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Global Health Workforce Alliance 
Online discussion on Mid-Level Health Workers - 4-18 May 2010 
The Alliance
07/04/2010
Geneva, 7 April 2010 | The Global Health Workforce Alliance will hold its third moderated online discussion on Mid-Level Health Workers, from 4-18 May 2010. The discussion is run through the Implementing Best Practice (IBP) Knowledge Gateway, within the Human Resources for Health dedicated community "The HRH Exchange". The discussions will be moderated by the Alliance and supported by expert advisors, a group of individuals involved in public health, funded projects and academia.

Questions for discussion will be:

· Who are mid-level workers? What is their role in broader HRH and health sector strategies?

· Can mid-level workers improve distribution of the health workforce and access to services? If so, are there trade-offs with the quality of care provided?

· What are the most appropriate education and management strategies for mid-level health workers?

· What accreditation and regulation issues need to be considered? What are the health policy and system factors that enable a successful use of mid-level providers?

The objectives of the discussion are:

· to share evidence and good practice examples relative to mid-level health workers

· to address policy and programmatic questions of relevance to the topic, and

· to synthesize existing evidence and provide policy-relevant reflections on the mid-level health workers discourse through the production of appropriate knowledge products

The Alliance invites all interested to join the discussion at http://my.ibpinitiative.org/public/global/HRHExchange 
For more information, please visit the Alliance web site at www.who.int/workforcealliance/ 
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Launch of the Positive Practice Environments Campaign web site
The Alliance
08/04/2010

Geneva, 8 April 2010 | The Alliance is pleased to join the group of health professional associations - members of the Alliance - in launching the Positive Practice Environments (PPE) Campaign web site. The PPE Campaign web site will play a key role in addressing the ongoing underinvestment in the health sector, the shortage of health care professionals and the deterioration of health care professionals working conditions worldwide, threatening care delivery and patient outcomes. The site houses PPE resources, tools and events. To learn more and share expertise to improve practice environments, visit the site at: www.ppecampaign.org

The PPE Campaign was initiated with financial support from the Alliance by the International Council of Nurses, The International Pharmaceutical Federation, the World Dental Federation, The World Medical Association, the International Hospital Federation and the World Confederation for Physical Therapy. It aims to improve work environments, staff recruitment and retention and quality of health services through the development of positive practice environments.

Positive practice environments are settings that ensure the health, safety and personal

well-being of staff, improve the motivation, productivity and performance of individuals and organizations, and thus support the provision of quality patient care. PPEs include

professional recognition, effective management practices, staff support structures,

educational opportunities and occupational health and safety.

PPE activities aim to raise awareness, identify good practice, develop tools for managers and health professionals and carry out concrete national demonstration projects to improve practice environments. Campaign activities are already underway in Morocco, Uganda and Zambia. The PPE Campaign is open to all countries, health organizations and health disciplines.
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Minister warns health workers
New Vision, Uganda
04/04/2010

The state minister for higher education, Mwesigwa Rukutana, has warned health workers against mistreating patients, saying the Government is designing a law that will punish the culprits. 

Rukutana observed that many patients are shunning the Government health centres due to harassment and corruption from health workers. 

The minister made the remarks on Monday while presiding over the first graduation ceremony for 870 nurses at the district’s nursing school
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Hospitais de Luanda congestionados por carência de médicos especialistas
Jornal de Angola, Angola
05/04/2010

Alexa Sonhi
A vice-presidente da Associação Angolana de Médicos Nefrologistas, Susana Costa, afirmou, ontem, em Luanda, que os oito especialistas em nefrologia existentes em Angola são insuficientes para o atendimento dos inúmeros casos de doentes renais.

O défice de nefrologistas, especialidade que trata das doenças do rim, órgão responsável pela filtragem do sangue, obriga a que os 600 doentes renais crónicos que fazem hemodiálise fiquem todos concentrados em Luanda. De acordo com Susana Costa, dos oito médicos, seis são angolanos e dois de nacionalidade cubana, trabalhando em regime de contrato. 

A médica reconheceu o avanço que o país está a registar em algumas áreas, mas diz que na da nefrologia ainda estamos muito atrasados. “Esta situação tem muito a ver com a falta de políticas por parte do Governo em relação à formação especializada de quadros nas diferentes áreas da medicina”, sublinhou Susana Costa.  

Para facilitar a vida dos 600 doentes crónicos e dos diabéticos ou hipertensos que, se não forem controlados, podem evoluir para insuficientes renais, o país precisa de ter, segundo o parecer da médica Susana Costa, um mínimo de três médicos nefrologistas em cada província, para evitar o congestionamento de pacientes na capital do país.

“A maior parte das pessoas que padecem de insuficiência renal são chefes de família e, por falta de nefrologistas nas suas províncias, deixam de trabalhar, abandonam os filhos e toda a sua vida social para serem assistidos com regularidade por especialistas em Luanda, onde fazem hemodiálise três vezes por semana”, acrescentou Susana Costa. No caso de crianças, disse, a situação tende a piorar, porque são obrigadas a largar a escola, sem contar que a doença lhes causa um desequilíbrio psicomotor, além de prejudicar o seu desenvolvimento físico e emocional.

Falta de apoios

A nefrologista reconhece haver pouco apoio por parte do Ministério da Saúde em relação à formação de especialistas em doenças renais, acrescentando que também há défice na disseminação da informação sobre esta área, que é uma das mais complexas da medicina interna.

A nefrologia, acrescentou, é uma especialidade muita cara, que exige o desembolso de muito dinheiro durante a formação, razão pela qual os interessados pela especialidade são formados no estrangeiro a expensas de algumas empresas e hospitais. Foi esse o seu caso. Susana Costa formou-se em Portugal com o apoio da Sonangol. Actualmente, esclareceu, há angolanos a especializarem-se no Brasil pela Clínica Multiperfil, e em Portugal, por conta do Hospital Militar.

Dos seis já formados, apenas um conseguiu a especialização através do Ministério da Saúde, de acordo com a médica, para quem, durante muito tempo, a nefrologia era quase desconhecida no país pela classe médica e pelos estudantes de medicina. “Por essa razão, os doentes renais eram colocados numa enfermaria como se padecessem de uma doença terminal”.     

A também docente da Faculdade de Medicina reconheceu que, ultimamente, já se fala de modo mais específico sobre a importância do estudo da nefrologia. 

“Ultimamente, o número considerável de pacientes nos hospitais Militar, Américo Boavida, Josina Machel, Clínica Girassol e Multiperfil está a estimular mais médicos a especializarem-se nesta área”. 

Insuficiência renal   

Susana Costa explicou que as principais causas da insuficiência renal são a hipertensão arterial, diabetes e algumas infecções no organismo, em especial no aparelho urinário.

As pessoas que padecem de hipertensão arterial e diabetes, disse a médica, não devem consumir açúcar em excesso, sal e gorduras, aconselhando a população a fazer o rastreio destas doenças regularmente, em qualquer unidade hospitalar, até porque muitas vezes têm factores hereditários. 

“Com uma simples consulta a um médico de clínica geral é possível saber se a pessoa é ou não diabética ou hipertensa”, explicou.

“E se durante as consultas forem detectadas algumas anomalias no organismo, aí sim, o médico deve indicar ao paciente um nefrologista ou urologista a fim de aprofundar as análises” acrescentou.   Susana Costa frisou que os pacientes que padecem de insuficiência renal são, na sua maioria, pessoas na fase activa da vida, entre os 30 e os 45 anos.

Sintomas das doenças renais

De acordo com a nefrologista Susana Costa, na fase inicial, as doenças do rim quase não apresentam sintomas.

Quando surgem os sintomas, significa que o doente já perdeu 70 por cento da função do rim e vai precisar do auxílio das máquinas para filtrarem o sangue (hemodiálise), que é a única alternativa terapêutica existente no país.

A nefrologista acrescentou que o doente renal, já em estado avançado, apresenta sinais de cansaço, perda de proteínas na urina e fica com os olhos inflamados e com papos.
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Health Workers Enrich Knowledge In HIV Care
Cameroon Tribune, Cameroon
06/04/2010

Brenda Yufeh
The first training session for an inter-university diploma in the management of HIV patients began yesterday in Yaounde.

Classes to reinforce the knowledge of the first 40 medical and para-medical personnel for a better management and care of people living with HIV started yesterday at the Faculty of Medicine and Biomedical Sciences of the University of Yaounde I. For five weeks, medical and para-medical personnel selected from Cameroon and other countries in the Central African Sub-Region will be schooled on public health, clinical presentation of HIV infections, biology of HIV infection and pharmacology of the antiretroviral drugs. The Vice Rector in Charge of Teaching at the University of Yaounde I, Professor André Marie Ntsobe opened the training session in the presence of a representative from the Ministry of Public Health and that of the French Ambassador to Cameroon.

In Cameroon, the HIV prevalence rate stands at 5.5 per cent. Although there is no curative treatment to HIV, there is treatment which can keep the patient as long as possible. The Ministry of Public Health taught it wise to build the capacity of health workers working in aggregated HIV treatment centre, HIV management unit and other actors in the management of HIV patients to enable them better diagnose patients and provide quality care. The course is piloted by the Faculty of Medicine and Biomedical Sciences at the University of Yaounde I and La Faculté de Médicine de L'Université de Montpellier I Medicine. The Dean of the Faculty of Medicine Yaounde I, Pr Tetanye Ekoe said the faculty is in win-win partnership with Montpellier I. During the training, participants will undertake practical and clinical training in health structures for global and specific care of HIV infected patients, develop educational aptitude in order to be able to train workers in peripheral health structures as well as obtain post university theoretical training on HIV that is its prevention, complications, consequences, clinical and psychosocial care to persons living with the virus. The course runs over five-years and hopes to train over 300 health personnel, with two training sessions each year. It is financed by the French cooperation through Debt Relief and Development Contract (C2D) funds at the Ministry of Public Health.

