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Board member Professor Miriam Were nominated to the Expert Review Group of the UN Commission on Information and Accountability for Women's and Children's Health

The Alliance
30/09/2011
Geneva, 30 September 2011 -  The Alliance is delighted to announce the selection of its Board member Professor Miriam K Were to the Expert Review Group of the UN Commission on Information and Accountability for Women's and Children's Health (the Commission). 

The Commission, which  was established by WHO at the request of the United Nations Secretary-General to accelerate progress on the Global Strategy for Women's and Children's Health, recommended that the World Health Organization (WHO) facilitate the establishment of a time-limited independent Expert Review Group (ERG) which would operate until 2015 -  reporting regularly to the United Nations Secretary-General on the results and resources related to the Global Strategy and on progress in implementing the Commission’s recommendations.

" I'd like to congratulate Miriam on her nomination to the Expert Review Group. The Review Group will undoubtedly benefit from her in-depth knowledge and  sincere commitment to maternal and child health", said Dr Mubashar Sheikh, Executive Director of the Global Health Workforce Alliance. Professor Were has demonstrated through a lifetime of dedication and accomplishment her commitment and competence in the field of public health, and of maternal and child health in particular. Coming from a poor rural background, and having served in rural areas of her home country, Kenya, she is familiar with the challenging realities of front-line service delivery. For the past 40 years, Professor Were has united communities to develop and implement innovative solutions to daily health problems. She was accorded the Hideyo Noguchi Africa prize by Japan in 2008 for work on expansion of medical services for mothers and children. As a Board member of the Alliance she has shown tremendous dedication to the issues of health workforce development and maternal and child health, playing an instrumental role in forging better links between these. 

As part of the ERG Professor Were will contribute to efforts to:

- assess the extent to which all stakeholders honour their commitments to the Global Strategy and the Commission; including the US$ 40 billion of commitments made in September 2010, 

- review progress in implementation of the recommendations of the Commission; 

- identify obstacles to implementing both the Global Strategy and the Commission’s recommendations; 
- identify good practice, including in policy and service delivery, accountability arrangements and value-for-money approaches relating to the health of women and children; 

- and make recommendations to improve the effectiveness of the accountability framework developed by the Commission. 

The Alliance extends its hearty congratulations to Professor Were for her outstanding work and her selection to the ERG .
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Nurse leaders identify key threats to health care at inaugural ICN Latin American Workforce Forum

ICN
20/09/2011
Geneva, Switzerland, 20 September 2011 – Nurse leaders from Latin America and Spain attending the inaugural Latin American Workforce Forum identified key threats to health care delivery and took action to call attention to these threats. The Forum was held in Quito, Ecuador in partnership with the International Council of Nurses (ICN).

 

In a public Communiqué

(www.icn.ch/images/stories/documents/news/Statements/Communique_WFF_L atin_America_2011.pdf), published to media and to Health Ministers, the Forum delineated the following key threats 
· lack of progress in reducing poverty and increasing access to quality health services in many countries;

· unacceptable levels of violence within societies in general and against nurses in particular;

· inadequate implementation of existing laws regulating the nursing

· the need to increase the number of licensed nurses so as to achieve better patient and population health outcomes;

 

The Communiqué calls on governments to address a number of recommendations as a matter of priority:

· introduction or enforcement of laws promoting zero tolerance for violence

against nurses;

· increased involvement of nurses in the strategic planning processes;

· development and financing of a coherent career structure for nurses linked to education programmes and rewarded with a transparent and equitable pay and benefits system;

· maximising contribution of licensed nurses to increase access and improving patient outcomes within positive practice environments..

 

The Latin American Workforce Forum provided a platform for an exchange of ideas and experiences related to the nursing workplace in the region, and a discussion of how to address today’s challenges and those of the future. The forum is an evolving network of national nursing association (NNA) representatives interested in work-life issues affecting nurses.
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Leading the Way Back Home: Nigerian Minister of State for Health, Dr. Muhammad Ali Pate
Capacity Plus
September 2011
Kate Tulenko
All eyes were on newly appointed Minister of State for Health Dr. Muhammad Ali Pate as he presented his vision of health for Nigeria: 1,000,000 lives saved and quality of care measurably improved. He expertly laid out four pillars to achieve this goal: expanding basic services; disease prevention (particularly through scaling-up Hib and pneumococcal vaccination); increasing quality of care via improved clinical governance; and unlocking the health sector’s market potential via increased public and private investment. 

One of the special reasons for the excitement in the room at the “Innovative Approaches to Expanding Health Care Services in Nigeria” meeting on September 21 at Africare in Washington, DC, was the fact that many of the attendees, myself included, knew and had worked with Dr. Pate personally.

Dr. Pate has been on an extraordinary journey to his spot as Minister of State. Trained in medicine in Nigeria, he earned a masters degree in health system management in the UK, followed by residency and an MBA in the US. He then joined the World Bank through the Young Professionals Program and rose to the rank of Acting Sector Manager. Dr. Pate could have had a comfortable career at the Bank or another global health organization, but instead he chose to give up his international salary and UN passport and serve his country as the Executive Director of Nigeria’s Primary Health Care Development Agency.

In three years, working with his staff and local leaders, Dr. Pate slashed the incidence of polio in Nigeria by a whopping 95%. He also led a midwife retention program that placed 4,000 midwives in 1,000 clinics with a full complement of supplies and cell phones for communication, and launched a training program for midlevel health managers to improve the governance of the health sector. All of these achievements are truly amazing. The President of Nigeria, Goodluck Jonathan, recognized and rewarded Dr. Pate’s success by appointing him Minister of State for Health in July. Dr. Pate then attracted former World Bank health systems specialist and McKinsey manager Dr. Kelechi Ohiri to serve as his special assistant. Nigeria has also reached out to other expatriate health professionals including the Association of Nigerian Physicians in the Americas, which now has a memorandum of understanding with the Ministry of Health to assist in making the national medical school curriculum more relevant to national needs. 

With many developing countries having more than half of their physicians overseas, I hope that Dr. Pate and Nigeria serve as a role model in encouraging health workers who are already overseas to return home to serve their countries and those who never left to stay. In Nigeria, as in most countries, the majority of the money spent in the health sector is domestic rather than donor money. Until we get the right leadership in ministries of health around the world, it does not matter how strong development partners are. Let Dr. Pate and Nigeria serve as a positive example for all.

Related items:
· Regional Champion of Open Source iHRIS Software Shares Successes and Lessons Learned
· Strengthening Nigeria’s Social Welfare Workforce to Aid Orphans and Vulnerable Children
· Helping Nigeria Track Certification and Licensing of Nurses and Midwives
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New plan to save thousands of pregnant women's lives 
DFID, UK
20/09/2011
The British Government has set out plans to save the lives of more than 7,000 pregnant women as part of its drive to cut maternal deaths in poor countries.

Women in South Africa and Uganda will benefit from a number of new projects aimed at increasing access to contraception and family planning, ensuring more medical experts are on hand for pregnant women and using the latest technologies to keep track of their progress.

Announcing the new projects at this week's UN summit in New York, the Development Secretary Andrew Mitchell warned there is more to do to reduce the risks linked to pregnancy and childbirth in the world’s poorest countries.

South Africa

Ten districts are being chosen in the first phase of a national programme to reduce maternal and child mortality, starting in some of the worst performing districts of South Africa when it comes to maternal health.

An early priority will be the urgent roll out of training to doctors, nurses and midwives to deal with obstetric and neonatal emergencies to reduce the high number of avoidable deaths currently taking place in health facilities.

Training will also be provided to form specialist teams to work in each district containing obstetricians and gynaecologists, paediatricians, family physicians, anaesthetists, midwives and primary care nurses.

Post-natal care in the districts will also be dramatically improved using the latest technology. Initiatives such as the use of mobile phones and smart cards to remind mothers of appointments as part of the drive to prevent mother to child transmission of HIV/AIDS will be introduced.

The work will help avoid 3,000 deaths of women in pregnancy and childbirth.

Uganda

A joint project with the United States Agency for International Development (USAID) will focus on increasing awareness of and access to modern family planning to allow couples to have more control over when to have children.

This project will complement the recently initiated Joint UN Programme on Population between the Government of Uganda and nine UN institutions which Britain is co-funding to ensure that family planning services are provided as standard practice by Uganda’s public health system.

A further British project in Uganda will enable 170,000 babies to be vaccinated against diphtheria, whooping cough and tetanus.

Uganda’s 2,600 hospitals and clinics will also benefit from a programme to ensure they are fully staffed and fully stocked with antibiotics, anti-malarials, vaccines and contraceptives.

Britain’s action in Uganda will help save the lives of 4,400 women.

Every woman, every child

Speaking ahead of the Every Woman Every Child event in New York, Andrew Mitchell said:

"Britain is committed to driving down the numbers of women killed every year in pregnancy or childbirth. We will save the lives of 50,000 pregnant women and 250,000 newborn babies as well as giving 10 million people access to modern family planning.

"In some of the world’s poorest countries a girl born today has more chance of dying in childbirth than she does of completing primary school. Women in some parts of the world simply do not have access to the advice, skills or technology that could save them.

"We are focusing on practical solutions. We are making sure there are enough staff, that women can reach health clinics and that appointments are made and kept.”

6

Canada supports the Pan American Health Organization in its efforts to save the lives of mothers and children
CIDA
27/09/2011
Washington, D.C.―Today, Minister of International Cooperation, the Honourable Beverley J. Oda, announced new support to the Pan American Health Organization (PAHO) to help strengthen basic primary healthcare systems and service delivery in Latin America and the Caribbean, as part of Canada's Muskoka Initiative to improve the health of mothers and children.

"Canada is proud to support the work of the Pan American Health Organization in the Americas. This project will reduce the mortality and morbidity rates of women, newborns and children, as well as those of vulnerable populations in Latin American and Caribbean countries," said Minister Oda. "The region has experienced remarkable achievements in delivering maternal health services and saving lives. This project, part of Canada's Muskoka Initiative, will ensure continued progress and move us closer to meeting the Millennium Development Goals by 2015."

Minister Oda made this announcement during a keynote speech delivered on behalf of Prime Minister Stephen Harper, to introduce PAHO's discussions on their Plan of Action to accelerate Reduction of Maternal Mortality and Severe Maternal Morbidity (PDF, 30 pages, 256 KB) during PAHO's 51st Directing Council in Washington, D.C.

Through this three-year project called Improved Health for Women, Children and Marginalized Populations, PAHO will focus on three components to help countries attain a well-functioning health system, namely: strengthening health services delivery, implementing health information systems and improving governance. The project will prioritise country-level activities in 11 Latin American and Caribbean countries where MNCH needs and gaps are greatest.

Canada's support to the PAHO for this project will implement the recommendations of the UN Commission on Information and Accountability for Women's and Children's Health report presented to the United Nations in New York last week. The Commission was co-chaired by Prime Minister Harper along with the President of Tanzania.

During her speech, Minister Oda urged all countries to look to the Commission's Report to assist them in monitoring the fulfilment of donor commitments, track progress and report on results achieved to improve the health of their populations.

"Support from the Americas to implement the recommendations will be critical to improving health outcomes for women and children in the Americas. The recommendations will ensure that accountability and reporting of results is increased in the global effort to save the lives of mothers, infants and young children," said Minister Oda. "This project will help 11 Latin American countries collect the necessary information and improve the local capacity to improve health services in their country."

This $18 million project contributes to Canada's work to save the lives of mothers and children in developing countries through a five-year, Muskoka Initiative commitment of $2.85 billion for projects that strengthen health systems at the community level, combat illness and disease and improve nutrition.
(Back to top
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Number of physician assistants doubles over past decade
American Medical News
27/09/2011
By Victoria Stagg Elliott
The number of physician assistants has grown dramatically as well as the number working in specialty care, according to an annual census report issued Sept. 8 by the American Academy of Physician Assistants.

"There's a true increase in demand from all sectors of the health care community recognizing the value of the physician assistant as part of the team," said Michael Powe, AAPA's vice president of reimbursement and professional advocacy.

A total of 40,469 physician assistants were practicing in 2000. The number grew to 83,466 in 2010.

Other surveys also have noted that physician assistants, along with nurse practitioners and certified nurse midwives, have become common in medicine. A data brief issued Aug. 17 by the Centers for Disease Control and Prevention's National Center for Health Statistics found that 49% of physicians worked with the allied practitioners (www.cdc.gov/nchs/data/databriefs/db69.pdf).

Experts say the shift is a result of changing payment patterns. Payment of physician assistant services is more common than ever, but reimbursement rates for many physician services have not kept up with the increasing cost of maintaining a practice. PAs may be a way for a practice to meet patient demand cost-effectively and stay healthy financially.

"With reimbursement as flat as is has been for primary care, there's no way that I could do this without my physician assistant," said James Cunnar, MD, a family physician in solo practice in Naperville, Ill.

Expanded role

Medicare started paying for physician assistant services in rural areas in 1977. The policy slowly expanded and covered all settings as of 1998. Medicaid and private payers followed suit. Prescribing rights have expanded, although they vary by state. In addition, academic centers are using physician assistants and other nonphysicians to fill the gaps created by resident work-hour restrictions.

The use of PAs is expected to grow even further because of an ongoing physician shortage, particularly in primary care. This is expected to become a bigger issue as the health system attempts to respond to the demands of an aging population and people who will become newly insured as reform rolls out.

"There is still a massive shortage of MDs or DOs choosing primary care," Dr. Cunnar said. "This will continue to worsen. I think you're going to see more physician assistants collaborating with physicians."

The U.S. Bureau of Labor Statistics projects that the number of PA jobs will increase by 39% from 74,800 in 2008 to 103,900 in 2018. The number of physician assistant jobs in doctors' offices is expected to drive much of the growth and increase 18.7% from 39,300 positions in 2008 to 58,000 in 2018.

The numbers are slightly different from the AAPA totals because the BLS counts jobs. The AAPA statistics count individual physician assistants, who might hold more than one job at any given time (www.aapa.org/research/data_and_statistics.aspx).

Most physician organizations, including the American Medical Association, support doctor-led, team-based care that may include physician assistants and other clinicians. The American Academy of Family Physicians issued a statement Feb. 22 in conjunction with AAPA calling for health policies recognizing physician assistants as primary care clinicians in multidisciplinary, doctor-directed teams.

"Physicians and physician assistants are mutually committed to continuing to improve safe access to health care by providing patient-centered quality care within integrated, coordinated and physician-led teams," said AMA President Peter W. Carmel, MD. "With millions more insured Americans under the Affordable Care Act, health professionals need to continue to work together to meet the surge in demand for health care."

Specialty roles growing

Though many PAs are in primary care, the AAPA report documented a trend that industry watchers have been noticing for some time. A growing proportion are in specialty settings.

About 51% of PAs were in the primary care setting in 2000, with the remainder in a wide array of specialties. In 2010, only 31% worked in primary care. Researchers say the actual number of physician assistants in primary care has not gone down, but the growing number in the specialty setting has changed the ratio.

Experts said this trend reflects the general shift of physicians toward specialty care. Physician assistants, who do not work independently, are following.

"Physician assistants can't go out and hang a shingle," said Carl Fasser, director of the physician assistant program at Baylor College of Medicine in Houston. "That trend mirrors the distribution of physicians. It also is a reflection of needs within the medical marketplace."

Health care industry watchers suspect that specialists are becoming more comfortable with physician assistants and other health professionals. A study by the American Society of Clinical Oncology published Sept. 15 in the Journal of Oncology Practice found that nonphysicians could increase a practice's productivity while maintaining physician and patient satisfaction.

The survey of 27 practices found that those that allowed nurse practitioners or physician assistants to work with all doctors in a practice, rather than being exclusively attached to one physician, improved productivity by 19%. Patients and doctors reported a high level of satisfaction with this collaboration (jop.ascopubs.org/content/7/5/278.abstract).

"Coordinated and integrated cancer care provided by both oncologists and nonphysician providers is a very successful model," said Dean Bajorin, MD, co-chair of ASCO's Workforce Advisory Group.

About 1,011 PAs worked in oncology in 2010, according to the AAPA census, compared with only 202 in 2000.

See graphics: http://www.ama-assn.org/amednews/2011/09/26/bisd0927.htm
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The Impact of Employment of Part-Time Surgeons on the Expected Surgeon Shortage
Journal of the American College of Surgeons
September 2011
Volume 213, Issue 3 , Pages 345-351, September 2011

· Bhagwan Satiani, MD, MBA, FACS 

· Thomas E. Williams, MD, PhD, FACS

· E. Christopher Ellison, MD, FACS

Background

The trend for choosing to work part-time (PT) in medicine is increasing. We hypothesize that strategies to employ PT surgeons and prolong the duration of practice might reduce the surgeon shortage considerably. We calculated the effects of PT employment on the surgical workforce.

Study Design

We estimated the surgical workforce in obstetrics and gynecology, general surgery, thoracic surgery, ENT, orthopaedic surgery, urology, and neurosurgery to be 99,000 in 2005. We assumed 3,635 Board Certificates would be granted each year and surgeons will practice for 30 years, with 3,300 retiring each year. Scenarios were constructed with one-quarter (scenario 1), one-half (scenario 2), or three-quarters (scenario 3) of potential retirees working half-time for an additional 10 years.

Results

By 2030, with other variables unchanged, the United States would have 4,125; 8,250; and 12,375 additional PT surgeons under scenario 1 (4% increase), scenario 2 (8% increase), and scenario 3 (12% increase), respectively, with a corresponding reduction in the shortage of surgeons.

Conclusions

An opportunity exists to reduce the shortage of surgeons by offering models for PT employment particularly to mid-career women and retiring surgeons. Employment models should address flexible work schedules, malpractice premium adjustments, academic promotion, maintenance of certification and licensure, and employment benefits.

Full Text: http://www.journalacs.org/article/S1072-7515(11)00375-9/abstract
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GMC to develop induction programme for all new doctors working in the UK 
British Medical Journal
19/09/2011
BMJ 2011; 343:d5988 doi: 10.1136/bmj.d5988
1. Helen Jaques 
+ Author Affiliations

1. 1BMJ Careers 
The General Medical Council has announced plans to introduce a national basic induction programme to ensure consistency in the standards of professionalism and cultural awareness among all new UK and overseas doctors starting work in the United Kingdom. 
The induction programme, which will be developed in conjunction with employers and professional organisations and introduced from next year, will ensure that doctors have an adequate understanding of the ethical and professional standards set out by the GMC and are familiar with how medicine is practised in the UK. 
Every year around 12 000 doctors from the UK, Europe, and beyond start practising in the UK for the first time. Although NHS organisations are required to provide induction on local procedures and structures, the quality is inconsistent across the country, says the GMC. 
In addition, the depth in which professionalism is taught in medical schools varies, and there are too many examples of overseas doctors starting clinical practice with little or no preparation for working in the UK. 

