólita”.

“El más reciente, cuestionaron, fue el de una joven de 25 años que murió la semana pasada en las puertas de esta Maternidad porque no se le hizo una transfusión de sangre a tiempo y porque no había una ambulancia para trasladarla a otro centro de la ciudad”.

Por ello reiteraron su llamado al ministro de Salud, a quien le exigieron “que atienda los problemas de la Maternidad” y al alcalde José Ramón López “que le encanta hacer obras comunitarias también lo exhortamos para que se acerque a este centro y ayude”.

Por último, anunciaron que “si en 15 días no tenemos respuestas oportunas del Ministerio de Salud volveremos a tomar -simbólicamente- las instalaciones de la “Negra Hipólita” para ratificar nuestras peticiones. Pero esta vez nos vamos a traer a todas las personas de la comunidad, así que es mejor que nos hagan caso”.
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Enfermeras inician huelga de hambre
La Primera, Peru
21/05/2009

Radicalizan su protesta. Ante la negativa de las autoridades de EsSalud a resolver el reclamo de las enfermeras de la institución, un grupo de ellas inició una huelga de hambre en los exteriores de la Presidencia Ejecutiva de EsSalud en Jesús María. En su tercer día de huelga nacional indefinida, las integrantes del Sindicato Nacional de Enfermeras del Seguro Social de Salud (Siness) exigieron se derogue la Directiva Nº 002-GG-ESSALUD por atentar contra sus derechos laborales conforme lo estipula la Ley Nº 27699 también conocida como la “Ley del Enfermero”. Según aseguran, dicha directiva permitiría que las enfermeras sean reemplazadas por técnicos en enfermería en las intervenciones quirúrgicas.

“Es falso que los cinco puntos discordantes estén solucionados ya que no existe un documento firmado que nos garantice una solución concreta. Nosotras no tenemos miedo, pues hablamos con la verdad, la huelga de hambre se da por la falta de voluntad de este gobierno que en campaña se comprometió a velar por los intereses del pueblo trabajador”, enfatizó Cecilia Grados, secretaria general del Siness. Las enfermeras denunciaron que los directivos de EsSalud las amenazan con despidos masivos, descuentos, sanciones, quebrantando el Derecho Constitucional de acuerdo a Ley de hacer público su disconformidad con las actuales directivas de la institución.

(Back to top
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Progress on health-related MDGs mixed
WHO
21/05/2009

21 MAY 2009 | GENEVA -- Deaths of children aged under five years have dropped by 27% globally since 1990, according to the latest WHO estimates. But in WHO’s first progress report on the health-related Millennium Development Goals (MDGs) released today in the World Health Statistics 2009, other results are mixed. 

An estimated 9 million children aged under five years died in 2007, significantly fewer than the 12.5 million estimated to have died in 1990, the baseline year against which progress towards the goals is measured. However, in many African countries and in low-income countries generally, progress has been insufficient to reach the MDG target, that aims for a two thirds reduction in child mortality by the year 2015. 

"The decline in the death toll of children under five illustrates what can be achieved by strengthening health systems and scaling up interventions, such as insecticide-treated mosquito nets for malaria and oral rehydration therapy for diarrhoea, increased access to vaccines and improved water and sanitation in developing countries,” said Dr Ties Boerma, Director of WHO’s Department of Health Statistics and Informatics.

The MDGs were initiated by the United Nations and its partners to achieve significant improvements in eight health and development areas by 2015.

"At the mid-way point, the analysis shows encouraging signs of progress," said Dr Boerma. "But there needs to be more effort to strengthen health systems in countries affected by high levels of HIV/AIDS, economic hardship or conflict. Moreover, there is a need to pay greater attention to the poorest groups within countries where progress is often the slowest and child mortality rates remain high."

"Areas where there has been little or no movement are notably maternal and newborn health. An estimated 37% of deaths among children aged under five occurs in the first month of life, and most of them in the first week of life," said Dr Boerma. "While the data are patchy and incomplete, it appears that the regions with the least progress are those where levels of maternal mortality are the highest."

"The challenges ahead are those presented by weak health systems, those associated with noncommunicable chronic conditions, and emerging health threats such as pandemics and climate change," said Dr Boerma. 

World Health Statistics 2009 is an annual report based on more than 100 health indicators collected from WHO's 193 Member States. These indicators provide a snapshot of global health trends. However, the data have some limitations. These are explained in our Frequently Asked Questions about health statistics. 

Among other findings, the report reveals: 

An estimated 1.2 billion people are affected by neglected tropical diseases. In 2007, 546 million people were treated to prevent the parasitic disease lymphatic filariasis (also known as elephantiasis), which causes enlargement of parts of the body. 

The availability of essential medicines at public health facilities is often poor and prices remain high, even for generic medicine. 

There are now more than 3 million people in developing countries receiving antiretroviral therapy, which proves that complex treatment for chronic disease is possible in low-income settings. 

Adolescent pregnancy rates remain high. Globally, there were 48 births for every 1000 women aged 15–19 years in 2006, a small decline from 51 per 1000 in the year 2000. 