The chief of the Public Health Department at the University, Pr Christopher Kuaban says those qualified to undertake the training are, holders of an Advanced Level Certificate with two years of post Advanced Level training. At the end, participants will obtain a university diploma which does not open them to an increment in salary but add to their curriculum vitae.
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RDC blames drugs shortage on theft
New Vision, Uganda
07/04/2010

By Chris Ocowun 

AMURU resident district commissioner (RDC) Edwin Yakobo Komakech has attributed the shortage of drugs in health facilities to drug theft by medical workers. 

He said health workers steal drugs and take them to their clinics or sell them to drug shop owners. 

Komakech’s remarks, made at a press conference at Hotel Roma in Gulu on Monday, followed the imprisonment of two medical workers attached to Okungedi Health Centre II over drug theft. 

The RDC identified them as Charles Anguyo, the deputy head of the health centre and Jacob Kibwota. 

“Anguyo, who was arrested at his home in Koboko town, West Nile with the drugs, confessed to stealing them and asked for forgiveness. He was going to sell the drugs in southern Sudan. 

“But we are happy that the magistrate’s court sentenced him to three- years imprisonment and Kibwota has been remanded to Gulu Central Prison,” Komakech reported. 

The RDC said he was planning to visit all health centres in the district to ascertain their staffing levels and general status. 

Komakech proposed that the office of the RDC should be called to witness drug deliveries to curb theft. 

He added that health management committees should be strengthened to monitor drug usage to avoid wastage and theft
5
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Training for health workers at Kotwa PHC
The Times of India
05/04/2010


The health department, on Monday, imparted training to health workers, including ASHAs, at Kotwa primary health centre to handle the routine immunisation programme. 

The health workers, from pharmacists to ASHAs, were told about the importance of immunisation for children. 

Dr Meesum SAM, senior medical officer, community health, said that ground level health workers were briefed about the importance of routine immunisation. They were taught that immunisation can prevent children from deadly diseases. The immunisation prorgamme is part of Comprehensive Child Survival Programme (CCSP). 

District immunisation officer, Dr Asha Bhargava said that ASHAs should be careful while handling the infants during immunisation. 

Parents, according to health officer, in rural parts of the district had no much idea about immunisation and stress is being laid to spread awareness in this regard. 

Health department has been stressing on immunisation and nutrition to check the infant mortality rate (IMR). Stating that malnourished children are prone to infection, the health department has asked the workers to take care of such children properly.
Health workers to strike over pay
The Nelson Mail, New Zealand
06/04/2010


By NAOMI ARNOLD

Radiographers at Nelson Hospital will strike tonight over the refusal of Nelson Marlborough District Health Board to consider anything other than a zero per cent pay rise. 

The nationwide strike involves Association of Professionals and Executive Employees (Apex) workers in general X-ray, computed tomography (CT) and angiography. 

From 4.30pm today until 8am tomorrow they will refuse to work after hours, apart from when there is danger of death or permanent disability to a patient. 

The action runs at Nelson Hospital every night until April 17. On weekends it will run from 5pm to 9.30am. 

The employment agreement covering radiographers at 20 hospitals throughout the country expired last September, and Apex had been negotiating with boards over pay and terms and conditions for a year before that. 

Nelson Marlborough District Health Board medical services district manager Lindsey Bates said there would be two on-call staff at Nelson Hospital for life-preserving services. During the strike, patients referred for X-rays with non-threatening conditions would be asked to return the next day between 8am and 4.30pm. 

Meanwhile, another health-worker protest planned for today has been postponed to next week. 

A lunchtime picket by carers of intellectually disabled people will now take place next Tuesday outside the offices of Stoke Idea Services. 

Nelson Service and Food Workers Union (SFWU) members were to take part in the nationwide protest, but spokesman John Cumming said it had been arranged at short notice and it had been difficult to gather staff to attend the local action. 

Mr Cumming said the planned sleepover strikes tonight and Wednesday would still go ahead. Next week, they will strike on Thursday, Friday and Saturday nights. 

About 70 union members work in 13 residential houses in the Nelson region, which are home to more than 130 intellectually and physically disabled people. The homes are managed by IHC's service branch, Idea Services. Nationally, slightly over half the organisation's community support workers are union members. 

SFWU staff start on a base wage of $14.20 an hour. The union has been negotiating a 2 per cent pay increase with IHC on its members' behalf since last October, but those members are instead being offered a 12-month pay freeze. Although IHC had a 2 per cent increase in funding from the Ministry of Health last year, it has not passed that on to its staff. 
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Australia - Boost for Allied Health in Rural and Remote Australia
ISRIA, Australia
06/04/2010

The Rudd Government will double scholarships for allied health clinical placements in rural areas and establish a locum scheme to support 1,000 allied health workers over the next decade.

These investments are part of the Rudd Government's plans to reform our health system to deliver better health and better hospitals for all Australians.

Currently, there aren't enough allied health professionals in rural and remote areas. Allied health practitioners include physiotherapists, dieticians, occupational therapists and optometrists.

In major cities there are 354 allied health professionals per 100,000 people but only 64 workers per 100,000 people in very remote areas of Australia.

To improve retention of allied health professionals in rural areas, and provide opportunities for those interested in working the bush, the Government will:

* Double the number of scholarships available for allied health students to undertake a clinical placement in a rural area from 100 to 200 each year - providing 1,000 extra scholarships for allied health students over the next decade.

* Provide 100 allied health locum placements per year, supporting 1,000 allied health workers over the next decade.

The Allied Health Clinical Placement Scholarship Scheme, an election commitment of the Rudd Government, has been extremely popular with allied health students seeking to undertake some of their training in the bush.

Some 875 applications have been received for the 187 scholarships offered to date.

We know that health professionals who spend time training and learning in regional and rural centres often establish strong links with the local community.

The Government will also invest to make locum arrangements - which already exist for doctors - available to allied health professionals for the first time.

The Government will invest AUD 11.8 million over the forward estimates to provide this additional support to allied health professionals in rural and remote Australia.

Allied health professionals working in Cairns will be eligible to apply for these schemes.

The Rudd Government is determined to attract more doctors, nurses and allied health professionals to regional and rural communities throughout Australia - and keep them there.

This will mean more Australians will get better access in the future to appropriate health care, regardless of their location.

This investment will build on the Government's:

* AUD 632 million announcement to train more doctors - of which 50 per cent of new GP training places will be provided in the bush.

* AUD 134 million Rural Health Workforce Strategy, that will deliver 500 communities and 2,400 doctors with more financial support to move and stay in rural and remote areas.
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Needle pricks a work hazard for docs, nurses
The Times of India, India
05/04/2010

Needle stick injuries (NSI) — an occupational hazard mainly affecting doctors and nurses that could pass on life threatening blood-borne diseases like Hepatitis B, C and HIV — have been found to be very high in some hospitals in Delhi. A study carried out at Vardhaman Medical College and Safdarjung Hospital has thrown up some worrying stats — of the 428 healthcare workers studied, almost 80% (343) gave a history of NSI in the preceding one year. Even worse, as many as 60% of them received NSI after use but before disposal of the needles. 

All nurses studied (49) reported NSIs, making them the worst affected followed by 87% of junior residents, 85% of nursing students, 84% of lab technicians, 82% interns, 80% of senior residents studied and 53% of undergraduate students. The commonest clinical activity to cause NSI was blood withdrawal (55%), followed by suturing (20.3%) and vaccination (11.7%). About 13% of NSIs were received due to patient aggressiveness while recapping needles caused NSI in almost 40% cases. 

Another finding of the study, published in the 'Indian Journal of Medical Research' this month, said that while 60% of health workers after NSI took action instantly, 26% did not bother, putting themselves at risk. Around 74% of health workers were wearing gloves at the time of NSI. The degree of penetration of the needle was subcutaneous (68%), intramuscular (16%), intradermal (13%) or intravenous (3%). 

When health workers were asked about the factors responsible for NSI, 57% felt that they were responsible while 12% held the patient responsible. Almost 50% of those who complained of NSI suffered stress. The study said, "Few institutions in India maintain records and registers of incidence of NSI and have protocols for management and follow-up of NSI cases. This is a dire necessity in all large healthcare facilities. Preventive strategies have to be devised and reporting of NSI has to be made mandatory." 

The threat of NSI is serious all over the world. In US, 600,000 to 1,000,000 receive NSI from conventional needles every year while in UK, it is 100,000 every year. In India, however, authentic data on NSI is scarce. It is known that around 3-6 billion injections are given per year of which two-thirds are unsafe. 

According to the health ministry, three out of every five injections in India are unsafe. According to WHO, 63% of injections in India are unsafe. Of this, nearly one-third carries a risk of transmitting blood-borne viruses. According to WHO, as many as 40% of all injections in the developing world are administered with reused, unsterile medical devices. Experts say glass syringes are 12 times more capable of causing infections. 

When drawing blood, administering an intramuscular or intravenous drug or performing other procedures, the needle can slip and injure the health worker. Generally, NSIs cause only minor bleeding, however, even in the absence of bleeding, the risk of viral infection remains.
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Call goes out for more rural health leaders
ABC News, Australia
08/04/2010

Medical and nursing students will gather in Wollongong over the next three days to learn how they can help provide leadership roles in rural health services.

More than 100 students from across Australia will attend a seminar at the University of Wollongong aimed at developing their skills in rural areas.

Convener Shannon Nott says a new generation of professionals is needed to replace ageing country doctors and health workers.

"There's a demographic time bomb existing here in rural and remote Australia in terms of current health professionals nearing the age of retirement over the next five to 10 years," he said.

"What we're seeing is that we're having a void of young leaders within rural and remote health setting."