The induction isn’t about doctors’ clinical skills but rather about their cultural awareness and knowledge of what the NHS is and how it operates, said Niall Dickson, the GMC’s chief executive. “Developing an induction programme for all doctors new to our register will give them the support they need to practise safely and to conform to UK standards,” he said. “This will provide greater assurance to patients that the doctor treating them is ready to start work on day one.”
Although it will be a requirement for all new doctors before they can practise, the induction will be targeted at ensuring standards among those who qualified overseas and are coming to work in the UK for the first time. More than a third (37%) of the doctors in the UK qualified abroad: 10% in the European Economic Area and 27% further afield. 
“We recognise that doctors coming from overseas do face particular challenges around various cultural issues and the fact that they’re moving into a completely new healthcare system,” said Mr Dickson. “We think that a basic induction programme at the beginning that reminds or points out to them the principles and standards that we expect them to adhere to they will find useful and will hopefully tie in with what employers provide.”

The induction programme will also assure consistency in the professionalism of locum doctors and medical students, two further groups that show varying standards, said Mr Dickson. Similarly, a national approach to induction will ensure consistency in the level of support offered by employers and locum agencies. However, employers and locum agencies are still required to ensure that any doctor who works for them undergoes proper induction in local procedures and what the organisation expects of its employees, he emphasised. 

 

Notes
Cite this as: BMJ 2011;343:d5988 

 

Footnotes
·         State of Medical Education and Practice in the UK is at www.gmc-uk.org/state_of_medicine. 
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Women and Health Initiative: integrating needs and response
The Lancet, UK
27/09/2011

Ana Langer a, Julio Frenk a, Richard Horton b
The need to improve the status and unleash the potential of women and girls worldwide is increasingly recognised as a moral and a developmental imperative. Within this broad focus of renewed global attention and commitment,1, 2 the health of women and children has once again emerged as a top priority.2 In the context of the refreshed pledges, new strategic approaches are needed to move the unfinished agenda on women forward. In one such response, the Harvard School of Public Health has launched a worldwide effort called the Women and Health Initiative. Its premise is straightforward: because of persistent manifestations of social and gender inequality worldwide, girls and women are at increased risk of ill health and injustice within the health system, in which they have dual roles as both consumers and providers of health care. As such, the Initiative holistically conceptualises women as the target of health-care interventions and as a crucial pillar of the social response to health needs. This response involves different levels of a broadly defined health system:3 the household, where women play a key role in the domestic production of health care; the community, where most health workers are female; and the formal health system, where women are already a majority of the workforce in most countries, albeit often with under-representation in leading positions.

The Women and Health Initiative is unique in its targeted attention to the needs of women as health-service users and providers, it builds on successful achievements in health-system reform through investments in women and health in Mexico, and responds to WHO's call for an integrated women and health agenda.4 The principles that guide the Initiative include bringing a life-cycle focus to the health of girls and women, and taking an interdisciplinary, cross-sector, collaborative approach to understanding and applying female-centred solutions to the unique barriers women and girls face on both sides of the consumer—provider equation. Priority will be placed on reaching and bolstering the most vulnerable female subgroups. The Initiative is exceptional in its balanced focus on improving women's health and catalysing their contribution to the health of societies. A central tenet of the Initiative is that solutions rooted in gender equality and women's empowerment will strengthen health systems to better address women's needs.

Women carry distinct risks to their health and wellbeing as a result of their reproductive role. They alone bear the direct burden of unwanted pregnancy, maternal morbidity and mortality, unsafe abortion, and reproductive cancers.5—9 As important as their biological risks, however, are the vast gender and social inequalities that undermine women's health and wellbeing.7 Gender-based violence and sex-selective abortion, for instance, are the direct result of the inferior status societies often assign to women.6, 10, 11 The growth of the HIV/AIDS epidemic in young women results from heightened biological and gender vulnerability.5, 6 Furthermore, for certain disorders that women share with men—such as diabetes, cardiovascular disease, obesity, and lung cancer—women are often under-represented as participants in biomedical research, and often receive later and poorer-quality care.4 Other health problems which predominantly, although not exclusively, affect women—such as depression, eating disorders, and other mental illnesses—do not receive the attention they deserve, in view of their grave burden to women, health systems, and economies.4, 6

With a life-cycle approach to women's health, the Women and Health Initiative will foster a broad and deep understanding of how biological and social factors interplay in both the determination and the responses to the most neglected women's health needs in childhood, through adolescence, during the reproductive years, and beyond—and across generations. At the same time, the Initiative will focus its efforts on documenting, supporting, and maximising women's contributions as primary caregivers in the family and as health-care providers in both the formal and informal health sectors. Despite being the foundation of the health system in their roles at home and in facilities, women are often under-supported, under-recognised, and under-compensated.4, 5 The Initiative will highlight and strengthen women's many contributions to society—in both their productive and reproductive roles, as consumers and, just as importantly, as providers of health care—and will call for global action to ensure that women become more centrally involved in the leadership, design, management, and delivery of health care.4

Although much is known about elements included in the broad women and health construct, many gaps remain in our understanding of these complex interactions and of the gender-sensitive interventions that are needed to empower women as targets and drivers of health care. To bolster such understanding will promote a global environment that affords women equal opportunity to thrive in their lives, health, and work. With this aim, the Women and Health Initiative will partner with The Lancet to form the Women and Health Commission. The Commission will bring together leading thinkers and activists from around the world in a 1-year project to develop a research—policy—practice action agenda. On the basis of an informed and comprehensive analysis of needs and opportunities, the Commission will publish a comprehensive report and call to action, to help inform, leverage, and mobilise global partnerships and collaborations to address and drive resources to the shared agenda on women and health.

Appropriate and timely investments in girls and women to enhance their status and empower their contribution represent an enormous opportunity to strengthen health systems and improve health outcomes. The Women and Health Initiative will marshal this potential by identifying and promoting effective approaches that remove gender barriers and ameliorate the experience of women as both health-care consumers and providers. This approach is both a moral imperative and an essential strategy toward meeting global and national development goals.

We declare that we have no conflicts of interest.
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Community-owned resource persons for malaria vector control: enabling factors and challenges in an operational programme in Dar es Salaam, United Republic of Tanzania
HRH Journal
28/9/2011
Prosper P Chaki, Stefan Dongus, Ulrike Fillinger, Ann Kelly and Gerry F Killeen 
Human Resources for Health 2011, 9:21 doi:10.1186/1478-4491-9-21
Abstract (provisional)

Background
Community participation in vector control and health services in general is of great interest to public health practitioners in developing countries, but remains complex and poorly understood. The Urban Malaria Control Program (UMCP) in Dar es Salaam, United Republic of Tanzania, implements larval control of malaria vector mosquitoes. The UMCP delegates responsibility for routine mosquito control and surveillance to community-owned resource persons (CORPs), recruited from within local communities via the elected local government. 
Methods

A mixed method, cross-sectional survey assessed the ability of CORPs to detect mosquito breeding sites and larvae, and investigated demographic characteristics of the CORPs, their reasons for participating in the UMCP, and their work performance. Detection coverage was estimated as the proportion of wet habitats found by the investigator which had been reported by CORP. Detection sensitivity was estimated as the proportion of wet habitats found by the CORPS which the investigator found to contain Anopheles larvae that were also reported to be occupied by the CORP. 
Results

The CORPs themselves perceived their role as professional rather than voluntary, with participation being a de facto form of employment. Habitat detection coverage was lower among CORPs that were recruited through the program administrative staff, compared to CORPs recruited by local government officials or health committees (Odds Ratio = 0.660, 95% confidence interval = [0.438, 0.995], P = 0.047). Staff living within their areas of responsibility had >70% higher detection sensitivity for both Anopheline (P= 0.016) and Culicine (P = 0.012): positive habitats compared to those living outside those same areas. Discussion and conclusions Improved employment conditions as well as involving the local health committees in recruiting individual program staff, communication and community engagement skills are required to optimize achieving effective community participation, particularly to improve access to fenced compounds. A simpler, more direct, less extensive community-based surveillance system in the hands of a few, less burdened, better paid and maintained program personnel may improve performance and data quality. 

The complete article is available as a provisional PDF. The fully formatted PDF and HTML versions are in production.  
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Education for health professionals in Japan—time to change
The Lancet
01/10/2011
Volume 378, Issue 9798, Pages 1206 - 1207
Comment
Nobutaro Ban a, , Michael D Fetters b

a  Department of General Medicine/Family and Community Medicine, Nagoya University Graduate School of Medicine, 65 Tsurumai-cho, Showa-ku, Nagoya, Aichi, Japan

b  Department of Family Medicine and Japanese Family Health Program, University of Michigan, MI, USA

Of Japan's 80 medical schools, only three—Jichi Medical University, National Defense Medical College, and University of Occupational and Environmental Health—explicitly target physician training for rural practice, self-defence forces, and occupational medicine, respectively. The remaining 77 medical schools (42 national, eight prefectural or municipal, and 27 private) follow the traditional style of education to train health professionals. Under this system, tertiary academic centres, in which university hospitals are mostly at the top of the hierarchy, maintain power with little concern for development of secondary and primary health units in community-based programmes. Interprofessional1 and transprofessional education2 (which includes non-professional health workers), are still relatively new disciplines.

Japan is known for its good health outcomes, which might indicate support from a strong primary health-care system; however, this is not the case. Most of the country's primary-care physicians are not primary-care physicians according to the standard definition.3 Furthermore, scarcity of gatekeepers—ie, primary-care physicians who are not well trained as generalists allow patients to self-refer to secondary-care or tertiary-care hospitals even when their ailments could be treated just as well, if not better, at the primary-care level. Although other factors, such as unrestricted access to any doctor, have masked the deficit in Japan's primary health system the inefficiency of the system is becoming recognised in view of the ageing population and increasing costs needed for specialist care. The absence of an effective primary health-care system risks exacerbation of the health disparities that are gradually emerging in Japan, particularly among people aged 65 years and older4 whose low income constrains them from receiving appropriate health care. Development of primary care can relieve such inequalities.5 Reforms aimed at increasing the effectiveness and efficiency of care recommended in other papers in The Lancet Series on Japan will be worthless if attention is not focused on reforms to primary health care.

Historical and political issues largely account for the scarcity of specialisation in primary health-care in Japan. There has never been a surge of popular opinion favouring an increased role for primary care in Japan because of easy, low-cost access to most medical facilities. No groundbreaking reports have come from Japan, such as the Millis report6 in the USA, which strongly supported the reorientation of medical education towards physicians who would provide comprehensive and continuing health care. Although in the early 1980s the Ministry of Health and Welfare sponsored primary care international fellowships to encourage a new commitment to primary care, these efforts faced strong opposition from the politically influential Japanese Medical Association, an organisation dominated by clinic-based physicians who favoured the status quo and feared reimbursement cuts from primary-care reform. Additionally, no education system existed to train medical students and graduates as generalists and family physicians until 2004, when the Japanese Academy of Family Medicine—a small group of physicians attempting to introduce family medicine—launched an official 3-year training programme for specialists in family medicine. According to a survey (unpublished), only 53 of the 80 medical schools in Japan have a department of general or family medicine that can provide an academic headquarters for general clinical practice, education, and research in academic institutions. As of 2011, Japan has less than 200 certified family physicians.

On a positive note, the Japan Primary Care Association (JPCA) was formed in 2010, and is now the largest academic association of general practitioners in the country. The association formed through a merger of the Japanese Academy of Primary Care Physicians, the Japanese Academy of Family Medicine, and the Japanese Society of General Medicine. JPCA provides a common platform for individuals who are interested in primary health care, and supplies certification for family physicians. Expectations are high for JPCA in the next decade: the importance of primary care in academic medicine should be emphasised to indicate the kind of doctors needed in Japan, and the orientation of national health policy should be changed towards primary care, in line with a recent WHO report.7

For the Japanese medical system to be a model for other countries, recognition of a specialty of primary care and emphasis on this specialty as a priority of national health policy are of paramount importance. To support this policy, departments of general medicine should be established in all medical schools. Therefore, general practitioners and family physicians will be trained to deliver first-contact care, long-term patient-centred care, and comprehensive care in coordination with allied health personnel in the community. Such an emphasis will help alleviate the need for self-referral to hospital-based physicians, thus easing the strains on that system and making the Japanese health system more efficient.

Gordon Greene and Susan Hubbard provided assistance in the preparation of this manuscript. We declare that we have no conflicts of interest.
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SA needs to ‘train and retain’ its doctors.
The Sunday Independent, SA
27/09/2011
DIANNE HAWKER 

The shortage of doctors is likely to seriously hamper the government’s National Health Insurance (NHI) plan, with medical experts saying the country needs to double the number of doctors it trains each year. 

While there are an estimated 27 641 doctors practicing in South Africa, approximately 23 407 South African-born doctors are believed to be practicing in Australia, Canada, the US and New Zealand. 

These figures are contained in a presentation compiled by doctors Mark Sonderup and Phophi Ramathuba for the SA Medical Associations (Sama) 2011 Conference. Sonderup is a specialist at UCT Medical School and Ramathuba chairs the (Sama) Committee for Public Sector Doctors. 

Many of the figures were taken from a detailed research report compiled by the Colleges of Medicine of SA (CMSA) published in the South African Medical Journal last month. 

Between 1998 and 2006, South Africa trained 14 145 doctors and specialists – almost 10 000 fewer than those believed to be overseas. 

Speaking to The Sunday Independent, Sonderup said with the NHI debate heating up, the shortage of doctors was a major concern in the medical community. 

“One point I must make is that even if you collapse the private sector, we are probably still going to be short (of doctors). We actually need extra doctors. The two most critical aspects of the NHI are how are we going to fund it and how are we going to staff it,” he said. 

Compounding the problem is the fact that of the 27 000 doctors registered in South Africa, authorities have no way of knowing how many practice locally, he said. 

“The HPCSA (Health Professionals Council of SA) sends out a renewal form every year, but no question is asked about whether you are actually resident in South Africa. There is a second group of people who continue to pay the registration fee, but don’t actually practice. Others remain registered but are retired,” Sonderup said. 

As an urgent solution to the problem, Sonderup and Ramathuba say the country needs to “train and retain”. An estimated 46 000 more nurses and 12 500 doctors are needed urgently to staff hospitals, they told the Sama gathering. 

The staff shortages are playing into a vicious cycle which sees the remaining doctors, particularly those in the public health sector, burning out and leaving the country for greener pastures. 

“We have got to turn the tide of people who are still leaving. And we have got to go back and try to actively recruit those who have left. If we got just one-tenth back, we would have the equivalent of a year’s worth of graduates,” Sonderup said. 

Critical to solving the problem is the establishments of new medical schools and ensuring vacancies at the existing schools are filled. 

The CMSA report raises concerns that specialists who are being trained at the country’s eight medical schools are not being absorbed into the public health sector. 

“South Africa compares unfavourably with other middle-income countries in terms of medical and dental professionals per 1 000 (of the) population… The UK has 120 000 doctors for a population of 60 million; South Africa, with a population of 48 million, has 27 000 doctors.” the CMSA report says. It also noted a major shortage in the field of dentistry, with only 4 153 dentists on the books nationally. 

“To produce doctors and specialists, you need a functional academic sector. The capacity that we’ve had to train doctors has been under enormous pressure. The capacity to train doctors has been limited. What we need is more medical schools. Despite HIV/Aids, our populations is growing. There is an increase in the number of immigrants. We have not kept up with that,” Sonderup said. 

In May, Health Minister Dr Aaron Motsoaledi told Parliament he had asked the deans of medical faculties to think of innovative ways to increase intake.
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Inadequate Medical Staff Challenge to Safe Motherhood
Tanzania Daily News
28/09/2011
Christine Ngwisha
THE World Health Organization (WHO) Global Health Atlas 2007 Report, records that Tanzania has one physician per 50,000 patients, naming it a lowest ratio of physician to patient in the world.

Additionally, the patient doctor ratio in the country is greater than 26,000:1, thus more than 26,000 patients are seen by one doctor.

This means that the number of trained health workers is inadequate and in recent years the scarcities of almost all cadres of medical personnel are alarming.

The pinch of shortage of health workers is felt very tremendously in the safe mother hood area, it is obvious that the production of health workers has not kept pace with women's pressing reproductive health needs and the ever increasing burden of disease caused by the HIV/AIDS, which has affected women and children in the course of mother to child transmission.

Recently I raised the issues of MM to Christian Medical Professionals, when they gathered in Dar es Salaam for their annual assembly which brought together various health providers from the rural settings. These are the professionals working in areas which are surrounded by hills and mountains , which do not have roads, safe waters and electricity, but have huge numbers of expectant mothers besides the big MM crisis.

The Medical personnel explained that some factors that contributing to high MM is the shortage of or mal distribution of health personnel in the country. You can find few in the villages while many are over packed in some urban public and private health facilities.

"Some medical staff refuse to work in the villages instead they settle in towns particularly in private clinic /health facilities", said a Catholic Nun (medical doctor) from Arusha region who preferred anonymity.

She further noted that many well trained medical personnel are not very much willing to working in the rural areas rather have resorted to work in the managerial sector, that trend has disadvantaged women and has accelerated maternal mortality in both rural and urban settings.

She noted that it was reported in the parliament that brain drain has robbed Tanzania highly specialized medical staff from various public health institution reason being poor remuneration and lack of medical facilities, equipment and hospital supplies.

"Fifty years after independence still we are struggling with retaining our own human resource with many preferring to migrate to other African countries like Bostwana for better conditions of service." She wondered adding that medical professionals should be paid well as it is for politicians.

Seemingly, this is the biggest challenge in relation to safe motherhood. Apparently the scarcity of medical staff in health facilities means, thousands of pregnant mothers are vulnerable to MM because majority have little or inadequate medical personnel to attend to their maternal morbidity challenges.

That means that Tanzania will not attain Millennium Development Goals Number Four and Five (MDG 4 and 5) if the trend is not reversed. The former targets to reduce by two thirds the number of under five mortality by the year 2015 while the latter ( MDG5) calls for increased efforts to improve maternal health and reduce maternal mortality by providing universal access to reproductive health.

Doctor Tadotoshi Kuratsuji a volunteer doctor from Japan Oversees Christian Medical Cooperative Service, based in Tokyo, who is working in Tabora Region, noted that attaining MDG 4 and 5 is not by ticking but all Tanzanians have to work.

He remarked that we all have responsibilities the government, medical staff and mothers. Everyone need to be accountable first to ourselves and then to one another.