Out of every 100 deaths worldwide, 51 are due to noncommunicable conditions; 34 due to communicable, maternal or nutritional conditions; and 14 due to injuries. Changes in population age structures, risk factors and disease patterns are resulting in increases in the proportion of deaths due to noncommunicable diseases such as heart disease, stroke, cancers and road traffic accidents. Many developing countries have to cope with a double burden of both infectious and noncommunicable diseases that is overwhelming their health-care systems. Action needs to be taken now to implement preventive interventions including reductions in tobacco use, overweight and obesity, and high blood pressure.
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Niger joins the International Health Partnership
International Health Partnership
21/05/2009

Geneva, May 21, 2009 - By signing the IHP+ Global Compact, Niger became today the 36th member of the International Health Partnership and related initiatives. Signing on behalf of the Minister of Health, Mr. Adani Illo, Ambassador and Permanent Representative of Niger to the United Nations in Geneva declared that 'signing the Global Compact represents an important step in creating a coherent and inclusive framework for health development in Niger. We hope that this will lead to more predictable, more efficient and increased aid'. The signing event took place on the margins of the 62nd World Health Assembly in the presence of a number of IHP+ signatories.
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Global Action to Strengthen Health Systems
International Health Partnership
13/05/2009

Johannesburg 13 & 14 May 2009: Over forty senior Southern based delegates from prominent civil society organisations will meet in Johannesburg on 13 and 14 May, as part of the work of the Taskforce on Innovative International Financing for Health Systems. This will be an important opportunity for participants to voice their views on what steps can be taken to increase funding for health systems to prevent the financial crisis from becoming a human crisis.
Chaired by UK Prime Minister Gordon Brown and World Bank President Robert Zoellick, the Taskforce for Innovative International Financing for Health Systems is a group of political and world leaders who are determined to find new ways of funding healthcare systems throughout the developing world.

Funding for global health has more than doubled since 2000 – saving millions of lives. Many low income countries – particularly in Africa – have also increased health spending on the back of economic growth, but these funds are neither large enough nor sufficiently predictable to maintain standards, let alone reach the UN health Millennium Development Goals (MDGs).
The Taskforce will work towards innovative financing solutions – new ways of complementing traditional forms of aid. The two day meeting in Johannesburg will allow delegates to explore the potential for new and predictable income streams, ways of channelling funds that link resources to results, and which support locally defined priorities and plans. The aim is to complement traditional donor aid with new resources in order to meet the health MDGs by 2015.
Mrs Graça Machel, President and Founder of the Foundation for Community Development in Mozambique and Member of the Taskforce, will be participating in the two day meeting. Ahead of the event, Mrs Machel said:

“Despite the financial crisis, innovative financing mechanisms are needed to complement present aid, and the extra money must be channelled rapidly and used efficiently to fill those gaps in health systems in the provinces and districts that are needed the most.”
Commenting on the importance of the event Mrs Machel continued:

“It is essential that as global health policies are designed and rolled out we include African civil society organisations as well as international civil society organisations in the process. They are the ones that have the knowledge in the field and understand the real challenges. The event in Johannesburg has been designed to do just that, enabling civil society organisations to articulate their concerns and raise issues of significance that the Taskforce can take into consideration.”

In 2000, the United Nations set out eight Millennium Development Goals, to be achieved by 2015. These included a reduction in child mortality, improvements in maternal health and combating diseases such as HIV/Aids and malaria.
The rate of new HIV infections are falling in several countries and great progress is being made against malaria and TB. Vaccines are reaching more children than ever, and there is more investment in new technologies for preventing and treating disease.

While significant progress has been made – there is still much more to do. Stronger health systems are critical to saving lives and building these systems will require more resources from the international community. Innovative financing has an important role to play in meeting the financing gap for health.
The Facts – why funds are needed now:

• Halfway to 2015, numerous countries are lagging behind in reaching the health MDGs

• Worldwide a child dies every three seconds, a mother dies in pregnancy or childbirth every minute and 7,000 people are infected with HIV every day

• More than half a million women die from preventable complications in pregnancy and childbirth every year. Over 300 million suffer from preventable illness and disability

• Current donor funding is not sufficiently predictable or sufficiently large to support reaching the health MDGs.
The Taskforce recognises that the challenges facing the international community in terms of improving people’s health in developing countries is not just one of funding; it is also an organisational and efficiency challenge. It is vital these concerns are met proactively by the members of the Taskforce. The issues and concerns of the Taskforce are not localised to the regions of the globe which are the poorest. If health systems collapse and poverty increases nations will be ill-equipped to build proper infrastructure. Economies are built by the healthy not the weak and dying, the vulnerable must be cared for to allow them to care for their nations. If sound health systems are not implemented fast and funding is not secured, poverty will increase and the demands placed on the wealthy nations of the world will become greater.
For more information on the Taskforce and interviews with spokespeople:

colleen@harrisprivate.com or call +44(0)7802 296 737

www.internationalhealthpartnership.net/taskforce.html
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