Mr Nott says a new breed of leaders is needed to advocate for services, as more doctors and health workers retire.

"We know that health professionals in rural and remote settings have been the real champions in many instances [in the] push for further facilities for the community, to make sure that their best interests are met and that they're made aware of government bodies and politicians," he said.
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Court orders transfer of 38 health workers to Crame
GMA News, Philippines
08/04/2010

NIKKA CORSINO and MARK MERUEÑAS
As they have long demanded, 38 of the so-called Morong 43 will finally be taken out of military custody and transferred to a police facility following an order from a local court in Rizal province.

According to a staff of the Morong Regional Trial Court, the order to transfer the 38 health workers to the Philippine National Police headquarters in Quezon City was contained in Judge Amorfina Cerrado-Cesar's (Branch 78) decision dated April 7.

After their arrest last February 6, the group earned the monicker "Morong 43" because all the 43 of them were arrested in a rest house in Morong, a first class municipality in Rizal, east of Metro Manila. 

Suspected of being members of the New People's Army (NPA), the workers were detained inside Camp Capinpin, which houses the headquarters of the Army's 2nd Infantry "Jungle Fighter" Division in Tanay town. 

"Mayroon nang desisyon, inilabas na kahapon para i-transfer iyong 38 sa Camp Crame. I-seserve na siya sa Camp Capinpin mamaya, inaantay na lang iyong mga abugado [of both camps]," Job Dumalaon, legal researcher of Morong RTC, told GMANews.TV on Thursday.

The transfer order stemmed from the motion filed by Maj. Gen. Jorge Segovia, commander of the Army's 2nd ID.

Earlier, five of the health workers have executed affidavits admitting their membership in the NPA, the outlawed armed wing of the Communist Party of the Philippines, and promised to return to the fold of the law.

The five had already been taken away from the original "Morong 43" and transferred to a separate detention facility inside Camp Capinpin.

Allyn Montes, daughter of one of the detained workers, has informed the Catholic Bishops Conference about the scheduled transfer.

"Relatives and supporters will be at Capinpin to pressure the [Armed Forces of the Philippines]," said Montes in a text message to the CBCP, a portion of which was posted on the CBCP website.

Asked when the 38 workers would be transferred, AFP spokesman Lt. Col. Arnulfo Burgos Jr. told radio dzBB: "Titignan muna namin lahat ng security consideration pero as soon as possible [We will first look at security considerations but we will transfer them as soon as possible]."

Global attention

Already, the continued detention of the 43 health workers has earned the concern of the international community, with at least two US-based groups appealing to US Secretary of State Hillary Clinton to intervene in the matter.

Other international organization who have thrown support to the Morong 43 are the Women's Global Network for Reproductive Rights (WGNRR), Red Mundial de Mujeres por los Derechos Reproductivos, Reseau Mondial de Femmes por Les Droits Reproductifs, and the Organizing Centre for Social and Economic Justice among others.

A criminal case of illegal possession of firearms and explosive devices hurled against the "Morong 43" remains pending before the sala of Cerrado-Cesar.

The 43 were arrested by virtue of a search warrant issued by Judge Cesar Mangrobang of the Imus, Cavite Regional Trial Court.

Relatives of the Morong 43 and militant groups have claimed that the search warrant was "defective" because the person identified in it was not found to be among the 43 arrested individuals.

The Commission on Human Rights has been conducting an investigation into the matter on complaints that the workers have been mentally and physically tortured
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Japan hires Pinoy health workers
MB.com, Philippines
08/04/2010

By SHIANEE MAMANGLU
Some 125 Filipino health workers will leave for Japan next month after being hired in various institutions under the Japan-Philippines Economic Partnership Agreement (JPEPA), the Department of Labor and Employment (DoLE) said Thursday.

The DoLE, through the Philippine Overseas Employment Administration (POEA), said that the second batch of JPEPA passers (estimated 50 nurse-candidates and 75 caregiver-candidates) has already been matched with hospitals and facilities there and are tentatively due to depart on May 9.

“Their employment contracts were already sent. They are currently undergoing medical examination and completing their visa requirements for filing,’’ said Fely Romero, director II of POEA’s government placement branch.

Romero said the second batch of healthcare workers will initially undergo onsite language and culture training in Japan at a designated training facility of the government before starting their on-the-job-training with the respective hospital or care facilities.

Lina de Luna of the POEA client services division said the Japan International Corporation of Welfare Services (JICWELS), the counter organization of POEA, is yet to release the number of Japanese institutions that have hired the health workers.

In May 2009, the POEA deployed the first batch of 273 health workers (93 candidate-nurses and 180 candidate-caregivers) to Japan
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NACCHO highlights the loss of public health workers nationally due to economy
Sussex countain.com
05/04/2010

Washington, D.C. — The National Association of County and City Health Officials (NACCHO) joined the American Public Health Association in celebrating National Public Health Week on Monday, April 5.

This week, which runs through Sunday, April 11, celebrates advancements in public health, assesses the nation’s current public health status and highlights the importance of taking action to address the health challenges facing individuals and families.

“Residents in communities nationwide can be proud of their health departments, especially in these challenging times of constrained budgets,” said Robert M. Pestronk, executive director of NACCHO.

For instance, last spring local health officials responded to what was then an unknown strain of influenza spreading quickly among schoolchildren and others, he said. Health officials rallied to vaccinate the most vulnerable in their communities against H1N1 influenza with fewer staff than is necessary even to carry out the routine functions of a local health department.

Budget cuts, workforce reductions, and other economic factors have left many local health departments struggling to meet daily demands. NACCHO estimates indicate that about 23,000 jobs, or 15 percent of the total local public health workforce, have disappeared in the last two years.

Federal spending for public health has also been flat for nearly five years.

In 2008, NACCHO found that local health departments had lost 7,000 jobs through budget-related cuts, layoffs, position eliminations, and attrition. NACCHO’s latest survey, released this month, finds that local health departments lost 8,000 jobs in the second half of 2009—compounding the loss of another 8,000 positions in the first half of the year.

The National Association of County and City Health Officials (NACCHO) represents the nation's 2800 local governmental public health departments.
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SGEU deal puts pressure on health workers to settle

Leader Post, Canada
06/04/2010

Though it has a powerful deterrent to labour disruption with its Essential Services legislation, the Saskatchewan Party is likely very relieved to settle a pay deal with the workers who keep the wheels of government turning.

And now that the more-than 10,000 members of the Saskatchewan Government and General Employees' Union (SGEU) have ratified a 5.5-per-cent pay increase over three years, all eyes will be on three health unions at an impasse with the government over a contract offer that includes a 9.5-per-cent raise over four years.

So far as the SGEU deal goes, both sides got what they wanted. The government has labour peace with its unionized civil servants until after the November 2011 election with a frugal financial settlement that won't break the bank.

The union achieved "employment security", additional staffing flexibility and a recruitment and retention policy for northern Saskatchewan and other sectors. The job security provision is considered important at a time when the government is reducing the size of the civil service by 1,800 positions over the next four years. Though it has pledged to do this by attrition -- not filling vacancies -- there are concerns there could be additional program cuts as the province reins in spending.

Prospects for a speedy resolution of the contract with 25,000 health-care workers are decidedly bleaker. The Saskatchewan Association of Health Organizations (SAHO) tabled its "final offer" in January. As well as the 9.5-per-cent general pay offer there are higher rates for hard-to-fill positions, all of which must be funded by the provincial government.

The 35-per-cent pay deal for the nurses two years ago undoubtedly created unrealistic expectations in the health sector. However, the three unions (CUPE, SGEU and SEIU) representing other health workers says there is much more at stake than the money, including loss of existing workers' rights. They have accused the government of trying to provoke strike action knowing that the Essential Services Act will require large numbers of workers to remain on the job.

Here's the reality: Given the SGEU deal and its Essential Services law, the government has the stronger hand.
3

Temple nurses strike over work rule, tuition perk
Associated Press, USA
06/04/2010

By KATHY MATHESON 
PHILADELPHIA — Hundreds of striking Temple University Hospital nurses and other employees rallied Tuesday in an effort to restart contract negotiations stalled over language that workers say would jeopardize patients, limit free speech and take away a crucial college tuition benefit.

About 1,000 nurses and 500 professional health workers have been picketing the hospital for nearly a week. No new talks are scheduled, and Temple has hired about 850 temporary workers to keep the building running.

Hospital officials say eliminating free tuition for employees' children will allow about $5.5 million to be redirected toward patient care. The final contract offer, which included raises for both groups, is "fair, reasonable and competitive," CEO Sandy Gomberg said in an interview Monday.

But Maureen May, head of the hospital's nurses union, said the tuition perk is a key recruiting and retention tool for the urban hospital in gritty North Philadelphia.

And a proposed "gag clause," which would restrict union members from publicly criticizing the hospital or its managers, could prevent nurses from advocating for patients or even grumbling about a bad day on their Facebook pages, she said.

"To me, that's frightening," May said on Monday.

Gomberg said the "non-disparagement" language is directed specifically at the Pennsylvania Association of Staff Nurses and Allied Professionals, which represents the nurses and professionals. The association has a history of "disparaging the hospital and its business practices" in union publications and to the media, Gomberg said.

Nurses will still be expected to voice concerns within the hospital, where Gomberg said there are various ways to address concerns about patient care.

Yet such a clause is "simply dressing up a gag order in fancy clothes," said Witold Walczak, legal director of the ACLU of Pennsylvania.

"This seems like it really shuts down all employees' ability to speak about problems with the administration or the delivery of health care," Walczak said. "That should be of concern to everyone."

The college tuition benefit — free tuition at Temple or a $7,000 credit to another university — has already been eliminated for children of the hospital's other 3,500 employees, Gomberg said. But workers themselves still receive the perk.