The government needs to be committed to implement employment policies, also have implementation plan in place, provide resources and better remunerations to the staff, and allocate resources in order to move smoothly towards safe motherhood.

Talking about challenges of medical staff in Tabora Doctor Kuratsuji remarked that there are very few workers in labour wards. He said that he oversees 10 health centers and one hospital - Ndala Hospital, and that the shortage of staff in those centres is obvious.

He mentioned that in Ndala Hospital there was no female Assistant Medical Officer (AMO). Lack of female AMOs is equally a problem as there are patients who want only to be attended to by a female medical staff that can be a hindrance to MM reduction.

The current statistics from the National Demographic Health Survey indicates that maternal mortality in Tanzania has decreased slightly from 578 to every live birth in 2005 to 454 per every 100,000 live births in 2010.

She remarked that the reduction is a big achievement and thus it can be done suggesting that more collaboration between government and religious institutions need to be enhanced for effective service delivery for both patient and staff.

Discussions with foreign medical personnel volunteers working in different parts of Tanzania indicated that language barrier in areas like among the Hadza's and Mang'ati in Northern Tanzania can also lead to high MM in those grass root areas.

"Although in Tanzania everybody speaks Kiswahili there are some parts in remote areas where language barriers causes' inadequate communication which results into delays in diagnosing and treating the patient which in a way contributes to MM." noted anonymous volunteer from Netherland.

They mentioned that the barriers in communication prevent women from speaking about dangerous signs such as excessively bleeding before and after child birth, hypertension and other signs.

In Tanzania there is a tendency to send volunteer health personnel from Japan, America, Ireland and Netherlands in remote areas where people speak languages other than Kiswahili and have beliefs that men should not touch or be anywhere a woman is giving birth. To manage this situation, the governments is responsible for training and maintaining local auxiliary medical staff in areas where women cannot comprehend Kiswahili.

Young Doctors working in rural areas perceived that working in the villages after studying for five years as a medical doctor is a big problem, particularly if one is attached to a hospital that is about 100 kilometers from a main road, living in "a beautiful mansion' without social amenities like electricity, tap water, toilets, while one earns very meager wage.

They mentioned that as a medical doctor one has a lot of choices than to subject oneself to poor rural conditions considering that the quality of life of their families is also compromised.

They suggested that the government and the church must come together and come up with allowances that befit people who are sacrificing and are willing to work in these rough conditions particularly in the precarious rural areas.

They mentioned such entitlements such as hardship allowance, rural upkeep allowance and risk allowance in order to reduce mothers and infants deaths in rural areas. The current scenario is such that medical staffs in the remote areas are getting the same remuneration as those in urban and yet the working conditions in the grass root and the livelihoods are very much different.

Doctor Camillo Msigwa of Lugarawa Hospital said all must take up their responsibility in addressing these issues of shortage of medical staff and the challenges they pause to maternal health.

He pointed out that there are some areas where women die because of lack of comprehensive obstetricians in the nearest referral health centers, adding that health centers require staff to make adequate infants and mother's attention, care, appropriate surgery and treatments.

Dr. Msigwa stressed that the medical staff are also important to undertake diagnosis, treatment, managing referrals to the more advanced levels, organising and managing care and treatment of pregnant women and women in labour.

The shortage of workers cause deaths in many labour wards because despite the fact that women are complaining and some are crying for help, the few doctors and midwives cannot visits and listen to every patient in bed.

"In wards there are women who have uncontrolled haemorrhage , (bleeding after child births) some are caught up in eclampsia (fits/convulsion during or after child birth) other are hypertensive (high blood pressure) all these leads to maternal deaths".

Christine Ngwisha is a journalist from Zambia Media Women's Association (ZAMWA) attached to Tanzania Media Women Association (TAMWA) under the auspices of FK Norway Exchange Programme.
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HIV/Aids, TB are still the main causes of death in SA: Motsoaledi  
SABC, SA
23/09/2011
Minister of Health, Aaron Motsoaledi, says HIV/Aids and Tuberculosis are still the main causes of death in South Africa.  He said the country needs more health care professionals and more medical schools.  
 
Motsoaledi was addressing students last night at the first annual Shaping Leaders in Health talk hosted by the Health Sciences Student Council of the University of Cape Town.
 
The health minister says South Africa comprises 7% of the world population but has 17% of the world's HIV/Aids infections. The life expectancy of South Africans has declined from 70-years in 1990 to only 50-years in 2010 because of the scourge. He says the pandemic remains a big challenge in the country.
 
“If we do not do something, by 2040 the life expectancy will be the same as it was in 1950. We would have gone back 50-years despite all the developments that have taken place,” Motsoaledi said.
 
SA has 17% of the world's HIV/Aids infections
He says the country faces a quadruple burden of disease. These are HIV/Aids, maternal, newborn and child mortality, violence and injury and non communicable disease. He says the latter is the one that needs to be addressed.
 
High blood pressure and diabetes are just some of the consequences of a lifestyle lacking in proper diet and exercise. He says alcohol abuse and smoking add to the problem. He confirmed that more will be done to eradicate smoking. Advertising alcohol could also be curtailed.
 
Commending Motsoaledi for being outspoken about the serious issues facing the health system, vice chancellor of UCT, Max Price, spoke briefly to the students about leadership. He said UCT has various programs in place to help foster leadership in students.
 
Price said good leadership requires good ideas set in good knowledge. Using the example of the nationalisation debate, Price said the idea should not be driven primarily as an ideology but should be a view that is properly researched, drawing upon experts that inform.
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Southern region needs more human resources to fight HIV/AIDS  
Angola Press
28/09/2011
Luanda - The expert on sexually transmitted diseases Marília Cabral Afonso said on Friday in Luanda that the Southern Africa region needs more qualified staff to combat HIV/AIDS to meet the requirements of various stages of the disease.

  

Speaking to the press on sidelines of the second Workshop of the Military and Technical Sub-Committee of the Southern Africa Development Community (SADC) she said that it is necessary to qualify technicians in communication, education and information so that the message is understood by the society.

  

The source said that to reach the goal the region needs more human resources trained in nurse, laboratory and different doctors in areas of AIDS and experts in the field of sexually transmitted diseases.
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KENYA: Medics overwhelmed as dengue fever spreads
UN IRIN
29/09/2011
MANDERA, 29 September 2011 (IRIN) - An outbreak of dengue fever in Mandera, northeastern Kenya, is spreading fast, with at least 5,000 people infected within weeks, due to limited health facilities, a shortage of medical personnel and poor sanitation, officials told IRIN. 

With only one public hospital and a few private clinics, medical officials in the town - which borders Ethiopia and Somalia - said the facilities were congested with dengue fever patients and they were unable to cope. 

"Mandera District Hospital is congested, many patients and panicked residents are streaming into the facility, it's the only public hospital, all wards are occupied above capacity," Mohamed Sheikh, the provincial public health and medical officer, told IRIN. "At the moment, more than 5,000 cases have been recorded, and a large number of other cases - about half of those attending Mandera government hospital - have been treated in the few private clinics." 

The UN World Health Organization (WHO) describes dengue as "a mosquito-borne infection that causes a severe flu-like illness, and sometimes a potentially lethal complication called dengue haemorrhagic fever". The WHO estimates some 50 million people are infected with dengue across the world every year. 

A statement by the Ministry of Public Health and Sanitation on 26 September said four deaths from the disease had been confirmed but, according to Mandera residents, at least 10 people have died since early September when the outbreak started. 

Sheikh said more deaths resulting from the viral infection could have occurred in homes or at private clinics. 

"Symptoms of dengue fever case are easily mistaken for malaria and anti-malaria drugs were prescribed to many suspected patients for two weeks, then we got concerned when we received more cases, conducted tests last week and confirmed almost all our patients required new treatment for this viral infection," Sheikh said. 

In the absence of a specific treatment for dengue fever, Sheikh said, health facilities were providing supportive treatment to the infected: Paracetamol for those presenting with fever, fluids for those dehydrated and antibiotics for those with infections. He added that the fever often subsides after seven days. 

Sheikh said the disease was believed to have spread from neighbouring Somalia where several deaths and cases have been reported this year. 

He said health workers had been mobilized to help in treatment and to tackle poor sanitation, which provides an ideal breeding ground for mosquitoes, the disease's vectors. 

"Elimination of mosquitoes by chemical spraying is the surest, [most] reliable approach to eliminate the spread of dengue fever; it's easily contracted from a single bite, mosquito nets cannot guarantee full prevention," Sheikh said. 

A community nurse at the Mandera District Hospital, who requested anonymity, said more than 100 patients were spending nights in the hospital's compound while hundreds more were unable to access treatment as they could not pay the fees charged for diagnosis, treatment and admission. 

"Many people are suffering at home, some have died; five cases known to me are from poor families, the government should consider this a disaster and waive all fees," the nurse said. 

Severe drought 

Abridirizak Dualle, programme manager of the Rural Agency for Community Development and Assistance (RACIDA), an NGO, said the outbreak had affected almost 75 percent of the residents of Mandera, who were already struggling to cope with severe drought. 

Dualle said small businesses and subsistence farming along Dawa River - which runs through the town - as well as school attendance had been affected. 

"I have just recovered from dengue fever and returned to work to find that eight of my colleagues who were working on a number of drought mitigation projects are all at home sick; almost all families in Mandera central are either sick or affected," Dualle said.

Ibrahim Maalim, a local leader, urged the government to quickly establish mobile clinics at Buruburu, Township, Tawakal and Kamor, the worst-hit areas of Mandera. 

Abdi Mohamud, the Mandera central zone education officer, said a crisis meeting was convened on 26 September following reports that parents were withdrawing their children from school for fear they would contract the fever. 

"Five teachers from this zone have contracted dengue fever; they are unable to work. I have yet to find out how many children are affected," Mohamud told IRIN. 

A teacher at Mandera Township Primary School said only three out of 22 teachers had reported to work while more than half the school population of 1,900 pupils had not turned up. 

"The matter is very serious, fewer than 900 pupils attended classes today. In one class 20 out of 84 pupils were present; not all are sick, some are assisting sick relatives," said the teacher, himself just recovered from the disease. 
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Every Woman and Child Counts
New Vision, Uganda
27/09/2011

Dr Romano N. Byaruhanga
IN Uganda, about 4,000 women die from pregnancy and childbirth related complications every year.

The causes of most maternal deaths include severe bleeding before and after delivery, infections, unsafe abortion, hypertensive disorder (eclampsia) and obstructed labour

With just four years away to 2015, Uganda is unlikely to attain the targets for Millennium Development Goals 4 or 5 (MDG 4 or 5). The period when most mothers and newborn are at the greatest risk of dying is at the time of delivery and immediately after delivery.

Most deaths are preventable, and are influenced by a complex interaction of social-economic, cultural, physical environment, health seeking behaviours and quality of health delivery services.

Maternal death is a notifiable condition since 2008. All maternal deaths should have a mandatory confidential review or audit.

The audits are conducted professionally and provide opportunity to identify correctable factors to improve care including the procedures used for diagnosis, treatment, rational use of resources at health facility level; the resulting outcome and access gaps at a personal, family, community, or health facility that may have contributed to the death.

Recommendations on quality improvements are made so that the next mother or newborn does not die under similar circumstances.

In many instance, audits done at health facilities have found multiple health system failures like lack of essential supplies for basic or comprehensive emergency obstetric care, lack of blood, an essential component; especially when dealing with bleeding problems, human resource deficiencies with large ratio of patient to one health workers, lack of theatre space to perform timely appropriate lifesaving interventions and poor care by health providers.

A maternal or newborn death is a tragic event that leaves a scar on the family, the community, the health workers and the country at large.

Professionalism is a core value that we promote and each health worker is guided by the ethical principles of medicine namely: Beneficence, respect, do no harm, and justice. Misconduct or negligence is severely frowned upon by the profession and should be dealt with by the relevant bodies if a health worker is found liable.

Inquiry into a maternal or newborn death is, as a standard, supposed to be confidential, follow certain principles that include anonymity and respect to both the aggrieved and the health workers and cover the whole spectrum of possible causes spanning from community to health facility.

In the recent past, this process has become rancorous, causing confusion, and demoralising to many of health workers who spend hours caring for the sick in conditions of poor infrastructure, deficiencies in supplies and poor pay.

Failure to address the major root causes of maternal death of a frail health delivery system and lapping all the blame of health workers oblivious of the other possible causes of deaths in the community in many instances is retrogressive and affects the gains achieved in improving the care of the mothers and their newborns.

If more political advocacy and commitment is amplified , increase in financing the health sector, a multi-sectoral approach to the problem, community education, spacing, use of family planning, improving quality of care at each stage of pregnancy and increasing the demands of the population then we are likely to see real change.

The writer is the president of the Association of Obstetricians and Gynaecologists of Uganda
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Experts seek much more focus on China's child health care
China Daily
26/09/2011

By Wang Hongyi
Qiu Yue contributed to this story.
SHANGHAI - More than 200 pediatricians across the country received professional guidance and training in Shanghai in August. 

The two-day course was part of a China-US pediatrics development forum held by the China Pediatrician Association, the American Academy of Pediatrics and Fudan University Affiliated Pediatrics Hospital. It was sponsored by the Huggies brand of Kimberly-Clark China. The aim was to further communication between Chinese and American pediatricians, attract more public attention to the work of pediatrics and improve the education of practitioners in China. 

Experts from the United States gave a detailed introduction on the development of pediatrics in the US, such as the development of children's and teenager's healthcare, the building of the pediatric medical system and the culture of the profession. 

Chinese pediatricians received professional guidance from both China and US experts in various aspects of the job, such as pediatrics during disasters, tobacco control, behavior and development in pediatrics, and emerging infectious diseases. 

"Pediatric work in China, since its establishment, has progressed substantially in the areas of offering healthcare to children, lowering the death rate of children and providing a healthy environment in which children can grow up," said Zhu Zonghan, chairman of the Chinese Pediatric Association. 

"But as the need for pediatricians has grown over the years, a lack of well-trained pediatricians has emerged," he added. "The number of pediatricians is not increasing at the expected pace. An increasing number of medical schools eliminated their pediatrics departments to make room for other medical specializations. Insufficient medical resources and an imbalanced distribution toward pediatrics makes it even harder for children to get treatment. 

"Pediatrics is not a medical specialization, but is in no way less important. We are trying hard to get public attention focused on it and further benefit children." 

Chinese Medical Doctor Association statistics show that at least 600 million children, aged from infants to 14 years, fall ill annually in China, with an annual demand of 2.2 billion person-time pediatrics outpatient services. Of them, only 15 percent are treated by pediatricians at pediatric hospitals. 

China faces a critical shortage of 200,000 pediatricians because of insufficient training for doctors, according to Chinese media reports. 

At present, the number of pediatric hospitals accounts for just 0.52 percent of the total in China. The number of pediatric doctors has increased by only 5,000 over the past 15 years, which is hindering the development of pediatrics in China. 

"The US faces similar problems in the development of pediatrics. The forum is a good platform for both the US pediatrics association and China's association to communicate," said Dr Jonathan Klein, associate executive director of American Academy of Pediatrics. 

"The booming population poses an extreme challenge to China's pediatricians. There is a huge need for pediatricians that cannot be satiated. Pediatricians are too busy coping with many children every day to further understand what children really need when growing up, aside from treatment," he added. 

In 1999, China stopped pediatrics as the subject for an undergraduate major, cutting off an important source of medical staff in the sector. Currently, the country has about 60 pediatric hospitals for pediatrician training. But burdened with a large number of daily patients, each hospital can only train about 30 pediatric doctors every year, a far cry from meeting the country's needs. 

"In the US (within pediatrics), 65 percent are general pediatricians and 35 percent are subspecial pediatricians. Students spend three years on general pediatrics. After that, those who pass the ABP (American Board of Pathology) certification examination can choose to spend another three years on advanced pediatrics and become a subspecialist," said Douglas Jones, a professor in the department of pediatrics at the University of Colorado School of Medicine. 
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State faces acute shortage of docs
The Times of India
24/09/2011
Nishant Sinha
PATNA: Bihar is facing an acute shortage of doctors. Against a requirement of 15,000 doctors under the National Rural Health Mission (NRHM), only 4,500 doctors are in position. The problem has been compounded as against the retirement, deaths and migration to other places of 4,500 doctors of Bihar Health Services in the last 20 years, less than 1,000 doctors have been recruited during this period. The state government is yet to take a decision on raising the retirement age of all serving doctors in the state though NRHM had recommended it long back.

As far as specialist doctors are concerned, the situation is even more glaring. The state is short of 70% specialists. There are around 1,800 specialist doctors in the state, including postgraduate degree and diploma holders, against a requirement of 5,000 specialists. Similarly, against the requirement of 5,000 medical teachers, the state has only 1,200 medical teachers, both regular and contractual appointees.

The NRHM, in its report, had recommended the raising of retirement age of doctors. Madhya Pradesh and Jharkhand have raised it to 65 years. When the Bihar Health Services Association (BSHA) brought this to the notice of principal secretary, health, Amarjeet Sinha, during a meeting with him recently, Sinha had agreed in principle to apprise the government of Jharkhand government's notification to this effect.

The government is considering raising the retirement age of specialist doctors, stated Sinha at the meet. But the association has demanded raising the superannuation age of all government doctors to 65 years.

Health minister Ashwini Kumar Choubey, too, agreed recently that Bihar was facing shortage of doctors and their services could be utilized in a better way if their retirement age is raised.

The doctor-population ratio in Bihar is 1:3500, which is far behind the national average of 1:1700. Bhore committee puts the ideal ratio at 1:1000. According to National Rural Health Mission (NRHM), the state requires more than 70,000 doctors to reach the required ratio.

According to BHSA, the health department's bid to streamline health care services would be futile unless the problem of shortage of doctors is addressed. BHSA secretary Dr Ajay Kumar attributed the non-availability of doctors to delayed appointments, lack of incentives and poor personnel management. He pointed out that around 20 doctors retire every month without their replacement being found. The association welcomed the chief minister's move to personally monitor the availability of doctors in the state and solve the vexed issue.
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More health workers needed: Cheong U
Macau Daily Times
26/09/2011
The territory needs more specialised workers to improve the quality of its healthcare services, said secretary for Social Affairs and Culture on Saturday.
Cheong U gave a speech at the 2010/2011 graduation ceremony of the Kiang Wu Nursing College, in which 45 new nurses received their diploma.
“The government is working hard to optimise the healthcare system and infrastructure,” the secretary said.
Last March the government released a MOP 10 billion plan to improve local medical infrastructure by 2020.
The plan includes a provisional emergency ward and inpatient rehabilitation service set to open at the University of Science and Technology hospital in Taipa next month and the construction of a second public hospital in Cotai, slated to 2015.
But, Cheong U added, “in this process, we not only need good management of health facilities; we also need more people with expertise to join the health care team”.
The government has already said the new hospital would require at least 200 doctors for its first phase. The number could reach 600 after the completion of all three phases of the new healthcare facility.
However the actual number of physicians will only be known once the number of beds is defined, as well as the specialities that will be available at the new hospital, located between the Seac Pai Van Reservoir and the Macau Dome.

Nurse shortage

In the meantime, the government is trying to recruit new doctors in Portugal, mainland China and elsewhere. There are 22 vacancies open for physicians and four for other health professionals.
Macau currently has no medical school or university studies for medicine, with the Kiang Wu Nursing College the only local institution training healthcare professionals. Over 2,000 students – a number far higher than openings – applied for the coming year at the Kiang Wu Nursing College, said president Van Iat Kio during the ceremony.
“In order to work with the government’s implementation of the optimised healthcare system proposal, as well as the college’s development in the next 10 years, we continue to increase the number of enrolled students,” she said in her speech, quoted by TDM News.
It was the second time this month that a local official mentioned the shortage of human resources at local medical facilities.
Last week the Health Bureau director Lei Chin Ion acknowledged that the number of oncology specialists and nurses are “relatively insufficient” for the MSAR. He expressed the wish to develop cooperation in this field with Guangzhou, during the visit of a 10-member delegation to the Oncology Hospital of the Sun Yat Sen University.

Meanwhile 24 medical interns are expected to complete their 18-month training by the end of this year. In addition 30 more physicians began their internship in July.
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Doctor gap‎
Fiji Times
27/09/2011
Avinesh Gopal
THERE is a shortage of doctors in the country. But Minister for Health Dr Neil Sharma says it is not a crisis "and we have to live with it".

When asked yesterday whether there was a shortage of doctors in the country, he said, "It's an old issue and it's a global problem".

Dr Sharma said doctors who were trained in the country had good English and they left for overseas jobs.

He said there was not only a movement of doctors but nurses also and measures had been taken to address the problem.

He said there were 100 medical students undergoing training and 250 new nurses would be graduating next year.

"We have a doctor to patient ratio of one doctor to 2000 patients," he said.

"And when we have a shortage, we have to look at ways of addressing it."

Dr Sharma said four doctors from Mongolia joined the health service recently and some doctors from India and the Philippines would also join soon. He will attend a meeting in the Philippines early next month and he also hopes to take the opportunity to interview some doctors there.

"But it's not a crisis right now and it's something that we have to live with," he said.

Last month, the Health Ministry said it was holding talks with the Fiji National University to engage final-year nursing students into the workforce.

It was part of the ministry's proactive approach in dealing with staff shortage at the Colonial War Memorial Hospital in Suva.

Permanent secretary for Health Dr Salanieta Saketa had said then that the hospital was putting a system in place with final-year nursing students lending a helping hand during the night shifts.

She had said there were plans of engaging personnel for midwifery, public health and other posts at the CWM Hospital.

A Health Ministry statement said then that it would also address staff shortage at the hospital at the same time.
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14,500 malnourished kids, no doctors
Daily News & Analysis, India
25/09/2011
By Mustafa Plumber
Shortage of specialist doctors, including paediatricians, gynaecologists and anaesthetists, plague the Melghat area of Amravati district, where 14,500 malnourished children are in need of medical attention. The state government’s appeal to specialty doctors to come forward and work in the tribal area at an increased remuneration of Rs1lakh has fallen on deaf ears.

In July, the state government issued an advertisement stating that it is willing to increase the remuneration of specialty doctors from Rs40,000 per month to Rs1 lakh, so that tribal women and children in the Melghat area could get the best possible treatment. Till now, the Directorate of Health Services has received 47 applications from (general) doctors, but only one anaesthetist has offered his services, albeit with the condition that he will only work in the 50-bed hospital at Chikaldhara.

Civil surgeon, Dr CL Sonkusare says, “There are two 30-bed hospitals at Churni and Dharni villages in Melghat and one 50-bed hospital at Chikaldhara. The two 30-bed hospitals have two paediatricians and no gynaecologist or anaesthetist. Every Friday, a gynaecologist is sent from Amravati government hospital to these hospitals. During emergencies, however, patients have to come to the government hospital in Amravati.”

As per state government norms, in the absence of specialists, a medical officer is the sole in-charge of the hospitals at Churni, Dharni and Chikaldhara, unlike in urban areas. Sonkusare says, “Even if gynaecologists and paediatricians are appointed, they won’t be of much use as they are helpless without the presence of an anaesthetist.”

The newly appointed nodal officer P Pradeep, who is coordinating among nine government departments to ease the problems of the tribal population of the Melghat, said the Bombay High Court during the last hearing that there is a shortage of specialist doctors and that the process of appointing them is underway.

Speaking to DNA, P Pradeep said “We have started a diagnostic camp in the area under the supervision of Dr Janki Borkar and we expect specialist doctors to visit these camps and provide the necessary medical help.” District health officer Dr Raj Paradkar, who is coordinating these diagnostic camps, said, “There are 44 camps planned to be organised between September and October. The results are encouraging.”

He added, “Not many specialist doctors want to permanently be posted in tribal areas. But some of them, who feel socially responsible, are coming forward to help the rural people in need. We have limited the strength of patient intake to 50 per camp, so that the doctors are not overburdened and patients are given due attention and care.”
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Men in a 'women's' world 
Global Times, China
26/09/2011
By Gu Jia
For Chen Zhijie's first birthday, his family organized an old Chinese ritual. Chen was asked to grab one of the carefully-prepared objects on a table, including a pen, scales, a ruler, money and a stethoscope. The object he would pick up would predict his future career. Chen chose the stethoscope.

"I like medical treatment," said Chen, now 22. Chen is an intern at Ruijin Hospital. However, his choice of career did surprise his parents: he is interning as a nurse, not a doctor. Two years ago, Chen chose nursing as his major when he entered junior college. He stood out among the other students as males account for only 4 percent of all the nursing students in the college. 

The question Chen answers most is why he chose to enter the nursing profession. "Why can women enter a traditionally male-dominated industry but men can't enter an industry that traditionally employs women?" Chen said. "Would anyone ask a woman why she wants to be a doctor, a cop, or a CEO?"

Chen's attitude perhaps was not understandable 20 years ago. In 1985, the Nursing School of Shanghai Medical University (later merged with Fudan University in 2000) first opened its doors to males. However, each of the first five male students ultimately furthered their studies and became doctors after graduation.

In 1990, the school enrolled another two male students. However, when they became sophomores, both of them transferred to other majors. "These boys didn't choose the major out of interest. They wanted to use nursing as a springboard to become doctors," said Li Yin, director of the students' office of the Nursing School of Fudan University.

In 2001, the Nursing School of Shanghai Jiao Tong University enrolled its first 16 male undergraduates. All of them were offered jobs in first-class hospitals as soon as they graduated. The great demand for male nurses soon made nursing an option worth considering among male students.

The ratio of male nurses increased from less than 0.1 percent in 2005 to 0.80 percent this year. But the figure still lags far behind developed countries. In the UK, male nurses accounted for 11.20 percent of all nurses in 2010. In Australia and the US, male nurses accounted for 10.70 percent and 9.40 percent respectively in 2009.

In Shanghai, male nurses mainly work in comprehensive hospitals, children's hospitals and mental institutions. District hospitals and community health centers rarely recruit male nurses. According to the head nurses of Ruijin Hospital and Huadong Hospital, two first-class hospitals in Shanghai, the lower income and social status as well as the high turnover has led to a shortage of male nurses in China.

Most comprehensive hospitals don't think the recruitment of male nurses is a major priority, said Li Yin. Because of the high turnover, they must consider whether these male nurses can bring enough benefits to cover the cost of training and other allowances before they are recruited. 

Victims of sexism

According to a survey about patients' attitudes towards male nurses conducted in 2010, only 14.70 percent of women were willing to be treated by male nurses, while 79.40 percent of men agreed to receive treatment from someone of the same sex. 

Liu Qukai is one of the first male nurses with a bachelor's degree in Shanghai. On his first day in the fluid infusion room of Ruijin Hospital, he rejoiced when he discovered the first patient he would treat was a man. However, when Liu asked to pull the syringe out, the stubborn man warned him that he feared the pain and asked Liu to find a female nurse for help in case he was not careful and made a mistake. Liu was embarrassed as he was treating the patient before a curious crowd who wanted to witness the skill of this new male nurse. "I have a thick skin, and I don't care what others say," Liu told the Global Times.

Zhang Li, a 30-year-old female white-collar worker, has only ever seen male nurses on Hong Kong television dramas. "It's better for a male nurse to serve male patients. I would feel embarrassed if a male nurse injects my backside," Zhang said. She admitted that though it's natural for female nurses to care for male patients, she can hardly accept a male nurse or doctor in gynecology.

Male nurses mainly work in operating rooms, intensive care units and emergency rooms. "Most hospitals don't want male nurses to work in wards for fear that the widespread social prejudice will influence the performance of the nurses," Liu said.

Tougher, stronger, calmer

Currently Liu Qukai is the only male nurse in the emergency room of Ruijin Hospital. Every day he comes across different kinds of people. Some are rude and have bad tempers, and some make unwarranted accusations and shout at medical staff. Liu also said that compared to female nurses, male nurses are not easily deterred and can better stand the pressure from these patients and their relatives. 

The head nurse of the emergency room at Ruijin Hospital, Pei Guiqin, said male nurses have more strength, which is essential in the rescue of patients. "The process of cardiopulmonary resuscitation, an emergency procedure which involves chest compression, can last for a long time without pause. Male nurses are able to finish it more easily. They are also more efficient in removing patients from stretchers to operating tables and sickbeds." 

When the female nurses don't feel comfortable and ask for leave, Liu is the one to take their place. Sometimes he works both morning and afternoon shifts without any rest. "All the female colleagues like to work with Liu," Pei added.

When Liu was in middle school, he was a long-distance runner and won several prizes in his county. "It's quicker for me to recover my strength," Liu said. "So I tend to take more initiative. When the female nurses care for the patients, I care for the female nurses." 

Now Liu has been promoted to group leader and must delegate duties to other nurses in medical emergencies. When a patient is sent to the emergency room, Liu is the first to decide what to do. 

Liu has taken part in the emergency treatment of the Jiaozhou Road fire victims and many big traffic accidents. "It's challenging. Every decision is related to the survival of patients. I must remain composed and make the critical decisions," Liu said. 

Nurses are not as well regarded as doctors in most parts of China. However, Liu believes that whether a patient can recover from a disease depends 30 percent on the doctors' treatment and 70 percent on the nurses' care. A hospital can't operate with only doctors – it requires cooperation between doctors and nurses…continued

Full Text: http://www.globaltimes.cn/NEWS/tabid/99/ID/676992/Men-in-a-womens-world.aspx
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Medical specialist shortage costing taxpayers millions - ASMS 
Voxy, New Zealand
25/09/2011

The continuing shortage of medical specialists in New Zealand is costing taxpayers millions and is harming patient health, the union representing senior doctors and dentists says.

The union, ASMS, is concerned at the lack of progress on a blueprint agreed with DHBs last year to address the workforce issue.

ASMS Executive Director Ian Powell says it is ironic that at a time when government spending and household budgets are being squeezed, hundreds of millions of taxpayer dollars are being wasted as a result of continuing shortages and poor retention rates of New Zealand medical specialists.

A 2009 Government report estimated up to $800 million a year is spent on potentially preventable adverse events in public hospitals.

"More significantly, there is also the direct cost to patient health. But there is a clear correlation between preventable patient injury events in public hospitals and a deterioration of specialist staffing levels."

That was borne out in the 2007 review into three highly publicised episodes of patient injury at Whanganui Hospital and other public allegations of unsafe clinical practise. The external review found that all the potential safety issues identified related to the potential impact of a deterioration in specialist staffing levels from the current safe levels, Ian Powell says.

Staff shortages and heavy workloads meant a lack of oversight, or clinical audit, was occurring.

"A survey of medical professionals agreed that supervision and support of junior doctors was the single proposal that would have most impact on reducing patient injury events."

"And a report into why junior doctors were going overseas found that specialists' lack of time to provide that necessary supervision for junior doctors was contributing to the loss of this workforce overseas."

Ian Powell says the cost of training a doctor up to their final year is estimated at $1.5 million per doctor and currently those graduating each year represent about $500 million of taxpayer investment annually.

The Government's plans to increase the number of medical school places by 200 over the next five years will increase this level of investment to $800 million.

"The loss overseas of even a relatively small number of New Zealand trained doctors each year represents a loss of tens of millions of dollars of Government investment," he says.

In addition, the shortage of specialists and numbers heading offshore requires millions to be spent on short-term temporary cover and recruitment. District Health Boards spent more than $50 million in 2009/10 on short-term specialist locums, mostly to cover vacancies, and $6 million was spent in the same year on specialist recruitment and relocation costs.

"This is necessary spending caused by the shortage, but it is money down the drain when nothing is being done to address the root of the problem. We must see action from DHBs on the workforce blueprint," concluded Mr Powell.
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Scottish nurses with plummeting morale and little job security: Survey
News-Medical, AU
26/09/2011

By Dr Ananya Mandal, MD

A latest survey revealed that Scotland’s nursing staff is “at breaking point” and they are suffering “plummeting” morale, financial worries and a complete collapse in job security. The report by the Royal College of Nursing (RCN) said those working in Scotland's NHS were under “immense pressure”.

The RCN employment survey followed figures from the Scottish Government last month that showed a “rapid acceleration” in the number of nursing posts being lost across NHS Scotland, with the total now at its lowest point since 2006.

Some 700 nurses and health care support workers in Scotland took part in the RCN's employment and morale study. It found only 30 per cent of nurses felt the profession would continue to offer them a secure job in the future, compared with 82 per cent two years ago. Only 38 per cent would now recommend nursing as a career compared with 54 per cent in 2009. Also 74 per cent reported increased stress at work. The survey also found that 67 per cent of NHS nurses in Scotland were more worried about job cuts and the threat of redundancy than they were a year ago, while 68 per cent said concerns about their financial situation had increased in the past year.

To add to nurses' woes, they will have to pay more towards their pensions after the Scottish Government had to bow to Westminster demands that it imposed an increase. First Minister Alex Salmond had tried to resist the move but claimed Chief Treasury Secretary Danny Alexander had "threatened" his administration with a £102 million cut unless it imposed the increase on the 250,000 public-sector employees under its control.

Theresa Fyffe, the director of RCN Scotland, said, “Given the continuing cuts to the nursing workforce, prolonged pay freeze and planned pension increases, it is no surprise that the morale of nurses and health care support workers in our NHS is plummeting. While the impact of such pressures could be expected, it doesn't mean the situation should continue. If action is not taken and stress continues to increase, standards in patient care will begin to fall. The survey was carried out before it was confirmed in this week's Scottish budget that pay for NHS staff earning over £21,000 is to be frozen for a second year, so it is likely that the financial pressure on our members will increase even further.”

Ms Fyffe added, “The survey's findings should fire a warning shot across the bows for the Scottish Government and NHS managers alike. Our nursing workforce is at breaking point and the tactic of cutting posts in an uncoordinated manner is simply not working. We need a vision for our NHS which sets out how services can be delivered more efficiently without placing an unacceptable burden on nursing staff, the very backbone of health services in Scotland.”

Rachael Maskell, head of health at the Unite trade union, has warned that NHS workers are facing “unprecedented challenges to their pay, in the midst of mass re-organisation and cuts, in some cases losing 25 per cent in pay as a result.”

Margaret Watt, chairman of the Scottish Patients Association, said, “We know the nurses are stressed because there is a shortage out there. People do not realize it. We have known for a while and we are always saying when we get an opportunity that we could do with more nurses and doctors, but it never seems to happen. Morale has plummeted and it's not surprising it is no longer the golden job today that it was years ago. When people went into the job years ago, they did so because they were committed, but they do not have the same commitment as the older nurses. They knew it was the career they wanted. Now the stuffing has been knocked out of them because of shortage of staff and changes. They know there is a shortage, we know there is a shortage - the government obviously does not see it the same way. We need more nurses.”

Health secretary Nicola Sturgeon defended the Scottish Government and praised the nation's nurses saying, “Our nurses do a fantastic job. I know how tough a job it is, and they have my thanks and appreciation at all times. The current financial and economic climate is having an impact on all sections of society. However, the Scottish Government is doing - and will continue to do - everything in its power to support the NHS, and those who work in it, through difficult times. Firstly, we have fulfilled our commitment to pass on the health Barnett consequentials to the NHS in Scotland in full. Over the next three years, health board budgets will rise in real terms, reflecting our commitment to front-line services.” 

She added, “Secondly, I have made it clear that, as the size and shape of the NHS workforce changes to reflect changing patterns of care, we must work in partnership with staff to ensure that quality of care remains the top priority. The RCN knows that my door is always open to them to discuss these issues.”

“And thirdly, we have made clear that a key objective of our pay policy is to preserve jobs as much as possible. We have now committed to maintaining our policy of no compulsory redundancies for a further year, precisely to give workers like nurses, who do difficult and stressful jobs, the job security that they deserve,” she said.

Dr Peter Carter, general secretary of the RCN, responded to criticism that nurses had left elderly patients dehydrated, malnourished and in soiled bedclothes by saying relatives should share the responsibility for looking after them in hospital. “If you have a 24-bed ward and have got five nurses and everybody is having lunch at the same time and half the patients need feeding, it becomes difficult to get it all done,” he said. “If someone is coming in and sitting with their loved one, they are going to have the focused, dedicated time. You get this business of wards, very, very busy people, [patients] dying to go to the loo, elderly people wetting themselves, then they lie there feeling embarrassed - and it is about helping gran get out of bed and go to the loo,” he said.

He was backed by Dr Clare Gerada, chairwoman of the Royal College of General Practitioners, who said the NHS could not afford to have nurses feeding elderly patients when their children could do it. “Families should be more involved,” she said. “I am not criticizing anyone; that is how it is. Can we afford to have someone sitting by an elderly patient … in hospital and feeding them, which might take two to three hours? Do we as relatives have responsibilities?”

However, Katherine Murphy, chief executive of the Patients Association, was unimpressed by this argument and said, “Not every patient is going to have a relative close by…The vast majority of these people are elderly people and we are now asking the elderly relatives to provide that care. We have got a government who is singing about Big Society, and I think it's an appalling indictment on society if we are now asking relatives of sick patients to provide the essential care that they are entitled to, very often at the end of life.” 
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D.C. has fewer than 3,000 active doctors, report says
The Washington Post
18/09/2011
By Lena H. Sun
A new report on the number of physicians practicing in the District appears to confirm what many patients already experience: It’s not easy to find a doctor in Washington.