The dependent benefit is not competitive regionally because the area's many non-university-affiliated hospitals don't offer it, Gomberg said. Throughout Temple's health system, about 400 workers out of 6,450 were using it, officials said.

Temple unilaterally eliminated the perk in March 2009, before the contract ended. The union protested, and the state Labor Relations Board ruled in January that the hospital could not retract it without bargaining.

The ruling came too late for veteran nurse Alicia Garcia, who said she found herself "scrambling" to come up with the money for her daughter's sophomore year at Temple last fall.

Her daughter could have pursued scholarships in New Jersey but chose Temple because of the benefit, said Garcia. Now she has a loan.

"The way it was done, we have to come up with this money right away," Garcia said Monday. "Temple just yanked it out."

Regarding wages, the nurses are seeking a 14.5 percent increase over four years; the hospital has offered 4 percent over three years. The health professionals are seeking 14.5 percent over four years; the hospital has offered 6.5 percent in the same period.
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For Haitian-American Doctors, a Call to Return
The New York Times
04/04/2010

But now, in a way that no one could have foreseen, Haiti is benefiting from ambitions blown to the winds by the country’s decades of unrest. Since the Jan. 12 earthquake killed an estimated 250,000 people there and left hospitals, which were subpar, in shambles, thousands of Haitian-American medical professionals have volunteered to help. At least hundreds — and probably several thousand — have already traveled there to work.
Ms. Toussaint, now 34, arrived in New York at the age of 4, in time to start climbing the American educational ladder to medical school. There were setbacks; she had yet to finish college when her mother died, forcing her to support herself. But she pushed on, scaling back her tuition costs and becoming a nurse instead — for now. 

Ms. Toussaint’s path is one followed by countless Haitian-Americans — who, in this respect, are not so different from other immigrant groups who see nursing as a foothold in the middle class and doctoring as the ultimate ambition for their children. 

“You have to be a doctor, a lawyer or an engineer. That’s, like, it,” Ms. Toussaint said. “It’s ingrained.” 

For Haiti, those dreams have been bittersweet. The country’s global diaspora, rich in doctors and other professionals who are scarce back home, is evidence of a devastating brain drain. And from Boston to Miami, so many Haitians staff the best American hospitals, from surgeon down to health aide — often sending remittances to struggling relatives in their homeland — that Americans of Haitian descent are torn between pride and pain at the contrast with Haiti’s own dysfunctional health care system. 

But now, in a way that no one could have foreseen, Haiti is benefiting from ambitions blown to the winds by the country’s decades of unrest. Since the Jan. 12 earthquake killed an estimated 250,000 people there and left hospitals, which were subpar, in shambles, thousands of Haitian-American medical professionals have volunteered to help. At least hundreds — and probably several thousand — have already traveled there to work. 

Volunteers have come away galvanized with a new commitment not only to meet Haiti’s emergency needs, but also to help rebuild the entire health system. Yet many are also frustrated. The task is overwhelming; Haitian authorities seem passive. There is no well-established pipeline to link the linguistic and cultural skills of Haitian-Americans with major relief groups, which often require disaster-zone experience. 

Those who make it to Haiti often worry that with no central clearinghouse matching supplies and staff to needs, their efforts may not be having the greatest impact. And they worry that their new dedication will get lost in the shuffle in a multibillion-dollar reconstruction effort dominated by non-Haitian agencies and governments. 

Ms. Toussaint is among those ambivalent volunteers. After a frantic struggle to find a way to volunteer — and several false starts when large relief organizations did not return her calls — she traveled south with a team of doctors and nurses from the Association of Haitian Physicians Abroad, known by its French acronym, A.M.H.E., and paramedics from the Bedford-Stuyvesant Volunteer Ambulance Corps. 

A pediatric nurse used to working with sophisticated neonatal intensive-care equipment at Harlem Hospital Center, she found herself in the ruins of Haiti’s general university hospital, trying to treat children with crushed limbs and breathing trouble, but lacking adequate anesthetics, sterile equipment or clear lines of hospital authority. 

“What we were doing, it’s not enough, it wasn’t enough,” she said recently, in a restaurant across from Harlem Hospital Center. She wonders how Haitians will get enough food and shelter, let alone reform health care. “It’s a mess — you don’t know who’s going to take the lead.” 
For full text: http://www.nytimes.com/2010/04/05/nyregion/05nychaiti.html
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Health Workforce Key to Successful Health Reform Implementation
PRNewswire
01/04/2010

Now that the Administration and Congress have enacted historic health reform legislation, they must work together to establish a comprehensive and coordinated national health workforce policy to ensure health reform's successful implementation, according to Dr. Steven A Wartman, president and CEO of the Association of Academic Health Centers (AAHC).  "Our health workforce is already strained by powerful economic and demographic forces," Wartman said. "If we do not significantly improve how we educate, train, and mobilize our health workforce, we will not have the appropriate mix and geographic distribution of health professionals to meet the increased demand for health care services that will accompany expanded access to coverage, especially in already underserved urban and rural communities." 

"The media has focused on primary care physicians," continued Wartman, "but the challenges affect the entire health workforce, including nursing, dentistry, behavioral health, gerontology, and many other disciplines." The AAHC believes that addressing historically fragmented and ineffective health workforce policies is essential to ensure that recently enacted health system reforms are not undermined by the lack of a comprehensive, coordinated national health workforce policy.  Specifically, the AAHC:

•Urges policymakers to develop and implement an integrated, coordinated, strategic national health workforce policy.  Developing a strategic national policy should be the primary goal of the newly created national health workforce commission.

•Urges stakeholders to work together to harmonize conflicting national and state-based regulatory and private self-regulatory standards (e.g., licensure, scope of practice, accreditation) that create significant barriers to optimizing the health workforce.  Needed policy changes cannot be applied consistently or in a timely manner without significant reduction in the fragmentation of health workforce policymaking.

•Urges the new national health workforce commission to serve as a continuously available policy research and consultative resource.  The newly created national commission has many of the characteristics of the permanent, independent health workforce planning body recommended by the AAHC, but its timeline for recommending policy changes needs to be accelerated and its ability to implement policy changes strengthened.  

The AAHC's recommendations are drawn from its landmark report, Out of Order, Out of Time: The State of the Nation's Health Workforce.  To request a copy, or to download the report, please visit the AAHC website: http://www.aahcdc.org/policy/workforce.php.  For topical discussion of health-related news, see the AAHC blog, www.HealthPROSe.org.
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HEALTH-INDIA: Trained Birth Attendants Save Rural Mothers’ Lives
IPS Terra Viva
07/04/2010

By Manipadma Jena

BHUBANESWAR, India, Apr 7, 2010 (IPS) - It was her fourth unplanned pregnancy, but Sani Jani still made it a point to have a monthly checkup at the nearest primary health centre – even if she always had to walk two kilometres to get there. 

Eighth months into her pregnancy, however, Jani went into labour. Trained birth attendant (TBA) Kamala Bhatra rushed to the health centre to ask for help, and a mobile health van was summoned 25 km away. But it had been sent elsewhere earlier, and never made it to Jani, who eventually died of obstructed labour. She was just 30 years old. 

Jani’s story, though, is not that uncommon in India. According to Britain’s Department for International Development (DFID), which partly funds India’s health service reforms, one woman dies every seven minutes in childbirth in this country. 

One in every 70 Indian women is expected to die because of pregnancy, childbirth or unsafe abortion, compared to one out of every 7,300 in the developed world, according to 2009 research by Human Rights Watch. The statistics become more dismal in the Indian states of Uttar Pradesh, Madhya Pradesh, Bihar, Rajasthan, and Orissa – where Jani lived. Out of 100,000 live births there every year, mothers numbering anywhere between 303 to 440 die. These five states alone are responsible for 65 percent of maternal deaths in India. 

But at a conference of the non-government National Alliance of Women (NAWO) here recently, hundreds of grassroots health providers, professionals, TBAs and activists said these figures can be improved if the government reconsidered its policy to ignore TBAs like Kamala Bhatra. 

Although trained under a government Reproductive and Child Health (RCH) programme, India’s TBAs have been left out by the state National Rural Health Mission (NRHM) that is tasked to provide quality healthcare to the rural poor. Begun in 2005, the NRHM uses "skilled" health assistants, which refer to accredited health professionals such as a midwives, doctors, or nurses. 

"In inaccessible hilly forest areas, a TBA is a matronly local, of the same caste and available 24/7," said Saraswati Swain, a retired gynaecologist with decades of community experience. "Also, most of them had been informally trained earlier." 

Between 1997 and 2005, TBAs were taught about cleanliness and given birthing kits to help deliver babies at the mothers’ homes. In inaccessible, underserved areas they continue to be indispensible during childbirth. Otherwise, at the behest of pregnant women, they only accompany them to and from clinics and do the after-delivery cleanups there. 

The NRHM does have trained female community health workers known as ASHAs or Accredited Social Health Activists. Recruited from the villages they serve, ASHAs are the first ports of call for child and mother health issues. Expected to motivate women for clinic delivery, they have no midwife role. 

By promoting the ASHA concept, NRHM works on the premise that there should be no domiciliary childbirths. 

But participants at the NAWO conference argued that domiciliary births cannot just be done away with a stroke of policy, given rural India’s socio- economic inequity, low literacy rates, traditional customs and practices related to pregnancy and childbirth, and large number of inaccessible habitations. 

They added apart from having to consider ground realities, the health system is not yet equipped to handle a large number of institutional deliveries. 

As it is, there are severe and chronic shortfalls in the health system’s physical infrastructure, as well as in staff, including the ASHAs themselves. 

Activist Sanjukta Satpathy observed that ASHAs have to look after villages that inevitably include lower-caste groups or dalits, still considered untouchables in rural areas. Satpathy said that here, ASHAs may hire dalit TBAs to do their work for 200 rupees (4 dollars). 