The report by the D.C. Board of Medicine, to be released Wednesday, shows that 8,490 doctors are licensed to work in the nation’s capital, but only about 4,000 practice in the District. And of those, only 2,821 spend more than 20 hours a week seeing patients.


The numbers drop even further among actively practicing primary-care doctors: 382 in internal medicine, 307 in pediatrics, 119 in obstectrics and gynecology, and 110 in family practice.

The report provides what board officials say is the first detailed snapshot of the physician workforce in the District. It was taken as part of a survey during license renewal last fall and early this year. Although it does not draw conclusions about doctor shortages, the numbers suggest that more doctors are needed.

“People will complain they do not have access to physicians and holy cow, 9,000 have a license but what ends up happening, only a fraction actually practice in the District,” said Janis Orlowski, board chair. “I think it’s not a lot.” 

The report found that actively practicing doctors are clustered in wards 1, 2, 3 and 5, near hospitals. Health-care experts said any shortages that might be perceived in the District depend very heavily on where you live.

In Ward 3, for example, there is an abundance of physicians with “literally hundreds of doctors to choose from,” said Michael Williams, chief of healthcare operations for the nonprofit DC Primary Care Association. But only 90 physicians list their business address at a location east of the Anacostia River, he said.

The District has a “severe mal-distribution of physicians” rather than a shortage, given that roughly 50 percent of the population lives east of the river, but only a tiny fraction of the physicians have a business location there, he said.

The board’s report found that, among actively practicing doctors:

● 10 percent plan to leave the workforce, either through retirement, a move out of the District or reduction in patient hours;

● The largest numbers that planned to leave the workforce are in internal medicine and cardiology;

● 72 percent do not live in the District;

● More than 40 percent do not speak a foreign language; 

● About 38 percent say that more than 25 percent of their practice were Medicaid patients. 

Health officials around the country have been scrambling to prepare for the strain on the health-care system, particularly among primary-care providers, when millions more newly insured people gain access to care, assuming that the health-care overhaul law stays on track. 

Nationwide, there aren’t enough primary-care doctors to meet current needs. By 2015, the Association of American Medical Colleges predicts the country will be short 29,800 primary-care physicians. In the District, primary-care doctors are defined as those in internal medicine, obsetrics and gynecology, pediatrics and family practice.

Adding to demand for care in the District are the number of Maryland and Virginia commuters who see doctors in the District, their workplace.

“A lot of physicians are not serving District residents,” said Jacqueline Watson, the board’s executive director.

But officials don’t know how many non-District residents are seeing doctors in the District. Nor do they know how many doctors are accepting new patients, and how the changes in health care will affect demand for doctors.

“We have a lot of people with insurance who are not able to access those providers,” Watson said. “We have a demand issue already, and I can’t fully explain how [the health-care overhaul] will further impact that.”

Health officials in Maryland and Virginia say the numbers of doctors in their states are comparable to levels elsewhere in the country. Within Maryland, the eastern shore, Southern Maryland, and western parts of the state have significant shortages of primary-care physicians, according to Ben Steffen, interim executive director of the Maryland Health Care Commission.

In Virginia, rural regions also tend to have fewer physicians compared to metropolitan regions. Virginia’s southern, southwestern, and eastern regions also tend to have lower physician-to-population ratios, officials said. Virginia’s urban centers also tend to be underserved. 

In the District, board executive director Watson said the survey is a first step and already provides a level of detail that did not exist in previous national surveys. Two more surveys are planned by 2014, and officials hope by then to provide a comprehensive picture of the physician workforce in the District.

Officials are presenting the report Wednesday at a physician workforce conference at George Washington University.

The survey was given to eligible physicians and physician assistants who were renewing their license in the District from Oct. 1, 2010, until Dec. 31, 2010, and also this year, from Jan. 1 to Feb. 28. About 8,940 physicians applied for renewal, and about 78 percent, or 6,945, took part in the survey. 
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Uneven Results in Bid to Halt Needless Mother and Child Deaths
Inter Press Service
21/09/2011
By Elizabeth Whitman

UNITED NATIONS, Sep 21, 2011 (IPS) - Political, private sector and civil society leaders from around the world gathered here on Tuesday to recommit to a year-old initiative, Every Woman Every Child, which aims to prevent 16 million maternal and child deaths by 2015.

Though much progress has been made, they said, much more remains to be done. 

Each day, over 21,000 children under the age of five around the world die, while 350,000 women die annually from complications in pregnancy and childbirth. 

Launched one year ago by U.N. Secretary-General Ban Ki-moon, Every Woman Every Child is an effort to advance components of the Global Strategy for Women's and Children's Health, to which 200 organisations have pledged their commitment, by coordinating international and national actions across various sectors. 

Those who spoke at Tuesday's event not only shared stories of success related to their respective countries or organisations, but they also reiterated the call for greater resources and financial contributions. 

"We have the knowledge, we have the expertise" to reduce mortality rates and improve women's health, General Secretary of World YWCA Nyaradzayi Gumbonzvanda said at the event. "We know what works. We just need the resources." 

She called for countries to reallocate their spending to support health-related causes rather than, for instance, military pursuits, in a slight echo of Ban's earlier warning that "political roadblocks litter the path ahead". 

Countries, many of them in the developing world, have already pledged to the cause an estimated 40 billion dollars for the next five years. 

The Global Strategy, launched in April 2010, targets children and women's health in order to bring countries closer to achieving Millennium Development Goals (MDGs) 4 and 5 by their target year of 2015. 

MDG 4 calls for a two-thirds reduction, based on 1990 data, in mortality for children under the age of five, while the fifth MDG is universal access to reproductive health and a 75-percent reduction in maternal mortality. 

Ban said that the private sector would play a "central role" in helping countries reach these MDGs. Indeed, under Every Woman Every Child, public-private partnerships have thrived, with several new initiatives between the private sector and U.N. agencies such as the World Health Organisation, and between governments and private foundations. 

Several developing countries have been hailed for their efforts to reduce infant, child, and maternal mortality rates. Prime Minister Sheikh Hasina of Bangladesh told those who attended the event that since 1990, Bangladesh had reduced infant mortality by 45 percent and maternal mortality by 66 percent. 

Every Woman Every Child also seeks to avoid 33 million unwanted pregnancies and protect 120 children from pneumonia. 

Maternal and child mortality rates have declined at an accelerated pace since the signing of the Millennium Declaration aimed at improving child and maternal health, said a new analysis by the Institute for Health Metrics and Evaluation (IHME) at the University of Washington. 

The report by the IHME, "Progress toward Millennium Development Goals 4 and 5 on maternal and child mortality: an updated systematic analysis", published in the leading British medical journal The Lancet, showed that since 2000, maternal mortality rates in 125 countries have declined at a faster pace. 

In 1990, approximately 409,100 women died from pregnancy and childbirth-related complications, whereas in 2011 the number is estimated at 273,500. 

Similarly, mortality rates of children young than five have declined faster since 2000 than in the past 11 years than they did the decade prior, from 11.6 million deaths in 1990 to 7.2 this year. The data indicates that efforts to decrease maternal and child deaths through education and health initiatives are succeeding. 

Nevertheless, the initiatives have not ensured that countries will be on track to meet MDGs 4 and 5 by 2015, the report said. Though 31 developing countries will achieve MDG 4 and 13 developing countries MDG 5, only nine will achieve both. They are China, Egypt, Iran, Libya, Maldives, Mongolia, Peru, Syria and Tunisia. 

Haidong Wang, assistant professor of global health at IHME and co- author of the report, commended the work of U.N. agencies, telling IPS that they "have played an important leadership role in improving child mortality and maternal mortality". 

Efforts in particular to fulfill the MDGs "have been a huge boon for public health" in developing countries, he said, and have had a significant impact child and female health there. 

"Governments within those lower income countries have also, for the most part, increased their own spending on health," Wang said. Those changes contributed to major improvements. 

Still, education was "one of the biggest factors", said Wang. "Half the reduction in child mortality can be tied to the education of young women. With more schooling, they make better choices about their own health and about the health of their families," he explained. 

Nevertheless, despite efforts on the part of the U.N. and individual countries, said Wang, "We need to acknowledge the fact that most countries are not on track to achieve either MDG goal." 

"In order to continue reducing child and maternal mortality to the targeted levels," he concluded, "We must build on what has been working the past two decades." 
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Aging, physician populations at odds
Columbia Daily Tribune
25/09/2011
By Jodie Jackson Jr.
A brewing health care storm threatens to reach historic proportions when the aging baby-boomer population and expansion of the federal Medicare program in 2014 converge to create a flood of patients that could overwhelm the dwindling ranks of aging family physicians.

Some analysts describe that storm as “looming.” Others insist the storm is already here, pointing to an increase in the number of retiring family doctors and a steady decrease in the number of new general practitioners and primary care physicians. 

The patients most caught in a pinch are people in rural areas, where access to medical care is often limited.

The Missouri Hospital Association calls the shortage of primary care physicians “severe” and “alarming.” A report this summer by the MHA noted there is an average of one primary care physician for every 962 residents in metropolitan areas of Missouri, compared with one primary care doctor for every 1,776 residents in rural areas.

“Access to care is crucial, but in Missouri, there are regions that don’t have enough primary care professionals to serve residents,” said Thomas McAuliffe, policy analyst for the Missouri Foundation for Health.

More than 80 percent of Missouri has been designated as a health professional shortage area. That means one in five Missourians currently doesn’t have access to primary care services. The Affordable Care and Patient Protection Act has provisions for incentives to encourage medical students to pursue primary care careers , especially in rural areas.

The looming shortage of primary care physicians is not a new concern. Jack Colwill, professor emeritus of family and community medicine at the University of Missouri School of Medicine, co-authored a study in 2008 that predicted a nationwide shortage of as many as 44,000 primary care physicians by 2025.

“The time for vigorous action is now,” the study concluded. The study, published in the April 2008 edition of Health Affairs, projected that population growth and the aging population will increase family physicians’ and general internists’ workloads by 29 percent from 2005 to 2025, without a proportionate increase in the number of new family doctors.

The ACA will create an influx in 2014 of at least 35 million Americans who don’t currently have health insurance. McAuliffe said the emphasis on primary and preventive care outlined in the health care reform law can only be effective if there are more primary care doctors, rather than specialists. But the reason for the growth of the ranks of specialists — and the decrease in general practitioners — isn’t difficult to determine, he said.

“Medical schools push students in the direction of specialties,” McAuliffe said. “That’s where the money’s at.”

Physicians who go into general family practice will make from $30,000 to $50,000 less than a specialist, “and they have the same amount of loans,” he said. “Right now, there’s not a lot of upside to go in that direction.”

McAuliffe said the most competitive specialty is dermatology because of the lure of high return on time and dollar investment.

“You come out and work an eight-hour day and make an ungodly amount of money,” he said. On the other hand, a primary care physician — especially a family doctor in a rural area — “might be on call 24 hours a day.”

“Ask any hospital administrator in a rural area, and they’ll tell you that to cover” the patient load of “an old family care doctor, they’ve got to hire two new doctors because they won’t work those kind of hours,” McAuliffe said.

Steven Zweig, chairman of the Department of Family and Community Medicine at the MU School of Medicine, agreed that hefty debt accumulated in college and medical school and the “large disparities” in income between primary care physicians and specialists are reasons fewer physicians go into family medicine, a trend at least 10 years in the making. 

Zweig said fewer than 10 percent of graduates from U.S. medical schools choose family medicine, although the rate for MU medical school graduates is almost twice that rate.

“All physicians make a lot of money, so I’m not crying on anyone’s shoulder,” Zweig added, but he said a loan-forgiveness provision of the ACA for students who pursue family medicine is “very, very helpful” to new doctors.

The ACA won’t be the cure-all for the nation’s health care system or for the dwindling number of family practitioners, McAuliffe said, “but it is a good step in the right direction.”

In an effort to stem the tide of doctors opting for specialty practices rather than general practices, the ACA outlines a number of financial incentives for current and future health professionals, including:

•Financial assistance. The ACA helps provide additional scholarships and, in some cases, loan repayment for students who agree to practice in underserved areas for a specified amount of time after graduation.

•Tax breaks. The law excludes from taxation the value of student loans repaid or forgiven because the individual worked in primary care or certain other health professions. This benefit is retroactive to 2009.

•Additional student aid. The ACA adds another $40 billion in funding to Pell Grants to ensure students receive the aid to which they are entitled.
The ACA also focuses on encouraging existing primary care providers to accept new Medicaid and Medicare patients into their practice through increased reimbursement for certain services. This component is aimed at increasing access to primary care providers before the expansion of Medicaid in 2014, as well as meeting the need of baby boomers who will become eligible for Medicare in the next several years….continued.

Full Text: http://www.columbiatribune.com/news/2011/sep/25/aging-physician-populations-at-odds/
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Coalition launched to provide telehealth services to underserved areas
Healthcare IT News
27/09/2011

Eric Wicklund
SAN FRANCISCO – A number of heavy hitters in the healthcare field are joining forces with the Robert F. Kennedy Center for Justice and Human Rights to launch an initiative aimed at providing medical reference and decision support technology to underserved regions around the world. 

Formally launched Monday night at the Health 2.0 conference in San Francisco, the Health eVillages coalition is the brainchild of Donato Tramuto, founding partner, CEO and vice chairman of Physicians Interactive Holdings, a Marlborough, Mass.-based developer and supplier of healthcare information and mobile decision support tools. The group has already conducted pilot projects in several areas, including Haiti, Uganda, Kenya and portions of the Gulf Coast affected by Hurricane Katrina. 

Tramuto said he came upon the idea for Health eVillages shortly after the Haitian earthquake of 2010. He said he had passed along about a dozen mobile medical devices to Kerry Kennedy, the RFK Center’s president, who was travelling to the Caribbean to assist in relief efforts. 

Those medical devices, he said, proved to be life-savers. 

“The reaction as incredible,” said Tramuto. “I began to wonder, if this is happening in Haiti, where else do they have these deficiencies?” 

Tramuto said Health eVillages’ goal is to provide new and refurbished mobile phones and handheld devices that don’t require Internet access and which are pre-loaded with clinical decision support reference tools, giving caregivers in remote locations access to updated medical references. 

While Tramuto and Kennedy – whom Tramuto calls “a beacon” – will oversee Health eVillages projects, they’ll be advised by a board of healthcare executives, all of whom have pledged personal of company donations to the effort. The board consists of: 

•Glen Tullman, CEO of Allscripts;

•Alexander Baker, chief operating officer of Partners Community Healthcare

•John Boyer, chairman of the board of directors for Maximus Federal Services

•Steve Andrzejewski, former CEO of NycoMed

•Mary Jane England, former president of Regis College; and

•Neil Versel, a freelance journalist.

“For four decades, the RFK Center has been working on the cutting edge of social change with human rights activists around the world,” said Kennedy in a press release. “Article 25 of the Universal Declaration of Human Rights recognizes the right to healthcare. With this new program, we’re harnessing the capacity of cutting-edge technology to bring healthcare to the neediest people on this earth – people in Kenya, Haiti, Mexico and in the poorest places of the United States.” 

Tramuto said he expects more telehealth resources – in the United States and abroad – to join in the coalition, offering new tools and technology. And while telehealth projects have been slow to catch on in this country, he expects Health eVillages to advance the technology in parts of the world where it will literally mean the difference between life and death. 

“I don’t think it’s innovation that’s going to be the problem,” he said. 
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Sharing Burdens of Living With AIDS
The New York Times
26/09/2011
By CELIA W. DUGGER
NKONDEDZI, Mozambique — Rogerio Bernardo slung a black satchel over his shoulder and waited by the roadside in the morning mist for a bush taxi. In dusty wingtips, frayed pants and a gray pinstripe suit coat so big it swallowed his slender frame, he looked like any peasant farmer dressed up for a trip to town. 

In fact, Mr. Bernardo, who has AIDS, is in the vanguard of a promising new effort to reverse one of the most worrisome trends in treating the disease: the growing number of patients across Africa who fail to collect their lifesaving antiretroviral medicines. 

The simple solution devised by Dr. Tom Decroo, a Belgian physician working here in Tete Province for the aid group Doctors Without Borders, was to organize patients into groups of six. They would then take turns making the monthly trip to pick up refills, cutting the number of times each had to go to town — to just two a year, from 12. 

A two-year test of his brainstorm here in Tete, comparing about 300 of these groups with patients who continued going alone, found that almost none of those in the groups stopped taking their medicines and only 2 percent died, according to results published in The Journal of Acquired Immune Deficiency Syndromes. By contrast, 20 percent of the other patients quit treatment or died. 

“No one abandons treatment in the group,” said Inocencio Alface, a talkative, slightly built farmer who has become Nkondedzi’s champion for people with AIDS and leads one of the village’s four patient groups. “We give each other courage.” 

On a recent morning, it was Mr. Bernardo’s turn to go to town. Before he joined the group, if he was short of cash for taxi fare he needed to hike four hours through the bush to the district hospital in Zobue. 

But as his group huddled against the chill, each member contributed 15 meticais, or about 50 cents, for taxi fare. They also counted out their leftover pills and noted the tally on their medical cards, so a clinician could tell whether they had taken the previous month’s pills. Mr. Bernardo tucked the cards into his satchel. 

As he watched the express taxi go by, waiting for a slower one to save 35 cents on the fare, village life floated past him through the mist — women balancing buckets on their heads, men on bicycles with jangling bells, schoolchildren carrying stalks of sugar cane as long as fishing poles. 

When the bush taxi finally arrived at 7:50 — it was just a pickup truck loaded with people and bags of charcoal — Mr. Bernardo clambered in for the 18-mile ride. 

The study of this new approach also found that it profoundly lightened the load on the health professionals who are one of this poor country’s scarcest resources, sharply reducing their caseloads at public hospitals and clinics — and, health economists say, trimming the cost of treatment. 

“We went up there and were blown away,” Dr. Kebba Jobarteh, who heads the H.I.V. care and treatment program in Mozambique for the United States Centers for Disease Control and Prevention, said after his visit to Tete. “We met five groups. They were amazing. This is a potential game changer for H.I.V.” 

Dr. Decroo acknowledged in an interview that the study design for his approach did not produce as high a quality of evidence as a randomized trial would. And Dr. Tim Farley, an AIDS expert with the World Health Organization who was not involved in the research, cautioned in an e-mail that because the program was limited to clinically stable patients, the comparison with other patients might be skewed. 