Moreover, auxiliary nurse-midwives stationed at primary health centres often live not at their rural workplace but in nearby towns. As a result, women have to wait for hours for a public clinic to open. 

In Orissa, there is not one gynaecologist at any of the 292 community health centres, and just a few anaesthetists. Uttar Pradesh, meanwhile, has been suffering from a 20 percent shortfall of sub-centres, or health centres closest to the community. 

Sushanta Garada of the NGO Nawrangpur Democratic Action – a member of the community-based monitoring body under NRHM – also took note of the Janani (Hindi for mother) Express, a free ambulance service taking pregnant rural women to health centres with skilled birth attendants. 

He said that the service costs 250 rupees or five dollars for a distance of 10 kilometres, an amount few can afford. Besides, the Express’s small van- ambulances serve well only if roads exist. In interior areas, women in critical condition have no choice but to be carried on rope cots to get to the nearest clinic. 

P K Senapati, a government maternal health programme manager, says that under NRHM, initiatives are being taken to strengthen clinic delivery in Orissa. These include the completion of training of 3,500 skilled birth attendants, which are different from TBAs, as well as adding maternity homes near hospitals for mothers to stay the 48 critical hours post-delivery. 

But Orissa health official Annu Garg also conceded: "We realise the continued need for TBAs in inaccessible habitations of 10 focal tribal- dominated districts. We now plan to train them on skills and cleanliness."
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Grant to CCBC to help train health workers
The Daily Record
07/04/2010

ANDREW KATZ 

More than 2,000 allied health students at the Community College of Baltimore County will benefit from nearly $5 million in federal funding announced Wednesday by an array of public and education officials, who said the money was designed to alleviate the state’s health care worker shortage.

Sen. Barbara Mikulski, D-Md., joined Lt. Gov. Anthony Brown and Baltimore County Executive James Smith at the Essex campus to publicize the $4.9 million grant for its School of Health Professions and congratulate the students, faculty and staff for their continued commitment to health education.

“We wanted to create jobs today and jobs tomorrow,” said Mikulski, in a newly renovated respiratory therapy care lab funded by a previous grant. “We fought so hard to put money in the federal checkbook so that you would have a better checkbook.”

The grant came to the college as part of the American Recovery and Reinvestment Act signed into law by President Barack Obama in February 2009. It will provide enough support to train 2,031 students and workers over three years, with 1,012 receiving certificates or degrees by February 2013.

Sandra Kurtinitis, the college’s president, said the money would also enable the school to renovate and upgrade existing labs, classrooms and simulation technologies. “What can’t we do with $4.9 million?” she quipped.

The Health Care Growth and Emerging Industries award is the largest received by a higher education institution in Maryland and the second largest in the country.

The award will also enable the school to create new workspaces and hire additional faculty in an effort to increase graduates in high-demand programs. According to the college, it will specifically support the Certified Nursing Assistant, Nurse Support Technician, Licensed Practical Nurse, Associate Degree Nurse and Respiratory Therapist Programs.

Wednesday’s announcement represents the third such honor the college has received from the Labor Department. The first two were awarded as part of the Community-Based Job Training Grants program and have allowed the health professions school to move courses online, renovate existing facilities and add new programs in dental hygiene and psychosocial rehabilitation.

Mikulski, who noted she previously taught sociology at a community college in the city, said the latest award would also go toward faculty salaries and learning opportunities for student assistants. The money became available to the school on March 1.

“This is a bridge to somewhere,” she said. “I’m very proud of you. … Essex continues to be an award-winning school.”

Brown echoed her sentiments, saying, “The jobs that are going to be created as a result of this program, 1,000-plus, are going to be more and more in demand as more and more Americans and Marylanders have access to health care.”

Virginia Forster, director of clinical education for the respiratory care therapist program, said the new simulation equipment and increased work space has been “wonderful.”

“We’ve really benefited from the money,” said Forster, who said she has watched the program evolve from a one-year certificate option  in 1988 to a two-year, selective-admission program today.

“[The students are] able to see the equipment in the lab and work with it before they see it in the clinical area.
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New medicine for healthcare in cities
Financial Times, UK
06/04/2010

By Andrew Jack
In a small clinic in the northern suburbs of Mexico City, a doctor and two nurses are bridging the gap between poor patients and their wealthy neighbours in an unusual way: instead of charging, they pay them to attend.

In exchange for government money each month, mothers come for check-ups before and after the birth of their children, receive nutritional supplements and are provided with health advice, including how to tackle obesity in a country with one of the highest rates in the world. The stipend – often used to buy books or food – continues as long as they ensure that their children are vaccinated and attend school regularly. 

The unit is part of the Oportunidades network, a pioneering approach to health and social support that has expanded across Latin America over the past decade, and that more than covers its costs by enhancing the chance that participants become productive members of the workforce.

The project reflects the innovation in healthcare delivery that is taking place in fast-growing cities around the world. There is growing cross-fertilisation of ideas between urban areas in rich and poor regions alike, and between many broader aspects of urban living and those that are most obviously linked to health. 

While access to health in rural areas has long been a challenge in developing countries, there is an intensifying focus on urban regions as their importance – and dangers – grows. “We cannot stop urbanisation,” says Jacob Kumaresan, director of the World Health Organisation’s Kobe Centre, which promotes innovation in public health research. 

“It’s very clear that a concentration of people promotes economic growth, but that can also result in bad health, violence, crime and mental stress,” he says. “People come to cities because they feel they offer better opportunities, jobs and health. When they arrive, they do not find them and end up living in slums.”

Some countries have tried to stem the pressure on urban services caused by the flow of rural migrants to cities, including Cuba, which has balanced the “stick” of residency permits with the “carrot” of a network of neighbourhood clinics and family doctors extending far into rural areas.

Yet in many of the world’s poorest cities, a disproportionate share of health budget funding has gone instead to prestigious, well-equipped hospitals that please doctors and politicians alike, while serving a tiny fraction of the population and delivering far less potential benefit than more modest alternatives.

Alongside international organisations such as Merlin, which focus on emergency medical relief, others – including Médecins sans Frontières and local charities – have helped develop long-term services, establishing clinics and devising low-cost and sustainable approaches to treatment in urban areas.

In Kibera, one of Africa’s largest slums with 1m people living on the outskirts of Nairobi in Kenya, MSF manages three clinics that tackle infectious diseases, including HIV. A decade ago, a shortage of medicines – and the lack of affordable access to those that existed – limited its ability to treat patients.

Today, as cheaper drugs have combined with low-tech approaches to accelerate diagnosis, treatment and support, MSF’s work has expanded into the provision of chronic care, using social workers, counsellors and volunteers alongside medical staff. In three clinics in Cambodia, it is tackling diabetes and hypertension alongside HIV.

One challenge is to ensure sustainability through local funding and staffing, at a time when poor management and weak financial incentives are fuelling a “brain drain” of the best medical staff out of the public sector, the health sector and even their own country. 

While such focused health interventions offer promise, some of the broader aspects of the urban environment that threaten health are also now receiving attention. In April this year, the WHO is for the first time focusing its annual World Health Day on urbanisation and health. The decision comes just three years after the world’s shift to urban living was confirmed by the figures: by 2008, more than half of the global population was urban.

The idea behind the associated campaign – “1,000 cities for 1,000 lives” – is to exchange examples of how to improve urban living: something that requires wide-ranging and integrated policies that extend far beyond the provision of pure health services. 

The WHO’s Kumaresan believes urban planning should be a priority. “You need policies that are adapted to take account of every sector of the population,” he says. That includes zoning and other controls that could limit pollution and congestion, reduce car accidents and promote exercise and mobility. 

In Japan, for instance, he cites pavements more easily accessible to those in wheelchairs, and pedestrian crossings that hold traffic at bay for 30 seconds more than the norm to assist those who have difficulties walking.

New York has introduced measures to ban smoking in public places, and to require tougher food labelling showing fat content and other ingredients. The moves set an example on how to tackle obesity and other chronic diseases. In many of the fastest-growing urban areas in the developing world, such ideas may seem too expensive or impractical. Yet cities in emerging economies have also provided a focus for innovation that can enhance health. 

Despite scepticism, Delhi has followed Bangkok in installing metro services. Bogotá’s active cyclist movement has sparked imitators across Latin America, with main roads closed on weekends to encourage cycling. Vietnam has introduced a requirement for helmets that has cut the number of injuries in road traffic accidents.

In Lagos, Nigeria, the “Green Lagos” project has encouraged tree planting to limit greenhouse gases and create a more pleasing urban environment, while mass transit and improved waste-water management are improving health and welfare.

“It’s important to see everything through the lens of equity,” says Kumaresan. “You have enormous disparities in life expectancy between people living within a few miles of each other in Glasgow that you do not see from average figures.” Tackling such differences suggest the need for ambitious thinking around the broader influences on health, and for sharing experiences from around the world. 

After all, New York has begun adapting Mexico’s Oportunidades model to tackle high rates of school dropouts. Sometimes poorer and faster-growing cities may provide increasing inspiration and innovation to their longer-established and slower-growing peers. 

Copyright The Financial Times Limited 2010.
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Portugal tem falta de reumatologistas
Correio de Manha, Portugal
05/04/2010

Lurdes Mateus com Lusa
As doenças ligadas ao reumatismo são a principal causa de incapacidade temporária e de reforma antecipada por invalidez. Em Portugal, os números são elevados havendo por isso falta de médicos reumatologistas. A reumatologista Margarida Oliveira, em declarações à agência Lusa, explica que em todo o País há apenas cerca de 150 especialistas nesta área.

No XV congresso português de reumatologia, que reúne no Funchal, a partir desta terça-feira, cerca de 700 profissionais desta área, Margarida Oliveira apresentará a primeira escola de ecografia músculo-esquelética que está a ser criada em Portugal e que deverá começar a fazer formação externa ainda este ano.

Margarida Oliveira salienta que os reumatologistas consideram a ecografia “um excelente método de diagnóstico em certas patologias músculo-esqueléticas e traumáticas, por ser relativamente acessível, inócua e de fácil execução na rotina da consulta”. A especialista sublinhou ainda que este meio de diagnóstico demonstrou ser “eficaz”, porque permite detectar de forma mais precoce os problemas e orientar melhor as técnicas de tratamento.
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SOUTH AFRICA: Fewer doctors graduate
University World News, UK
04/04/2010

Alison Moodie
The number of doctors graduating from South African universities has dropped in recent years, despite a pressing need for more medical practitioners. A more than 6% decline in medical graduates between 2004 and 2008 - from 1,394 to 1,306 - has been blamed on lack of funds, staff shortages and poor facilities.

Another major problem is the control provincial governments have over medical schools, and deans are lobbying for the central government to play a more active role. A meeting is scheduled for 9 April in Durban where medical deans from across the country will air their grievances and follow up on issues raised at a similar meeting that took place last year.

The institutions with the biggest declines in graduates were the University of Limpopo, from 238 in 2004 to 150 in 2008, the University of the Free State from 167 to 109, and Walter Sisulu University from 119 to 103.

"It's a bit of a circus at the moment," said Professor Pieter Nel, programme director of health science at the University of the Free State medical school.

Nel told University World News the university generally had around 100 medical graduates a year. But in 2004, the number was much higher because of a cross-over of graduates after the school changed its programme from six to five years in 1999.

Still, the number is low, which Nel said was because of the poor state of health services in the Free State. Hospital wards and theatres had closed and training staff were in short supply. In 1999, there were around 2,000 hospital beds in the province, now there were fewer than 500. 

"It's chaotic," he said. "The facilities they offer are terrible." 

The universities of the Free State, Limpopo and Walter Sisulu are all in provinces with acute shortages of doctors. The number of vacancies for doctors grew by 4% from 2008 to 2009 in the five provinces where comparative data were available: from 4,376 to 4,557 - with 1,815 of those vacancies in Limpopo.

"There's been no forward thinking," said Mike Waters, opposition Democratic Alliance's shadow minister of health. Waters made the graduate numbers public after receiving a reply to a parliamentary question.

"The government hasn't been actively engaging with universities to encourage them to increase the intake. So we wait for a crisis to happen," he told University World News.

The government has proposed a three-scenario plan, from low-growth to high-growth, which involves increasing new intakes of medical students by 3% to 6% at some or all of the eight universities that offer the degree.

The low-growth plan would see an increase in graduates of only 175 (14%) from 2008 to 2020, while the high-growth scenario would achieve an increase of 800 graduates (63%).

Waters said even the projected high-growth scenario increase would be inadequate for South Africa's needs and did not take the capacity problems at some medical schools into account. 

Nel agreed. "We can't do it with the current facilities and staff," he said.

The Ministry of Higher Education and Training admits in its proposal that the challenges are great. Costs of employing additional academics and expanding classroom space will be high, and the increase in clinical training will burden already struggling provincial hospitals.

Waters said the private sector was ready to step in to help, and had offered to train doctors and provide the technology and infrastructure so sorely needed. But this possibility was not mentioned in the government's three-scenario plan.

Some universities are faring better than others. The University of KwaZulu-Natal had the biggest jump in doctors qualifying, from 178 in 2004 to 224 in 2008, and the University of Pretoria increased from 180 to 200.

Some universities, such as KwaZulu-Natal, have maintained consistently high success rates despite similar funding problems and educational handicaps. 

"Like other universities, 50% of our intake is from previously disadvantaged backgrounds," said Professor A Willem Sturm, Dean of the Nelson R Mandela School of Medicine. "We try to compensate for their lack of foundation as best we can." 

But the problem goes beyond higher education. Fully 17% of doctors leave South Africa once they qualify and the reasons are diverse: the poor state of the nation's healthcare system, the soaring crime rate - and vastly more lucrative job opportunities abroad.

Taken together, the decline in doctor graduation numbers and the brain drain points to a growing health crisis.
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Paying a "living wage" for health workers
Reuters, UK
01/04/2010

Source Merlin UK

Health workers in Sierra Leone ended their ten-day strike this week after the President agreed to a six-fold increase in their salaries. Currently doctors receive just $100 per month and nurses $40. 

This decision raises important issues about paying for health care in post-conflict countries like Sierra Leone, where maternal and child mortality are disproportionately high, and progress on the Millennium Development Goals (MDGs) is significantly lagging behind but where funds to support the health system are severely limited.�Currently Sierra Leone spends just $12 per head per year on health. 
Funding the health workforce delivers the best results 

Paying health workers a "living wage" is a prerequisite for a well-functioning health system. Salaries are often the single biggest regular expenditure within a health budget. Yet until very recently, donors have been reluctant to support such recurrent costs, opting instead to fund capital expenditures such as infrastructure which, although useful and welcome, does nothing to ensure the day-to-day functioning of the health system.� 
Thankfully the situation is changing: the international community has realised the central importance of an effective and appropriately paid workforce in tackling diseases such as HIV/AIDS and malaria, and reducing child and maternal mortality. 

To meet global targets, donors must invest in countries where progress is lagging behind 

The biggest challenge now is to ensure there is sufficient and long term funding for the health system in post-conflict�countries, like Sierra Leone. While the country's protracted civil war ended in 2002, its effects on the health system live on: the war decimated not only the health infrastructure including the health workforce, but also the government's ability to raise revenues and allocate funds to the health system. 

While presenting the international community with a challenge, such contexts also provide an opportunity for a better future.�With funding directed to the countries which carry the highest burden of mortality and morbidity, the MDGs have a far greater chance of being reached. 
This month, Sierra Leone launches its "free at point of access" policy to support improved access to maternal and child health services.� This is an ambitious policy decision and not without its challenges, particularly in ensuring that there is the necessary funding to support implementation. Addressing the payment of health workers is clearly critical to its success. 

Hands up for health workers 

As Sierra Leone's health workers return to their posts and prepare for the new policy launch,� Merlin's campaign calls on donors to support post-conflict and other fragile states with the long-term fundingneeded to ensure all health workers receive a "living wage". We argue this is the only way�to ensure access to the essential health care needed to reach the MDGs and realise the right to health for all.
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Initiative populaire déposée avec plus de 200'000 signatures
Romandie News, Switzerland
01/04/2010

Un ballet d'ambulances a déposé à Berne l'initiative populaire "Oui à la médecine de famille". Lancé par des praticiens généralistes, le texte a recueilli plus de 200'000 signatures. Il demande des remèdes urgents pour éviter la pénurie à venir des médecins de famille.

C'est quasiment un record pour à peine cinq mois de récolte, ont souligné les initiants. Cette performance témoigne du soutien massif de la population à la médecine de premier recours, s'est félicité le docteur Peter Tschudi, président du comité d'initiative.

Il faut dire que "pendant des années, on a beaucoup promis aux médecins de famille, mais pas grand chose n'a été tenu", a fustigé le praticien.

Il s'agit d'assurer la survie à long terme de la médecine de premier recours. Le texte doit ancrer dans la constitution fédérale la garantie d'une médecine de base pour tous en Suisse. Il veut encourager la relève des médecins de famille et l'accès aux soins dans les régions périphériques.

La pénurie de généralistes est très proche, a justifié François Héritier, vice-président de l'association Médecins de famille Suisse. En 2021, les trois quarts de l'effectif actuel pourront cesser leur activité professionnelle.

Pour combler ce manque, il faudra trouver 3200 médecins de famille en 6 ans et plus de 4500 d'ici 11 ans. "Faute de quoi s'installera une médecine à deux niveaux avec une première classe ayant accès à un généraliste et une autre tributaire de la médecine d'urgence", a ajouté le docteur Héritier.

L'initiative ne sera pas maintenue à tout prix, a précisé un docteur du comité. Les médecins généralistes ne veulent pas de loi spécifique à leur profession, ils veulent faire passer leur vision qui accorde une place centrale à la médecine de premier recours et pourraient retirer leur texte si leurs revendications sont remplies.

Santésuisse reste circonspecte: "nous sommes ouverts à une discussion sur les prestations de soin mais ne voulons pas d'un article constitutionnel pour chaque profession de la santé", a indiqué son porte-parole.
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Trade unionists from the health care industry will protest in Warsaw today
The News.pl, Poland
07/04/2010

Under banners reading "Defending patients' rights, defending our rights" they will meet in front of the Parliament's building at 11.30 CET to, as they announced, fight for equal access to health care services and the rights of the sector's employees. 

From there they will march towards the Prime Minister's Chancellery.

According to Maria Ochman from the Solidarity trade union, the voice of patients is currently not heard in this country.

“So far there has been no dialogue with this government. The only attempt was the media spectacle called the 'white summit'. When it debated, however, the government was introducing drafts of health care bills unfavourable to all sides and not offering any solution,” she told Polskie Radio. 

Demonstrations at hospitals will also point to what they believe is a health service being starved of resources. "This is a day of solidarity with the sick and we will stay at their beds," said Dorota Gardias, the chairwoman of the National Trade Union of Polish Nurses. 

Both the demonstration of the trade unionists and the actions of Polish nurses are to mark the World Health Day celebrated every year since 1948 on April 7 to commemorate the founding of the World Health Organization. 

The global theme of this year's edition of the event is "Be part of a global movement to make cities healthier". 