But Dr. Farley added, “Reducing the health-system burden from these patients is fantastic and allows the scarce clinical resources to be used for more complicated patients.” 

The shifting of responsibilities for AIDS treatment from doctors to nurses to community health workers and even patients has been necessitated by Africa’s extreme shortage of medical professionals. Mozambique has only 2.7 doctors per 100,000 people, according to World Health Organization estimates; the United States has 100 times that. 

When Doctors Without Borders began providing antiretroviral drug treatment to AIDS patients here in 2003, there were fears that illiterate rural Africans would not take their medicines properly. Before the expatriate doctors would even prescribe the complicated combination therapy, patients were required to show up on time for eight appointments. For the sickest, poorest patients, the bar was impossibly high. “Before the eight consultations were done they would die,” Dr. Decroo recalled. …continued.

Full Text: http://www.nytimes.com/2011/09/27/health/27mozambique.html?pagewanted=1&_r=1
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Maternity Claims Gender Spotlight at U.N. Talks
Women’s eNews
23/09/2011

By Amy Lieberman

Non-communicable disease was a major focus at U.N. meetings this week. So was women's health. But critics said the two topics ran on parallel tracks, missing the chance to focus on women's vulnerability to illnesses such as diabetes and cancer

UNITED NATIONS (WOMENSENEWS)--The global costs of non-communicable diseases--a projected $46 trillion over the next 20 years--drew major attention at this year's week-long kickoff to the annual September meeting of the U.N. General Assembly.

Women's health was another attention-getter, attracting two leading forums here and a high-level conference hosted by Secretary General Ban Ki-moon.

But the link between the two topics--non-communicable disease and women's health--weren't often made.

Instead, the women's health forums were mainly focused on lowering global maternal mortality, No. 5 of the Millennium Development Goals (MDGs), U.N. targets that countries worldwide have pledged to achieve by 2015.

"It reflects this very conventional, early 20th century notion that the most important thing about a woman is her reproductive life," said Elaine Wolfson, president of the New York-based Global Alliance for Women's Health, which hosted a side panel on anemia and women. "Maternal health is very, very serious. A woman's life is threatened during delivery and when she is pregnant. But the same could be true for her later on in life, as well."

Each year, approximately 350,000 globally women die of causes related to childbirth and pregnancy, according to U.N. figures.

More than 35 million people – about 18 million of them women – die every year from non-communicable diseases, including cancers, cardiovascular diseases, diabetes and chronic respiratory diseases. Nine million of such women are under the age of 60, according to a 2010 World Health Organization report.

The World Economic Forum and the Harvard School of Public Health issued two reports this week on the economic impacts of non-communicable disease in terms of losses in work productivity. They also released "best buy" recommendations, such as further taxation on alcohol and tobacco, to offset this cost.

Neither report isolated the impact of non-communicable diseases on women.

Political Statement Adopted

The General Assembly adopted a political statement on non-communicable diseases affirming countries' commitments to tackling these diseases.

The statement did isolate women's health needs in some ways, including:

links between maternal and child health and non-communicable disease 

women's disproportionate assumption of care-giving burdens 

women's lower levels of physical activity and higher rates of obesity. 

But such trends weren't adequately stressed during the conference, says Genevieve Grabman, a gender and health specialist with the Pan-American Health Organization, a Washington-based international health agency affiliated with the World Health Organization.

"Women have particular susceptibilities to uptake of smoking, and the effects of cigarette smoke apparently are worse for women on the cells of the lungs, but also for the lining in the cervix," said Grabman, who hosted a side panel on gender-specific responsive approaches to non-communicable diseases.

Grabman also noted that the General Assembly's statement failed to note that women may be less likely to receive the regular medical care that can help diagnose and treat non-communicable diseases.

"The access to prevention, care and treatment is significant because women go to the doctor maybe up to two times in their lives," said Grabman. "They show up to have a prenatal visit, in many countries, and then to vaccinate their kids. So both times it is related to the health and well-being of their child, not themselves."

Ensuring women are healthy at all stages in their lives is a key factor to reducing maternal deaths. But of the eight Millennium Development Goals, MDGs No. 4 and No. 5--targeting a two-thirds reduction in deaths of children under the age of 5 and a 75 percent reduction in maternal mortality by 2015, respectively--are the furthest behind.

Global Commitments

Ban's $41.1 billion Global Strategy for Women and Children's Health, launched last September, aims to speed up progress on reducing maternal, newborn and child deaths. On Tuesday, the Global Strategy was boosted by an additional $9 billion and further political commitments from 33 countries.

One was Ivory Coast, which pledged to begin providing free health services to pregnant women by 2015.

The Central African Republic and Burundi pledged to increase health sector spending to 15 percent of their national budgets from 9.7 percent and 8 percent currently.

Cameroon pledged to re-establish a program to train 200 midwives a year, among other measures. Chad pledged to provide free emergency health care for women and children, as well as to provide free HIV and antiretroviral treatment.

Kyrgyzstan pledged to ensure that 100 percent of the population has access to three modern methods of family planning. Laos committed to training 1,500 new midwives by 2015 and to provide free deliveries in health clinics and hospitals.

Pharmaceuticals giant Merck, based in New Jersey, made the largest financial commitment--of $500 million--to kickstart a maternal-health initiative.

The London-based White Ribbon Alliance for Safe Motherhood hosted a daylong event on Monday that stressed the need for more trained health workers to assist women in pregnancy and childbirth. It made no mention of the role of safe abortion in reducing maternal mortality.

The New York-based global advocacy group Women Deliver planned to launch a new action plan for women's health but the details weren't available at press time. (The plan sponsors--the first ladies of Sierra Leone, South Africa and Kenya--were delayed on their way to the Thursday morning breakfast publicity event.)

Women Deliver is part of a civil society task force formed this week to work with U.N. agencies to improve women's access to health care for non-communicable diseases. "

We know there are solutions," said Jill Sheffield, founder and director of Women Deliver.

Amy Lieberman is a correspondent at the United Nations headquarters and a freelance writer in New York City.
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Bahrain Court Hands Down Harsh Sentences to Doctors and Protesters
The New York Times
29/09/2011

By J. DAVID GOODMAN
A court in Bahrain sentenced a protester to death on Thursday for killing a police officer in March, and it issued harsh prison terms to medical workers who treated protesters wounded during the months of unrest there this spring, according to the official Bahrain News Agency. The punishments drew strong criticism from rights groups. 

The agency reported that eight people it identified as doctors who worked at a central hospital in the capital, Manama, received 15-year sentences. Other medical personnel at the hospital, the Salmaniya Medical Complex, Bahrain’s largest public hospital, were given terms of between 5 and 15 years. 

The sentences were the latest sign that the country’s Sunni monarchy would continue to deal severely with those involved in widespread protests this year, mostly held by members of its repressed Shiite majority. Much of that effort has been focused on the doctors and nurses who treated demonstrators. 

At the height of the protests, security forces commandeered the Salmaniya hospital and arrested dozens of doctors and nurses. Rights activists have since accused the government of having made systematic efforts to deny medical services to wounded protesters. The international relief organization Doctors Without Borders stopped working in Bahrain last month after its offices were raided. 

Reacting to the verdicts and punishments announced Thursday, Physicians for Human Rights, an advocacy group in Cambridge, Mass., called on the government of Bahrain to set them aside. “These are medical professionals who were treating patients during a period of civil unrest, as their ethical duty requires them to do,” the group’s chief policy officer, Hans Hogrefe, said in a statement on the group’s Web site. “To imprison them as part of a political struggle is unconscionable.” 

The Bahrain News Agency, in describing the sentences handed down by a security court on Thursday, said the medical workers had taken over the hospital and used it as a base for antigovernment activity. They were convicted of possessing fuel bombs and light weapons, confiscating medical equipment, and “fabricating stories and lies.” 

The medical professionals have said it was their duty to treat anyone who arrived at the hospital and have rejected accusations that treating protesters was akin to supporting their cause. 

In the case of the officer’s death, the court said the convicted man, identified as Ali Yusuf Abdulwahab al-Taweel, had run down the officer with his car during antigovernment protests in Sitra, an oil hub just south of the capital, and was guilty of an act of terror. Another man, driving a second car, was sentenced to life in prison for his involvement. 

Sitra, known for its activist Shiite population, was a stronghold of antigovernment activists at the height of the demonstrations. 

The government of Bahrain, with help from Saudi Arabia, violently quashed the country’s peaceful protest movement in March. Despite the crackdown, demonstrations still occur regularly, especially in places like Sitra, where youths battle security forces after sundown. Graffiti clutters almost every wall there. “We will only kneel before God,” one slogan reads. 

“The government has turned to using the law for repression,” said Mohammed al-Maskati, the head of the Bahrain Youth Society for Human Rights. 

On Wednesday, the security court upheld life sentences for eight prominent political leaders, The Associated Press reported. Earlier in the week, the court sentenced 32 people, including at least two members of the Bahrain national handball team, to 15 years in prison for protesting illegally. 

“They are sending a very negative message to the international community that Bahrain is not moving in the right direction in terms of respecting human rights,” Mr. Maskati said. 

Human rights groups say that since the unrest began in the Persian Gulf kingdom of only about 525,000 citizens, 34 people have been killed, more than 1,400 have been arrested and as many as 3,600 people have been fired from their jobs. Four people also died in custody after torture, the rights groups say. 
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Rural Medicine Show
CBC, CA
23/09/2011
Dr. Brian Goldman

As 5 million Canadians can't find a family doctor. Outside the big cities, the problem is far more severe.  One in three Canadians lives in rural parts of the country - yet only one in ten of Canada's family docs and far fewer specialists practice there.  And the shortage is getting worse.  A 2010 survey  published in the Canadian Journal of Rural Medicine found that one in seven rural MDs plan to leave town within the next two years.
This week, we tackle the shortage of rural health professionals in Canada.  I talk to a GP from the UK who postponed his retirement to work in Northern British Columbia.  And when this particular small town doctor leaves unexpectedly, I speak to the regional health authority's man in charge of finding an emergency replacement.  A resident in family medicine tells me why he's bucked the trend and gone rural.  I also visit a small town in Ontario where a unique clinic gave hope to rural patients who hadn't seen a doctor in years - until the funding ran out.

Catch our show this Saturday, September 24 at 11:30 am (noon NT) and again on Monday, September 26 at 11:30 am (3:30 pm NT) on CBC Radio One. Or click below to listen right now or download the podcast:
Rural Medicine Show (Pop-up)
The Village of Burns Lake is located in the heart of northern BC, about 220 km west of Prince George on Highway 16.  Surrounded by splendid nature, Burns Lake is known for fishing, hiking, and boating in the warmer months and cross country skiing in the winter.  Lately, it's also known for something else: an acute shortage of doctors. 
Dr. Allan Hill is a GP from the UK who immigrated to Canada in 2007 and went straight to work in Burns Lake.  When he arrived, he was one of five family doctors who worked there, treating roughly 2,500 local residents and serving the needs of a community that Hill estimates to be close to 10,500.  One by one, the others left town, leaving Hill - who is pushing retirement age himself, as the last full time GP in town.  Hill shares on-call duties with a small number of family doctors who work mainly in other towns but who work part time in Burns Lake to help ease a heavy load that includes staffing the local 13-bed hospital and ER.

The hospital has no surgeons on staff, yet is frequently the first place paramedics bring accident victims by ambulance.  

"What we do in the emergency room is basic stabilization of more serious patients," Dr. Hill told WCBA in an interview in early August.  "Then, we move them out by ambulance to the nearest major hospital, which is Prince George."

Hill admitted to feeling anxious about not knowing whether he'll be able to save critically ill patients who arrived at the hospital.  

"I don't know if I'll be able to save them," he told WCBA.  "When I hear a phone call, if something major comes in, I do have a certain degree of anxiety.  But you get used to that."

Having to be on call frequently for emergencies means Hill has less time to practice preventive medicine and provide routine care for his patients.  "Currently, it takes 2 weeks for patients to book routine appointments," said Hill.  "That's just not acceptable."

Since I spoke with Dr. Hill in August, there's been a development.  He had planned to take a vacation in England for most of September.  A replacement - we call them locums - was found to cover his absence.  However, late last month, Dr. Hill left Burns Lake early for personal reasons, leaving the village without its only full time doctor, and leaving Northern Health, the regional authority responsible for Burns Lake, on the hook to try and find an emergency replacement.

I spole with Dr. David Butcher, a family physician and Vice President of Medicine and Clinical Programs for Northern Health.  "Northern Health has been working with Dr. Hill to build a team of replacements, particularly to cover the emergency component of Dr. Hill's practice," Dr. Butcher told WCBA.

Dr. Butcher admits that Hill's unexpectedly longer absence creates a recruitment headache for Northern Health.  

"Well, it creates a real concern in our ability to maintain consistent access to services," says Butcher.  "I happens in this situation and it happens in other situations where the physician - despite their best effort - is unable to find a replacement for their practice.  But, quite legitimately, the doctor needs to take some time off from the community."

"The ability to maintain services often comes down to the presence or absence of one physician," Butcher added.  

I asked Dr. Butcher for Northern Health's take on why it's been difficult to recruit new doctors to Burns Lake.

"Burns Lake is kind of a microcosm of rural communities," says the family doctor and Northern Health executive.  "There's a combination of remoteness, a taxing rural practice, plus a combination of new and retiring physicians."

"It's relatively easy to recruit to a stable medical community," Butcher concludes.  

"It's often hard to get the first new physician in the door."

The long-term fix is to recruit a stable supply of health professionals. Every province puts out recruitment pitches to get established MDs from other provinces and from other countries - like Dr. Allan Hill to live and work in its small towns.  Another approach is to grab'em while they're students.  The Northern Ontario School of Medicine was set up to recruit and train the next generation of doctors from rural and remote parts of northern Ontario in the hopes they'll return to those communities once they graduate.  

And, more and more medical schools train residents in rural family medicine.  Dr. Rick Mann is one of them.  You may remember Rick from last season on White Coat, Black Art as a member of our amazing panel of residents.  Last Spring, I caught up with Rick as he was finishing up a practice rotation at a family medicine clinic in Collingwood, Ontario, a small town in the heart of cottage country - on the cusp of a new career as a rural MD.

"Working in Collingwood for me offered a lot of medical education opportunities," Mann told WCBA.  "There's an element of uncertainty and independence - not knowing what's going to be coming through the door.  That forces me to learn a bit quicker and to be a bit more resilient than residents who train in urban areas."

How will Mann guard against burning out and joining the long list of young doctors who try rural medicine only to leave?

"I've come into this situation with my eyes open," says Mann.  "I came into a rural environment because I wanted to."

One thing Mann doesn't think he can solve is what to do about the many patients who don't have a family doctor.  "I think it leads to frustration both on the part of patients and on health care providers," says Mann.  "Patients need health care but can't get it.  For physicians, it becomes difficult because you're often fitting those patients in the cracks."

"This is somebody you're seeing in less than ideal circumstances," he concludes.  "Each time you see them, it''s anew.  You're not able to give them management of chronic diseases like diabetes because you're only going to get to talk to the for five minutes."

The people Dr. Rick Mann is talking about are called orphan or unattached patients - people who don't have a family doctor and are unlikely to find one any time soon.  In 2009, a clinic for unattached patients was set up in a borrowed medical space in Peterborough, Ontario -- 136 km northeast of Toronto -- funded as a pilot project through a grant from the local health authority or LHIN.  I visited the clinic in the Spring of 2010, just before the clinic ran out of money and shuttered its doors.  

In the 6 months the clinic was open, it saw 800 unattached patients, and uncovered heart disease, diabetes, lung problems, and many forms of cancer that could be often be cured if detected.  Kathryn Roka-Ulrich, the nurse practitioner who ran the clinic, is right.  In a publicly funded health care system, everyone should receive health care.  

Damn the cost:  no patient should be unattached - ever!

(Back to top
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Midwives warn further cuts will put women's safety at risk
The Guardian, UK
28/09/2011
Sarah Boseley
The safety of women giving birth cannot be guaranteed if anticipated cuts in the numbers of midwives in already short-staffed maternity units take place, the Royal College of Midwives is warning.

It is already acknowledged there is a shortage of midwives in the NHS, especially in London and the south-east. But senior midwives surveyed by their college say they are expected to cut numbers even further as hospitals attempt to make savings.

More than a third of midwifery heads surveyed said they would have to reduce the number of staff in the next 12 months – even though 60% say they do not have enough midwives to staff the unit even now. Most senior midwives (79%) said they had job vacancies and that two-thirds of the posts had been empty for more than three months.

The rising birthrate means midwives are stretched and numbers need to increase, they say. In July, the Office for National Statistics reported that the number of births had risen by 2.4% compared with the previous year – a continuation of the decade's steady rise. Between 2001 and 2009, the number of live births in England rose by 107,314 (19%) to more than 670,000 a year.

But the rising complexity of cases is also putting pressure on a creaking system. This is down to a number of factors including the rising number of older women having babies who are more likely to have complex pregnancies. Most senior midwives surveyed (79%) said this was an issue.

Cathy Warwick, the general secretary of the college, said: "These results are deeply disturbing given the steeply rising birthrate and increasing needs of women. Overworked and understaffed maternity units are unsafe maternity units.

"Maternity staffing numbers have simply failed to keep pace with the ever-rising number of births, but now we face the prospect of maternity staff, including possibly midwives, actually losing their jobs. That is what heads of midwifery, who run maternity units up and down the country, are telling us, and that worries me very much."
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It's a tough life for the country doctor
Deutsche Welle, Germany
23/09/2011
Author: Heiner Kiesel

Although Germany has plenty of doctors, there's a shortage of general practitioners willing to work in rural areas. The government wants to help with financial incentives, but money is only part of the problem.

Dr. Sebastian Dannehl carefully packs his black doctor's bag before heading out on a house call. Out here in the countryside of the eastern German state of Brandenburg he has to make long drives to reach his patients so he can't forget anything. He even packs an electronic chip card reader for the patients' health insurance cards. Nine months ago the 39-year-old moved to the town of Fürstenberg an der Havel to be the area's general practitioner.

"I have to go to one of the neighboring villages to check on an older man who's been having problems with dizziness," he says as heads out of his practice.

In a normal day of work Dannehl does the kinds of things his medical colleagues in the big cities have little interest in.

It's a time-intensive job that doesn't pay a whole lot. Fewer and fewer doctors want to work out in the countryside like Dannehl does. There are already 550 empty rural practices in Germany. In the next ten years another 7,000 practices will join them, as country doctors retire without replacements.

Hidden shortage

Despite the hours spent in the car and the high price of gas, Dannehl says he knows he's needed out here.