Data of the WHO shows that within the next thirty years the number of inhabitants of big city agglomerations will considerably increase creating new challenges to health care industry.
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International Summit Seeks Solutions To Global Shortage Of Nursing Faculty
Medical News Today, UK
07/04/2010

The global nursing shortage is due in part to a lack of faculty in nursing schools and to a phenomenon known as nurse migration, where nurses leave their country of origin to work elsewhere. In response, the International Council of Nurses (ICN) and the Honor Society of Nursing, Sigma Theta Tau International (STTI), supported by The Elsevier Foundation, will conduct the Global Summit on Nurse Faculty Migration - a meeting of nurse experts who will examine the problem, and identify realistic and measurable solutions. 

"Demands for faculty and associated migration is on the increase, the root causes and future impact of the associated trends need to be fully understood and addressed in a concerted manner," said ICN CEO David Benton, RN, MPhil, FRCN. "The summit will provide the opportunity for global nurse faculty leaders to collectively identify and discuss issues that lead to faculty migration, the shortage, its consequences, and pragmatic solutions." 

"There is a recognized shortage of nurse faculty in various countries, and the numbers are quite sobering," says STTI CEO Patricia E. Thompson, RN, EdD, FAAN. "Africa and the United States, for example, need a significant number of nurses in the coming years; yet nursing schools are turning away qualified applicants because they simply don't have enough faculty." 

"By supporting this global summit and the sweeping scope of recommendations we anticipate will be outcomes, including implications for policy and research, we hope to substantively affect the nursing shortage crisis at a local level," said David Ruth, Executive Director of The Elsevier Foundation. "We're honored to affiliate with these prestigious organizations to confront one of the most pressing needs in global healthcare: the availability of quality faculty to educate the next generation of nurses worldwide." 

In 2009, a survey by the American Association of Colleges of Nursing found that almost two-thirds of responding nursing schools pointed to a faculty shortage as the reason for not accepting more applicants. 

Organizations such as the Canadian Nurses Association, the Canadian Association of Schools of Nursing, the National League for Nursing and the American Association of Colleges of Nursing have sought to quantify the problem, but little research exists in order to assess what can be done about these trends. In some of the countries with the greatest shortages of nurses, rapid scale-up in Africa is being hampered by lack of faculty. 

Information provided by the Organisation for Economic Co-operation and Development (OECD) suggests that there is an increase in international migration of skilled workers in health, education and new technology. And, the regulatory body for medicine in Pakistan has identified that faculty moving between universities mid-semester disrupts the learning process. 

To address this global phenomenon, ICN and STTI will convene 24 internationally recognized nurse leaders and education experts in Geneva, Switzerland, 27-30 June 2010. 

Summit findings will be compiled into a final report that will detail the factors surrounding this issue and suggest realistic, tangible and measurable steps to address global faculty shortages. 
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FALTA DE MÉDICOS EM PORTUGAL. REGRESSO DE QUEM ESTUDA NO ESTRANGEIRO É SOLUÇÃO?
Canal UP, Portugal
07/04/2010

Contratar médicos estrangeiros, chamar de novo profissionais já reformados e criar condições para o regresso dos estudantes de Medicina no estrangeiro são soluções encontradas pelo Ministério da Saúde para combater a carência de médicos. Todas as soluções têm gerado polémica. Dentro das faculdades, o reingresso dos que estão no estrangeiro não é bem encarado, por motivos éticos e mesmo logísticos.  

Faltam médicos em Portugal. A ministra Ana Jorge admitiu que o problema é grave e que é preciso tomar medidas para atenuar os efeitos da carência. No programa “Sinais de Fogo” da SIC, a ministra da Saúde afirmou que há necessidade de “formar mais médicos para o Sistema Nacional de Saúde”.

Atentos à realidade nacional, ainda que a viver no estrangeiro, muitos estudantes de Medicina defendem que o regresso ao país, para terminar a formação, podia resolver, em parte, a falta de médicos. “Há mais de 1.300 estudantes portugueses a estudar Medicina só em países europeus. O regresso deles podia, de certeza, resolver, em pouco tempo, este problema”, diz ao Canal UP Francisco Pavão, presidente da Associação Nacional de Estudantes de Medicina no Estrangeiro (ANEME).

O estudante, que optou por tirar o curso na República Checa, refere que têm sido feitos esforços para facilitar o regresso destes estudantes após a conclusão do terceiro ano do curso. “Não defendemos um regresso imediato, mas sim quando entramos no segundo ciclo de estudos, de acordo com as normas do Processo de Bolonha”, refere.

Francisco Pavão não concorda que esse regresso seja acarinhado apenas após a conclusão da formação. “No fim do terceiro ano, os estudantes já deram provas do que valem. E vindo para Portugal, podiam acabar aqui a formação e, ao cabo de três anos, estarem aptos a exercer Medicina e a dar resposta às necessidades do país”, alega.

O estudante não entende que o país opte por contratar profissionais estrangeiros, “quando podia ter médicos portugueses em breve. Afinal, somos mais de 1.300 só na Europa e este número reduzia muito as dificuldades que temos”, refere Francisco Pavão, que acusa os estudantes que se estão a formar em Portugal de manterem uma posição corporativista, ao recusarem o reingresso de quem está no estrangeiro.

“Problemas éticos e de estrangulamento das faculdades”

Agostinho Marques, director da Faculdade de Medicina da Universidade do Porto (FMUP), vê o regresso destes estudantes como uma “questão complexa” e que levanta dois problemas. “Um ético. Estes estudantes não conseguiram entrar numa faculdade cá e, por terem possibilidades para isso, foram, legitimamente, estudar para o estrangeiro. Contudo, houve pessoas que não entraram, que tinham até notas superiores mas que, por falta de meios, não saíram do país. Levanta-se aqui um problema moral, digamos assim”, diz em entrevista ao Canal UP.

Se a questão ética é referida sobretudo pelos estudantes, já ouvidos na FMUP relativamente a esta questão, aos professores preocupa sobretudo a sobrelotação do espaço. “No caso da nossa faculdade, estamos cheios de gente. É incomportável acolher mais alunos, sobretudo nos anos de ensino clínico, que são precisamente aqueles em que o estrangulamento é maior”, analisa o director da FMUP.

Agostinho Marques refere que o ideal será “acarinhar estes estudantes e criar condições para que queiram regressar ao país mal terminem a formação no estrangeiro”. O professor salienta ainda que a contratação de médicos estrangeiros é necessária, mas “uma solução pequena”, em comentários às declarações de Ana Jorge, que disse estarem a ser ponderadas novas contratações, depois da vinda de mais de 40 médicos cubanos e 15 uruguaios.

A solução mais aplaudida por Agostinho Marques é a contratação de médicos já aposentados, medida anunciada pelo Ministério da Saúde e já aprovada em Conselho de Ministros. “São profissionais normalmente muito qualificados e que podiam dar respostas às necessidades do SNS”, diz.

Para Francisco Pavão, a par destas medidas, “é urgente facilitar o regresso dos estudantes que estão fora”. “Contratamos estrangeiros, tomam-se outras medidas e nós temos insistido no reingresso de quem estuda no estrangeiro e não obtivemos qualquer tipo de resposta, nem do ministério, nem dos directores das faculdades, que a ANEME também já contactou”, refere.

Agostinho Marques lembra, contudo, que já é possível aos estudantes de Medicina no estrangeiro voltar a Portugal, “desde que tenham já o grau de licenciados”. “Há um concurso especial, com um número restrito de vagas, que permite aos alunos da área da saúde ingressar no segundo ciclo de estudos, desde que já seja licenciado. E acontece que há ainda muitas faculdades que não conferem esse grau, de acordo com as directivas de Bolonha”.

“Agora temos falta, daqui a uns anos teremos excesso”

“Vemos que o numerus clausus aumenta, há mais diplomados. Isto é sinal que faltam médicos”, diz Francisco Pavão. Efectivamente, e de acordo com o relatório “Acesso ao Ensino Superior: Medicina - Evolução dos últimos dez anos”, da Direcção-Geral do Ensino Superior, o número de vagas não parou de crescer desde 2000. Há 10 anos, forma colocados 751 alunos nas faculdades de Medicina. O número subiu até aos 1.493 passada uma década.

Agostinho Marques vê com preocupação estes números e afirma que “se agora temos falta de médicos, daqui a uns anos, serão em número excessivo”. “Já temos faculdade a mais, o que quer dizer que já se criaram algumas escolas mais por vontade do que por racionalidade. Criar mais é estar a aumentar a despesa do país. Dentro de alguns anos, quando concluírem a formação aqueles que já entraram desde que o número de vagas começou a crescer, vai haver médicos a mais. E, nessa altura, não vai haver coragem para fechar uma faculdade a a despesa vai manter-se”, remata.
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BMA sets out its proposals for the future of general practice
BMJ, UK
01/04/2010

Oona Mashta

GPs should be at the centre of drawing up public health policies which can be piloted to try to reduce health inequalities, the BMA’s general practitioners’ committee has suggested.

The proposal is just one of 50 recommendations for the future of general practice in the United Kingdom, in a new report published by GP leaders in light of the imminent general election.

Fit for the future—the evolution of general practice, makes recommendations in a wide range of areas including out of hours care, the Quality and Outcomes Framework (QOF), workforce and information technology.

It also sets out concerns about the commercialisation of general practice in England and the divergence in key health policies between the four nations.

The document says: "NHS general practice should involve the same standards in all four countries; that is free personal care, no commercialisation agenda, free prescriptions and a UK QOF."

The report represents the committee’s current thinking on how general practice should evolve. It calls for improved national management of the GP workforce to avoid GP shortages in areas that find it difficult to recruit.

It proposes more patient involvement in planning and arranging services by linking patient participation groups. These are groups that connect practices with their patients and can represent the patient population to the practice, and the practice to the wider community.

The report recommends that GPs are more involved in commissioning out of hours services and it supports longer consultation times.

It wants public finance initiative projects to be replaced with new schemes supporting practice developments. "Investment should be made in existing practices rather than putting money into PFI [public finance initiatives] or GP led health centre," says the report.