"You have to make these house calls," he says. "People are getting older and more helpless, even more so in the countryside. There are pensioners here, people who are struggling, people on welfare, and often they have problems with alcohol."

Making things even more difficult, in a region like this there aren't many wealthy private patients who, in the city, can make a practice profitable. 

On paper, there are plenty of doctors in Germany. The number of practicing physicians has increased in the last 20 years by 50 percent. But there's a "but," according to Udo Wolter, the president of the Brandenburg Chamber of Country Doctors.

"The training of general practitioners has been neglected in recent years and the young doctors stay in the cities where they studied," he says.

Wolter is hopeful that a new government initiative meant to things easier for country doctors and give them financial incentives to work in rural areas could make the being a country doctor more attractive for new physicians. He warns, however, that he's seen similar programs fail to have an effect in the past. "It's not all about the money," he says.

'Everyone knows everyone'

Dannehl agrees. Country life, he says, is a major turn-off for many.

"Maybe they can't stand how close and familiar everyone is with each other, because in the city you have anonymity. You can't have that here," he says. "People watch every step you take here. Everyone knows where you live. When you go to a party, everyone knows everyone. You have to talk to everyone. You can't hide in anonymity."

And then there's the lack of cultural and education opportunities. As Dannehl arrives in the village where his patient lives, he looks out at the simple houses. A torn poster advertises an AC/DC cover band. He takes the second right and rolls up to his destination: a detached family house.

A different choice

Dannehl has made this drive to visit this particular patient several times over the last few days. But today when he called, no one answered. Dannehl is worried. No one comes to the door, so he walks in. "Hello?" he calls into the house.

He finds the man in bed. The patient greets the doctor with a weak wave.

"This dizziness, I’m seeing everything double," the man says, "and I always have such a headache."

Dannehl takes the man's pulse and then checks his medical records again. There's not much he can do, but he doesn't want to just leave the sick man. So he picks up the telephone. The patient will go to hospital for observation.

Back in his practice in Fürstenberg he calculates his charges for the visit: 21 euros ($28) for the house call and 15 euros for the trip. The whole thing took about an hour. He could earn money more quickly and easily in the city, but he's consciously chosen a different path. Here in the countryside he knows he is needed.

"I really like living and working here. In the end I feel very comfortable here, and that's something money can't buy," he says. "What makes someone happy? Health, a good environment, friends, and acceptance. Money? Well, yeah, a little bit."

4
EU health workers ''need stronger checks''
Public Service, UK
26/09/2011

The NHS is calling on the European Union to strengthen checks on healthcare workers moving between countries to protect patients from unsafe practice. The General Medical Council, Nursing and Midwifery Council and others must be able to check the qualifications and competence, including language skills, of doctors, nurses and other professionals who come to work in the UK.

The NHS Confederation's European Office said it wanted to see a European-wide alert system to warn if incompetent or fraudulent health workers were trying to move to another country to work.

The confederation was responding to a proposed new professional qualifications directive which would remove red tape to make it easier for professionals to work across all EU countries. An exception should be made for healthcare staff because freedom of movement for workers must not be at the expense of the safety and quality of care.

The NHS Confederation's European Office also said the proposed introduction of a 'professional card' for all professionals covered by the directive should be dropped unless it can be proved that it will be better and more cost effective than the alternatives. The hasty introduction of such a card could be costly, bureaucratic and open to abuse and fraud, the organisation warned.

Director Elisabetta Zanon said: "Healthcare professionals from across the European Union are vital to the success of the NHS. They comprise nearly one in ten of all doctors on the UK medical register so we could not cope without them. 

"But there is a tension that needs resolving. On the one hand we have the understandable desire to simplify and speed up recognition of professionals. On the other, the NHS needs to ensure the right checks and balances are in place to protect patients from dangerous care from health professionals. We need to build a system that is both effective and efficient. It must above all else protect the safety of patients, without generating unnecessary and ineffectual bureaucracy. Ensuring the safety of patients and the highest possible quality of care must be at the heart of any system to regulate the movement of professionals."
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It's all about health workers
The Guardian, UK
23/09/2011

Posted byJonathan Glennie 
What is the most important issue at the UN general assembly in New York this week? Palestinian statehood? Sanctions against Syria? Maybe. But just as important are the discussions that could result in commitments to help prevent 7.6 million children dying every year.

Pledges to the Every Woman Every Child strategy, which has been discussed at the UN this week, are set to increase from $40bn to $50bn. That is a lot of money, and the good news is that it will be invested in an area where progress is being made – between 1990 and 2010 child mortality fell from 88 to 57 per 1,000 births.

Without largescale funding, largescale progress cannot be made. But it is not only about money; increasing spending is certainly not a guarantee of improved outcomes. An independent evaluation of the World Bank's health projects between 1997 and 2008, for example, found that despite tens of billions of pounds being invested, 73% were deemed to have failed.

As well as the essential money, three further elements are needed: the right policies, government commitment and citizen accountability.

With regard to policies and spending decisions, solutions will emerge not from the global north, but from the south, and not only from the large emerging economies but at a smaller scale. Technological advance in health is one of the most important contributors to poverty reduction in the last 100 years, and it will continue to be. But the sine qua non for effective healthcare delivery is health workers. Whether it's prevention, treatment or care, it's all about health workers.

As the then director general of the World Health Organisation, Lee Jong-wook, warned in 2006: "The global population is growing, but the number of health workers is stagnating or even falling in many of the places where they are needed most."

Estimates suggest 3.5 million more public and NGO health workers are needed worldwide. Sierra Leone, for example, has less than a tenth of the health workers it needs. Health workers are key to maternal and child health, and will be the focus of a lot of the new money and attention.

This refocusing of international public funds on a public workforce is a welcome rebalancing of decades of pro-market ideology and underfunding of health professionals for supposedly sound financial reasons. In the past, countries were encouraged to balance the budgets by cutting public servants without considering that a healthy workforce is a precondition for economic growth.

Then, because of the shortfall in public funds, they were persuaded that private healthcare was not only as valid an option as public provision, but was actually more "efficient". Without denying the vital role of private health suppliers in many countries, those heady days of market infatuation are now happily consigned to history. It didn't work and the march of public healthcare is again under way.

There are 100 new commitments from across these sectors this year, including more than $1bn from the corporate sector – but ultimately it is government commitment that will be crucial to making change happen. The number of governments of "high burden" countries (where the most mothers and children die) that made commitments in support of the Every Woman Every Child strategy will go up this week from 31 out of 49, to 44.

Finally, as the World Bank's important report on basic servicesemphasised as long ago as 2004, accountability of health providers, whether public or private, to citizens is the key. In his speech to the UN this week, Ben Phillips, of the Healthworkers Count Coalition, explained: "Policies only turn into practice when communities are empowered and involved."

All-encompassing campaigns seeking to "end world poverty" may not take off in today's world. We possibly need more focused campaigns to get our teeth into, on key issues of both practical and symbolic importance. Healthworkers could be one of those.

The promises at the UN this week are, as ever, only the start of the campaign. While the most important accountability mechanisms come from active civil society on the ground, holding world leaders to their promises is also an endeavour worth pursuing. Accountability and transparency are buzzwords throughout the world of aid at the moment, and global citizenry should make the most of that language.

The biggest challenges in development often don't require new inventions – they require good old-fashioned political will. The challenge isn't "how can it be done?" but rather "how can we get our governments to make this a priority?"
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La médecine se meurt…

Le Monde, France
23/09/2011


par Frédéric Rouillon, professeur de psychiatrie à l'université Paris-Descartes, chef de service à l'hôpital Sainte-Anne (Paris)

Assiste-on à une disparition annoncée de la médecine telle qu'elle fut définie il y a plus de 2 000 ans et pour laquelle les jeunes médecins s'engagent, lors de leur thèse, en prêtant le serment d'Hippocrate ? Le fait même que beaucoup de praticiens se posent cette question et que de nombreux patients se sentent de plus en plus mal traités devrait le faire craindre ! Sauf à ceux qui invoquent le conservatisme, dont on accuse généralement les médecins, pour discréditer la défense de leurs valeurs.

L'antienne du "manque de moyens", ressassée à l'envi par les professionnels, n'explique que très imparfaitement la profondeur de la crise actuelle de la médecine qui nous semble plus identitaire que budgétaire. De fait, les pays occidentaux consacrent à l'assurance-maladie une part croissante de leur PIB qui, lui-même, n'a fait qu'augmenter depuis la seconde guerre mondiale ; il n'y a donc pas réellement eu de baisse des ressources allouées à la santé. De plus, les médecins ont toujours exercé avec les moyens dont ils disposaient ; le désenchantement d'une majorité d'entre eux est donc d'une autre nature.

En admettant même que le financement des soins se soit dégradé, ce ne serait pas quantitativement mais qualitativement ; avec une proportion croissante des frais médicaux à la charge des patients, une disparité de l'offre de soins (géographique et socio-économique), une dévalorisation de certains métiers notamment celui d'infirmier(e)s, un gaspillage non maîtrisé, une inflation des coûts liés aux nouvelles technologies, le vieillissement de la population qui mécaniquement accroît les patientèles… Mais, c'est surtout, le poids budgétaire de la bureaucratie sanitaire qui absorbe une part croissante du budget de la santé.

Si les premières causes de l'agonie de la médecine ne sont essentiellement pas d'ordre budgétaire, elles doivent être recherchées ailleurs. Entre autres parmi les changements idéologiques qui ont déterminé l'évolution de notre vocabulaire et particulièrement l'émergence de la notion de "producteurs de soins" et celle "d'usagers de la médecine". Elle témoigne de deux violations majeures des valeurs de notre profession : le passage de la médecine, comme art de guérir, à un mode de production industrielle ; le consumérisme qui a transformé les patients en clients, voire en consommateurs.

Or, n'en déplaise aux technocrates qui ont voulu repenser notre activité, la médecine ne saurait être qu'artisanale, car elle s'accommode mal du taylorisme qui tente de lui imposer une spécialisation stricte et une suppression des gestes inutiles. En effet, même si l'inflation des connaissances médicales nécessite une spécialisation, celle-ci ne peut réduire l'acte de soin à un geste technique dans une "chaîne de montage" thérapeutique expurgée de tout acte considéré comme accessoire.

La relation médecin-malade, qui est au cœur du processus thérapeutique, est en péril. Non seulement par le caractère de plus en plus technique de l'intervention médicale, résultant de la sophistication des moyens d'investigation diagnostique et des thérapeutiques, mais aussi par la nature même du recours aux soins. Toutefois, comment imaginer que l'indispensable lien de confiance puisse se nouer entre un patient, réduit à l'état "d'usager" d'un service médical, et un technicien spécialiste de l'organe dysfonctionnel ? C'est de l'interaction, pour ne pas dire du transfert entre deux personnes, que naît le processus thérapeutique. L'acte médical est un subtil mélange d'application de connaissances scientifiques et de savoir-faire relationnel ; l'un ne va pas sans l'autre, jusque dans le médicament prescrit qui conjugue, comme nous le savons, effet pharmacologique et effet placebo…

La médecine n'est pas un bien de consommation, ni même un service comme les transports ou la banque, d'où le caractère inadapté du terme "usager" pour qualifier les patients qui consultent ou sont hospitalisés. De la même façon que les marchands ont tout transformé en "produit" : placements bancaires, automobiles, déjeuners gastronomiques, voyages touristiques et même les activités culturelles, de même, l'administration hospitalière se plaît à présenter l'hôpital comme un producteur de soins et à embrigader les patients dans des associations d'usagers, construites comme des associations de consommateurs.

"Santé – publique" : ces deux mots accolés pour un concept si cher à la technocratie sanitaire sont une contradiction dans les termes. En effet, l'état de complet bien-être physique, mental et social, selon la définition angélique que l'Organisation mondiale de la santé (OMS) a donnée à la santé, est une notion bien trop intime pour être réduite à des critères conçus pour une généralisation. S'il est à peine possible de qualifier ce que peut être, pour une population, la sensation de confort physique qui varie en fonction de l'âge, du sexe, du poids, des intérêts et des goûts, des traits de personnalité, des périodes de l'année, etc., que dire d'une standardisation de la notion de santé psychique ?

Bien sûr, le bien-être est une aspiration commune particulièrement dans les sociétés occidentales ; il est même devenu un marché prospère pour les marchands de cosmétiques, de diététique (des yogourts aux alicaments), de psychologie positive et autres techniques de coaching ou clubs de fitness. Or, si l'hygiène alimentaire et l'activité physique sont incontestablement des éléments essentiels à la prévention de nombreuses maladies, l'acte médical doit-il être, pour autant, instrumentalisé à seule fin de servir la société des loisirs ?

Il appartient à chacun de trouver le chemin du bonheur dont la santé est souvent une condition mais nullement une fin en soi ! Après le "prêt à penser" du politiquement correct, devrons-nous nous accommoder d'une conception dogmatique de la santé ? Les médecins, traditionnellement au service de l'homme malade, depuis Hippocrate, doivent-ils devenir des officiers de santé publique, promoteurs de standards universels d'hygiène de vie ?

Comme les autres grands secteurs de notre organisation sociale, la médecine est asphyxiée par la bureaucratie. Celle-ci a non seulement un coût qui s'alourdit d'année en année, notamment par l'augmentation de la masse salariale qu'elle entraîne, mais les médecins et les infirmiers lui sacrifient une part croissante de leur temps dont leurs patients se trouvent ainsi privés.

A tous les niveaux , l'administration sanitaire est devenue pléthorique : la Direction générale de la santé s'est dotée d'agences et d'instituts (Agence française de sécurité sanitaire et des produits de santé ; Haute Autorité de santé ; Institut national de veille sanitaire ; Institut national de promotion et d'éducation pour la santé…, pour ne citer que les principaux) auxquelles elle a délégué des missions plus ou moins bien assumées si l'on en juge par les failles de la pharmacovigilance mises en lumière avec la méconnaissance des effets iatrogènes du Médiator.

Les collectivités territoriales avaient les directions départementales des affaires sanitaires et sociales et les direction régionales auxquelles ont été substituées les agences régionales de santé. Quant aux hôpitaux, non contents d'engloutir des milliers d'heures de travail dans les réunions de leurs commission médicale d'établissement et leurs multiples déclinaisons (bureau de CME et sous-commissions, etc.), conseil d'administration devenu conseil de surveillance avec la loi Hôpital patients santé territoires (HPST ) – ce qui, on l'imagine, a tout changé – comité d'hygiène et de sécurité des conditions de travail, directoire, n'ont eu de cesse de multiplier les comités.

Des dizaines sévissent dans chaque établissement dont les membres se retrouvent régulièrement pour disserter sur la qualité, la permanence des soins, la lutte contre les infections nosocomiales (CLIN), la qualité alimentaire (CLAN) – avec le résultat gastronomique que toute personne hospitalisée a pu apprécier – la lutte contre la douleur (CLUD) ; une commission a-t-elle jamais soulagé un douloureux chronique ? Un médecin bien formé a-t-il besoin qu'un "comité Théodule" lui rappelle la nécessité de prendre en compte les plaintes algiques de ses patients ou qu'il est capital de se laver les mains ?

Alors qu'il n'est question, chez nos technocrates, que d'évaluation, on peut s'étonner que l'utilité de toutes ces commissions ne soit jamais évaluée alors qu'existe, comble du burlesque, une commission de l'évaluation dans la plupart des grands hôpitaux. L'administration qui devrait tout mettre en œuvre pour valoriser son capital humain – les soignants – a gangréné leur exercice professionnel en édictant des règles inopportunes, chronophages et coûteuses. Son fantasme de tout maîtriser et son hostilité affichée vis-à-vis des médecins, aboutit à une caporalisation de la médecine qui nuit gravement à ses missions.

Dénaturée par la société de consommation, soumise au diktat de la santé Publique et étranglée par la bureaucratie sanitaire la médecine se meurt, les médecins se découragent et les malades se plaignent d'être négligés. C'est à se demander s'ils ont encore leur place à l'hôpital. Un hôpital sans malade, et si possible sans médecin, est sans doute le rêve d'une administration hospitalière décomplexée !
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Cataluña planea quitar media paga extra a 40.000 médicos y enfermeros
El País, Spain
26/09/2011
FERRAN BALSELLS

Los recortes de la Generalitat en sanidad se extenderán ahora al bolsillo de 10.000 médicos, 18.000 enfermeros, 2.400 residentes y otros 10.000 trabajadores de la sanidad catalana. Los cerca de 40.000 empleados de la red pública de salud deberán renunciar a la mitad de la paga extraordinaria de Navidad: una horquilla de entre unos 420 y 1.120 euros, en función de las distintas categorías profesionales. La medida se acompañará de otros ajustes como el retraso en el pago de las horas extra y los turnos de guardia, que como el resto de complementos de la nómina se pagarán a 60 días a partir de octubre. Esas son las principales medidas del plan que la Generalitat presentó ayer a los sindicatos para ahorrar unos 45 millones de euros.

El recorte de la paga extra se inspira en la medida aplicada por el Gobierno de Portugal y se aplica en un contexto de falta de liquidez del Gobierno de Artur Mas (CiU), que también retrasó el pago de la factura farmacéutica de 35 a 65 días.

Los sindicatos rechazaron de plano nuevos ajustes pero admitieron que el departamento de Salud puede imponer los recortes sin necesidad de acuerdo. En ese caso, las centrales sindicales meditan convocar huelgas o recurrir a la vía judicial para impugnar la medida. Si no se aplica el recorte, amenazó la Generalitat, se despedirá a los empleados interinos y eventuales además de reducir el 25% de la jornada laboral de los interinos que conserven su empleo. "Aplicar más recortes es inaceptable", avisó el representante de UGT, Juan Cobacho.

La Generalitat no puede modificar nóminas a su antojo pero en la práctica ya aplica recortes salariales desde antes de verano a través de la suspensión de turnos de guardia, horas extra y otros complementos que pueden suponer hasta el 20% del sueldo del personal sanitario. "Es inasumible", protestó el presidente del Colegio de Médicos de Barcelona y asesor de Artur Mas, Miquel Vilardell. El nuevo recorte calcula una cifra con los complementos de destino de cada categoría para reducir el 50% de los complementos denominados específicos durante los tres próximos meses. Se trata de una compensación aplicada por el anterior Gobierno tripartito para igualar el sueldo del personal con el del resto de comunidades y que para un médico alcanza los 850 euros mensuales. Legalmente, la Generalitat solo puede reducir la parte variable de la nómina: la paga extra de Navidad que el personal recibe antes del 25 de diciembre y supone un ahorro de 25 millones.