It recommends the development of a fairer mechanism to apply funds as over the past few years GP income has been cut because average expenses have risen.

"Average expenses rose by one third per cent resulting in a fall of 3.1% in average net income—a reduction of over 7% as measured by RPI [retail prices index] inflation," the report says.

Dr Laurence Buckman, Chairman of the BMA’s GPs Committee, said, "General practice has undergone huge changes in recent years and it continues to evolve. Some of these changes have been beneficial: the increasing range of services provided by GPs, for example, has been good for patients. Other changes, such as the growing role of big business in primary care, concern us. We know some aspects of general practice could be improved but we want this to be in a way that benefits patients, doesn’t fragment the NHS and doesn’t demoralise the workforce."

The report is the first in a series of documents from the committee that will consider the evolution of general practice in the United Kingdom.

The report, Fit for the future—the evolution of general practice, and a podcast with Dr Laurence Buckman are at http://www.bma.org.uk/healthcare_policy/fitforfuture.jsp

Cite this as: BMJ 2010;340:c1865 
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Nuevo Clínicas no podrá operar por falta de personal e insumos
Ultima Hora, Paraguay
06/04/2010

Por Jorge Lombardo

"Aunque la nueva sede para Clínicas en San Lorenzo se termine no podrá funcionar por falta de insumos y recursos humanos", plantea la licenciada María Concepción Chávez, jefa del Departamento de Enfermería del Hospital de Clínicas.

La profesional se refiere a la construcción de la nueva sede del nosocomio, que debía haber concluido en el 2008, pero que debido a los conflictos internos en Medicina UNA fue postergándose.

La futura sede es un moderno complejo: tiene 400 camas de internación y salas para cirugías de alta complejidad. Para su construcción, Japón donó unos US$ 13 millones, mientras que Paraguay debía poner US$ 5 millones para los trabajos de terminación y equipamiento.

Chávez asegura que no existe una planificación seria de los recursos humanos disponibles para la nueva sede, y que jamás se convocó a las partes involucradas de la institución, como las enfermeras, para realizar un diagnóstico al respecto.

"Lo que se va a terminar es un edificio, no una política que asegure el óptimo servicio", sostiene.

Como argumento expone la precaria realidad actual en Clínicas. "Si ahora hacen falta profesionales y los pocos que hay migran por las malas condiciones de trabajo, cómo se puede hacer funcionar una sede más grande", dice.

SITUACIÓN. Como ejemplo del déficit cita que actualmente en Hospital de Clínicas hay 1 licenciada en enfermería para 22 pacientes cuando lo ideal es que exista 1 licenciada y 1 auxiliar por cada 7 pacientes. Este déficit se repite en la mayoría de los servicios, asegura Chávez.

Informa, además, que unos 140 profesionales de blanco, entre licenciadas y auxiliares, dejaron la institución, y no fueron repuestos.

A esto hay que sumarle más de 400 funcionarios, entre licenciadas, auxiliares, camilleros y técnicos cuyos contratos no han sido renovados.

El ambiente de trabajo en Clínicas es alarmante, según explica la jefa de Enfermería. En Radiología las enfermeras no tienen protectores antiplomo ni collarines para el cuidado de sus tiroides.

Además, por falta de recursos humanos, los enfermeros deben trabajar más de 6 horas cuando lo recomendado es trabajar 4 horas para no ser afectados por elementos químicos y radiológicos. 

Chávez sostiene que para la formación de personal de enfermería "de calidad" se necesitan por lo menos cuatro años de estudio y dos años de práctica.

"Paraguay no tiene la capacidad de formar en corto plazo a profesionales de calidad", asegura, dejando en evidencia lo complicado que será cubrir las necesidades de la nueva sede de Clínicas.

Esto se repite en el campo médico, en donde, según la Organización Mundial de la Salud (OMS), deben existir 15 profesionales de este sector por cada 10 mil personas. 

"Los japoneses pusieron para la infraestructura, pero los insumos y el personal lo tenemos que poner nosotros, los paraguayos, y eso justamente es lo que no hay, personal con experiencia", dice.

Pero a la falta de recursos para hacer funcionar el nuevo Hospital de Clínicas, se suma la inoperancia de las autoridades.

En efecto, en este momento, modernas salas de cirugías, una unidad de cuidados intensivos, y un laboratorio de imágenes, que ya fueron terminados en el 2008, siguen sin habilitarse al público. Asimismo, el bloque de internación que el Gobierno local tenía que terminar en el 2008 aún no ha sido concluido.

Cifras

13 millones de dólares donó el Japón para construir la nueva sede del Hospital de Clínicas.

5 millones de dólares es la suma que Paraguay se comprometió a poner para las obras de terminación.

2008 era el año establecido para la culminación de la obra iniciada en 2006.
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En CMI un solo auxiliar atiende a 12 niños en estado delicado
Ultima Hora, Paraguay
08/04/2010
Por Jorge Lombardo

Cada noche unos doce niños con diversas enfermedades, como cáncer y leucemia, quedan al cuidado de una sola auxiliar en el área de onco-hematología del Centro Materno Infantil (CMI), de San Lorenzo, cuando en realidad deben existir dos licenciadas y una auxiliar por cada turno, según expresa el gremio de enfermeras. El motivo: la falta de profesionales del sector. (Ver info.)

María Concepción Chávez, de la Asociación de Enfermeras del Paraguay, planteó que esta situación es insostenible. "Es gravísimo: los niños en cualquier momento pueden sangrar o necesitar de atención urgente, y una sola auxiliar no puede lograr una atención óptima", comenta.

Según la licenciada Virginia Fleitas, encargada del área Enfermería del CMI, la solidaridad de las enfermeras logra salvar por momentos la situación, "porque se ayudan cuando están solas en las áreas, pero la situación es crítica", insiste Chávez.

"Allí están los niños que necesitan cuidados intermedios, medicación, con alimentación asistida; es muy complicado". argumenta.

En el área de Urgencias tiene que haber una licenciada por cada 4 pacientes, pero hay 8 por cada profesional de blanco.

La falta de personal también se siente en Pediatría, donde las exigencias establecen la presencia de una licenciada por cada 5 pacientes, mientras que en la actualidad se cuenta con 1 por cada 20 usuarios.

DÉFICIT. Este déficit de personal lleva más de un año y no puede ser resuelto debido a la crisis interna que afectó a la Facultad de Medicina.

En este momento, a pesar de que se resolvió el conflicto con la renuncia de todos los miembros del Consejo, y se anuncian nuevas elecciones, el drama de la falta de personal todavía no parece tener solución inmediata. 

Chávez agrega que mantuvieron una reunión con Amado Franco Navoni, quien fue nombrado el martes por el rector de la UNA como el nuevo encargado de despacho de Medicina, para buscar una rápida solución, pero el mismo no ofreció ninguna salida.

"No nos queda otra opción que ir al paro desde el viernes para que se solucione la falta de recursos", sostiene la sindicalista.

Además, de persistir este problema, no se puede permitir la habilitación de ningún nuevo servicio y se debe exigir la disminución de camas.

Actualmente el Hospital de Clínicas tiene 300 camas y el Centro Materno Infantil tiene 176; más las camas que funcionan en el Hogar de Tránsito, que son unas 34.
3
Se manifiesta personal de enfermería del ISSSTE
La Jornada de Oriente, Mexico
08/04/2010

AMÉRICA FARÍAS OCAMPO 

Unas 50 enfermeras del turno vespertino del Hospital Regional del ISSSTE se manifestaron afuera de la dirección general para pedir la destitución del director del nosocomio, Felipe Ramírez Fernández, pues argumentaron que desde su llegada –marzo de 2009– las condiciones laborales de los trabajadores y la calidad del servicio a los derechohabientes, en lugar de mejorar, empeoraron.

Leticia López, enfermera en dicho nosocomio, informó que en el turno vespertino existe una plantilla de 150 enfermeras. Sin embargo, indicó que dicho número no es suficiente para cubrir todas las áreas ni tampoco para atender a los pacientes.  

Para poder atender con calidad a los enfermos, señaló, por lo menos se necesita incrementar 40 por ciento la plantilla laboral, pues actualmente dos enfermeras atienden a entre 12 y 15 pacientes cuando de acuerdo con la normatividad deberían servir a cinco. 

Además, en turnos como en el nocturno sólo hay dos enfermeras para atender toda el área de urgencias. 

Ayer, un grupo de enfermeras, junto con miembros del Sindicato Nacional de Trabajadores del ISSSTE, sección 24, sostuvo una reunión con el director del hospital para solicitarle que incrementara la plantilla laboral y exponerle las carencias que tienen en sus áreas de trabajo, como falta de medicamentos y material de curación. 

Sin embargo, la respuesta a sus solicitudes por parte del director fue negativa. A decir de los trabajadores, el funcionario se portó grosero, burlón y los ignoró. Les expresó que no había presupuesto para incrementar las plazas y les pidió un plazo de 30 días para resolver el problema. 

Debido a su actitud y a la negativa por parte del funcionario para resolverles sus demandas, al término del encuentro los trabajadores decidieron manifestarse en la sala general del hospital.

Allí, López Castañeda, acompañada por otras enfermeras, denunció que desde hace una semana no sirven el tomógrafo ni los equipos de rayos X. 

En el área de urgencias, detallaron, las camas no son suficientes para todos los pacientes que llegan a dicha zona. Por ello han tenido que atender a los enfermos en sillas de ruedas, camillas o bancos que colocan en los pasillos. 

En el hospital no sólo hay déficit de enfermeras; también hacen falta camilleros, personal para laboratorio, administrativos y médicos especialistas. 

Además, manifestaron que Felipe Ramírez ha violado el contrato colectivo de trabajo
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