Los otros 20 millones que recortar antes de fin de año se obtendrán aplazando el pago de complementos hasta enero. La demora traslada el problema al 2012 pero permite cerrar el año cumpliendo con los presupuestos. Esta política afecta a todos los centros: el hospital Josep Trueta de Girona debe recortar seis millones de euros en solo tres meses, por lo que prevé reducir complementos salariales y suprimir guardias, informa Antía Castedo.

Esta presión añade crispación a los hospitales. "Nos sentimos deprimidos, impotentes... Es difícil centrarte en los pacientes sin saber si llegamos a fin de mes", ilustró un médico del hospital de Bellvitge que pidió el anonimato.

Los médicos perciben 1.110 euros al mes de nómina que alcanzan hasta los 2.542 euros mediante otros complementos. Pero el sueldo de otras categorías es menor: los celadores, por ejemplo, reciben 550 euros que suman 1.200 euros con los suplementos. La supresión de horas extra, guardias y este nuevo recorte deja a miles de profesionales al borde de la precariedad. "Algunos ya están cobrando menos de 800 euros al mes", precisó un delegado de CC OO. La tensión en los centros sanitarios amaga además con enfrentar el colectivo médico con el resto de profesionales, convencidos de que ellos soportan más peso en los ajustes. "Para no molestar a los médicos se están cargando de recortes los sueldos de los empleados más precarios", protestó UGT.

El tijeretazo del gobierno de Artur Mas (CiU) afecta ya a todos los recursos de la sanidad catalana: los hospitales mantienen cerradas el 25% de las camas y operatorios, unos 40 ambulatorios están cerrados desde verano mientras otra cincuentena ha recortado el servicio de atención nocturna, se ha reducido alrededor del 10% del servicio de transporte sanitario y se ha prescindido de los empleados eventuales que acababan contrato. Los hospitales, que ya soportan la carga de absorber los pacientes que antes acudían a los ambulatorios, cerrarán quirófanos y consultas durante el puente de la Constitución. "El sistema está al mínimo", lamentó el Sindicato de Médicos.

El plan del PP

- Ana Pastor, coordinadora de asuntos sociales del PP, defendió ayer en Barcelona "una revolución" en los recursos humanos del sector sanitario. Propuso un sistema retributivo que prime "al que hace mucho y bien, frente al que hace poco y mal".

- La ex ministra de Sanidad se mostró en contra de recortes en las prestaciones y del copago por los usuarios. Añadió que su partido derogará la ley del aborto del año pasado por "injusta e innecesaria".
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Hospitales sin medicos

Tal Cual, Venezuela
26/09/2011
ANA MARIA LÓPEZ
Las historias de los venezolanos que acuden a los hospitales para ser atendidos pueden servir para contar anécdotas, sin embargo para ellos la falta de médicos, de insumos y de fármacos ponen en un hilo sus vidas.

El déficit de doctores en los hospitales ha hecho que no todos los servicios funcionen las 24 horas. El abandono de estos profesionales no se debe a un capricho de no cumplir con la salud pública; la ola de renuncias obedece a que las instituciones parecen cementerios de maquinarias con equipos que datan desde hace 30 años y que no han sido reemplazados; a eso se le suma el mal sueldo: Bs 2.453 (en promedio). Cirujanos, pediatras, traumatólogos e internistas son los grandes ausentes en los centros de salud.

En los principales, los servicios más críticos tienen hasta 746 cargos de médicos vacantes, sin contar personal de los bancos de sangre y otras áreas de atención con menor peso, como servicios que no atienden urgencias. En el Área Metropolitana de Caracas hay 4 millones de habitantes que acuden a los 13 principales hospitales: Periférico de Coche, Periférico de Catia, José María Vargas, El Algodonal, Dr Jesús Yerena -Lídice, Maternidad Concepción Palacio, Clínico Universitario, Padre Machado, Dr. Francisco A Risquez, J.M de los Ríos, Pérez Carreño, Domingo Luciani y Luis Razetti.

Los centros de salud que no tienen mayores problemas de especialistas y de estudiantes son el Periférico de Catia en donde el servicio de cirugía tiene 13 adjuntos y 20 residentes, lo suficientes para brindarles asistencia a los pacientes. Mientras que en el área de traumatología hay 14 adjuntos y 20 residentes, en medicina interna las personas son atendidas por 9 adjuntos y 21 residentes; cirugía está integrada por 13 adjuntos y 20 residentes, mientras que los pediatras son 12 adjuntos más 3 de planta (no hay residentes).

A pesar de que el Hospital Domingo Luciani de El Llanito es conocido por el deterioro de sus instalaciones y la falta de equipos médicos para realizar los procedimientos, el número de especialistas es el más completo de toda Caracas. Allí trabajan 200 residentes y 170 especialistas. Cirugía general tiene tres especialidades y cada una tiene 9 adjuntos y 10 residentes, en medicina interna los postgrados se llenaron ya que 30 residentes se inscribieron y 20 especialistas conforman el área.

En la Maternidad Concepción Palacios no existe el servicio de traumatología. En neonatología hacen falta 40 especialistas, pues sólo trabajan 10 médicos y los estudiantes no se postularon al postgrado. El personal de cirugía está completo, consta de 6 adjuntos. Al visitar medicina interna los visitantes pueden notar que los 20 adjuntos son suficientes para la demanda, pero el déficit de residentes es del 100%.

Uno de los institutos con mayor demanda de pacientes que ingresan por impactos de bala, cáncer, maternidad o accidentes cerebrovasculares (ACV) es el Clínico Universitario. Allí tanto las consultas como las emergencias son atendidas todos los días a pesar de que exista escasez de gasas, inyectadoras, soluciones, camillas, bisturí y sutura, entre otros.

Dentro de ese centro asistencial el servicio de pediatría cuenta con sólo 10 adjuntos, quedando corto ante la cantidad de niños que requieren ser atendidos. Actualmente existen 31 residentes pero faltan 6 más para cubrir los cargos vacíos de los especialistas.

En el Hospital Jesús Yerena de Lídice el déficit es de 50%. Los médicos de traumatologías ocupan 5 cargos, cuando deberían ser 10 en total mientras que sólo 3 residentes se animaron tomar la especialidad. Los pediatras sólo son 5, necesitándose el doble. Allí se deben tener 12 estudiantes pero sólo 6 se encuentran trabajando. El servicio de cirugía esta integrado por general y plástica, donde se realizan en su mayoría intervenciones programadas.

Los pacientes del Hospital Padre Machado se quejan de que los especialistas con mayor trayectoria dentro del centro asistencial renunciaron a sus cargos. La mayoría de los servicios está integrada en un 100% por los residentes. Oncología médica es el área donde los especialistas tienen mayor demanda, pero solo hay 7 adjuntos y 12 residentes. Los especialistas de cirugía mamaria no son suficientes pues únicamente tiene 5 adjuntos y 1 residente, además sólo hay tres traumatólogos y un estudiante R3.
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El plan de mejora en la atención médica en el medio rural está en marcha 
Ecos Regionales, Uruguay
23/09/2011
A 15 días del planteo presidencial sobre la falta de médicos en el medio rural, el Ministerio de Salud Pública y los actores involucrados toman como prioritaria la situación y plantean tres dispositivos: aumento salarial, estímulo académico e inserción transitoria en zonas rurales. 

“El objetivo es tener completo el plan en 10 días y luego implementar medidas entre Montevideo y el Interior”, aseguró el ministro (i) de Salud Pública, Leonel Briozzo. 
"Somos optimistas en cuanto a revertir la situación actual", afirmó, al tiempo de agregar que todas las instituciones involucradas, tanto de la academia como de los sectores profesionales, asumieron un gran compromiso con el tema.

CUATRO NIVELES DE SERVICIOS EN SALUD

La "hoja de ruta" planificada incluye los cuatro niveles de prestaciones en salud rural: los puestos de salud de cercanía; las ferias rurales, las policlínicas donde se afincarían los profesionales; y las rondas de salud rural.
Entre las formas de participación serán incluidos profesionales de diferentes especialidades; desde quienes acreditan  títulos intermedios de la carrera de Medicina y de otras carreras como promotores de salud, hasta quienes pueden realizar internados, porque cursan el último año para la obtención del título.

FORMACIÓN PARA EL INTERIOR

El Ministerio de Salud Pública (MSP) planteará que se instaure por parte de la Facultad de Medicina de la Universidad de la República (UdelaR) un trimestre obligatorio vinculado con la participación en el medio rural. Actualmente este trimestre se realiza en el Interior del país, pero no específicamente en zonas rurales.

El subsecretario aseguró que entre los recursos utilizados para afincar profesionales en el medio rural se impulsará la realización de estudios secundarios y terciarios en carreras relacionadas con la salud de los habitantes de ese medio, porque es más complejo afincar a personas que han vivido siempre en ciudades y destacó la idea de "no pensar en el afincamiento como algo permanente, sino como una situación transitoria por períodos de cinco a 10 años”. 
El jerarca explicó los alcances del trimestre obligatorio para los estudiantes de Medicina y agregó que desde hace más de 17 años existe, que se realiza al finalizar los estudios curriculares y que es la práctica previa al título profesional.
“El trimestre se ha degenerado y muchas veces los estudiantes van uno o dos días a hacer guardia al Interior y vuelven a la capital. Creemos que hay que modificar la situación y proponemos a la Comisión de Internado de la Facultad de Medicina que establezca un trimestre obligatorio y que tenga la prioridad el medio rural, para así habilitar puestos y políclinicas rurales donde se puedan desarrollar prácticas tutoreadas por docentes a cargo”, resaltó Leonel Briozzo.

ESTÍMULO SALARIAL

El jerarca también destacó que el ministerio propondrá que durante el ejercicio profesional se firmen contratos específicos a nivel de Consejo de Salarios, con el objetivo de hacerlos atractivos para que los profesionales puedan trabajar en el medio rural.
 “Vamos a estimular la posibilidad de que aquellos colegas jóvenes que se reciben y participen en las policlínicas de salud rural, tengan por ello un mérito en el concurso para las residencias", aseguró.
Asimismo sostuvo que considera importante el desarrollo de las unidades docentes asistenciales en el medio rural cogestinadas entre la Facultad de Medicina y de Administración de los Servicios de Salud del Estado (ASSE).

LOS LUGARES ESPECÍFICOS

“La idea es instrumentar la propuesta en los próximos concursos de residencia que se desarrollan en dos meses”, afirmó el jerarca. 
Adelantó que los primeros planes serán concretados en Artigas, Rivera, Cerro Largo y Rocha y luego en el resto del país, con planificación de las direcciones departamentales de salud que actualmente trabajan en la valoración de las necesidades de recursos de salud en el territorio.
El medio rural comprende para el MSP aquellas localidades de menos de 5.000 habitantes, lo que representa un 18,5 % de la población uruguaya. 
"Es un porcentaje muy elevado y no se trata exactamente del medio del campo. Actualmente se realiza un relevamiento de los puestos y las policlínicas y el número final estará en el mes de diciembre, con el objetivo de saber cuántos puestos y políclinicas son necesarias para una debida atención", afirmó Briozzo. 
En tal sentido, aseguró que probablemente existan entre 300 y 400 puestos y un número equivalente de policlínicas entre todo el Sistema Nacional Integrado de Salud (SNIS), tanto a nivel público de ASSE como de la Federación Médica del Interior (FEMI).
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Sigue sin remedio la crisis en los hospitales

Día a Día, Argentina
27/09/2011
Por Natalia Lazzarini
Con consultorios vacíos y guardias abarrotadas, comenzó ayer el paro por tiempo indeterminado en los hospitales públicos de la capital y el interior de Córdoba. En los centros de salud provinciales, la Unión de Trabajadores de la Salud (UTS) calculó en un 90 por ciento la adhesión a la medida.

“Pedimos la apertura de la negociación salarial ya. No podemos seguir aceptando trabajar por sueldos que arrancan en 2.300 o 2.600 pesos en el caso de un enfermero. Solicitamos un básico de 4.160 pesos para todas las áreas de salud”, reclamó Mirta Arias, empleada de la Maternidad.

En el Neonatal hubo asambleas durante toda la mañana. Con estas medidas de fuerza, se sucedieron historias de pacientes que tuvieron algunos inconvenientes para lograr atención (ver Caminar para...). Las embarazadas de riesgo no tuvieron problemas.

El paro continúa hoy en los hospitales Córdoba, San Roque, Rawson, Misericordia, Niños y Materno Neonatal. Ayer se sumaron el Tránsito, el Pediátrico (en forma parcial), el Instituto Provincial de Alcoholismo y Drogadicción, y el Neuropsiquiátrico.

En el interior, Jesús María, Domingo Funes, Alta Gracia, Santa Rosa de Calamuchita, Villa Maria, Bell Ville, Río Cuarto, San Francisco, Villa Dolores, Cruz del Eje, Marcos Juárez y Río Tercero, también protestan.

Comunales. Los hospitales que dependen de la Municipalidad de Córdoba sostuvieron ayer guardias mínimas y retención se servicios. La atención en el Hospital de Urgencias y en el Infantil de Alta Córdoba fue prácticamente nula. No se entregaron turnos ni funcionaron los consultorios externos.

“Pedimos por el pronto pago de los sueldos de 640 monotributistas. Hay gente que no cobra desde hace seis meses”, aseguró la delegada Claudia Charra.

Una espera más amena

Jésica y Lorena charlan entretenidamente en las escalinatas del Hospital Infantil. Prefieren este asiento improvisado a los de la guardia, porque aquí circula más el aire. Las dos llegaron a las 10 al centro de salud para consultar por el sarpullido de la bebé de Jésica, quien duerme en su cochecito.

Las mujeres, oriundas de barrio Hipólito Yrigoyen, se dieron ayer con la retención de servicios y con que había menos médicos en la guardia. No les quedó otra que esperar, y charlar.

De alto riesgo, pasan

Darío se quedó sin obra social en un mal momento: a un mes de que su esposa diera a luz por segunda vez. Ayer las contracciones dieron aviso de que el bebé estaba en camino. El hombre, de Nuestro Hogar III, cargó a su mujer y a su hija en un taxi y se fue para el Neonatal.

Pero cuando llegó, a las 9, no había nadie en la guardia y otras seis parturientas esperaban. Por suerte, horas después, se hizo la luz. Comenzaron a atenderse las emergencias y la mujer pasó derecho al quirófano.

Caminar para pasar el dolor

Una situación complicada se vivió el domingo por la tarde en la guardia del Neonatal. Una mujer, a punto de dar a luz, llegó a las 14 al hospital. Pero en la guardia le explicaron que sólo atendían embarazos de alto riesgo. Como se negó a parir en otro lugar, la mandaron a caminar.

Así lo relata Lucas, su primo: “Llegó al hospital porque estaba con dolores y contracciones. Pero le dijeron que los médicos estaban en medida de fuerza. Que sólo atendían partos de riesgo. Y que se fuera a otro hospital. Ella se negó”.

La mujer comenzó a caminar por el patio del hospital. Y esperó que alguien la asista. Recién al cambio de guardia, poco después de las 19, pudo ingresar al consultorio y de allí al internado. La mujer, de barrio Argüello, dio a luz ayer por la mañana. Fue un varoncito.

“Ahora estamos contentos y podemos festejar. Pero si vemos por todo lo que ella tuvo que pasar, nos preocupamos. Por suerte salió todo bien”, agrega Silvina, su prima.
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En Salud Pública van a la huelga y advierten riesgos para los pacientes
El Observador, Uruguay
28/09/2011


Los intentos del Poder Ejecutivo de frenar una huelga a partir de la próxima semana en la salud pública no alcanzaron. Tras la reunión de este martes entre representantes de los ministerios de Trabajo y Salud y la Federación de Funcionarios de Salud Pública (FFSP), los trabajadores no médicos resolvieron que llevarán adelante un paro por tiempo indeterminado que, según el Sindicato Médico (SMU), puede hacer correr riesgo de vida a muchos pacientes.
La FFSP reclama que en los servicios de la Administración de los Servicios de Salud del Estado (ASSE) hacen falta más de 2.000 funcionarios para dar una buena asistencia a los usuarios. Y con este reclamo como estandarte el gremio iniciará la huelga. Este martes resolvió suspender el plenario al que había convocado para el próximo viernes, ya que no tiene una solución a su planteo.
“Avanzamos poco. No tenemos elementos como para llamar a un plenario”, dijo a El Observador la dirigente de la FFSP, Beatriz Fajián. “(El ministerio de) Economía no estuvo presente y si no vino es porque no pudieron lograr que el ámbito que planteamos prosperara”, enfatizó y aseguró: “La medida se mantiene. Estamos en el camino de ir a la huelga”.
Por su parte, el ministro interino de Salud Pública, Leonel Briozzo, dijo a El Observador que “la preocupación es compartida con respecto a las demandas de los funcionarios”. Pero lamentó: “Hicimos todo lo posible por revertir esta situación en menos de 48 horas. Lamentablemente no fue suficiente para la Federación”.
La posibilidad de decretar la esencialidad de los servicios de salud no fue manejada en la reunión de este martes. “No se manejó, pero siempre está en el tapete”, advirtió Briozzo. Tampoco se transmitió la posibilidad al MTSS, al que el MSP debería solicitar el decreto si lo cree necesario.
Las autoridades sanitarias confían en que se cumpla con los servicios mínimos imprescindibles. En el marco de la demanda de los funcionarios, los trabajadores del Hospital Maciel resolvieron restringir las camas de cuidados intermedios y de CTI.
Hasta este martes, había tres camas activas en cuidados intermedios y 11 en cuidados intensivos, de un total de 22 plazas entre los dos servicios. Las camas que no están ocupadas no se utilizarán, porque los trabajadores entienden que “no existe la cantidad de funcionarios suficientes para atender los cuatro turnos”, dijo a El Observador el integrante de la Comisión Interna de funcionarios del Maciel, Gonzalo Tulipán.
Pero el gobierno advierte que el sector público de salud no requiere contratar más funcionarios, como dice la FFSP.

Por el contrario, desde ASSE se sostiene que el déficit que los trabajadores ven como alarmante podría disminuir si se cubren todas las horas de trabajo. “El ausentismo de enfermería en los CTI de Montevideo (en los hospitales Español, Maciel y Pasteur) es de 20% en promedio”, dijo este martes a El Observador la directora técnica de ASSE, Alicia Ferreira.
Según la jerarca, en los CTI “ASSE cumple a rajatabla con lo que establece el MSP” en cuanto a la cantidad de auxiliares de enfermería por cama en el servicio de cuidados intermedios (tres camas por auxiliar de enfermería).
Ferreira advirtió que ASSE debe “buscar formas de reducir el ausentismo”, el cual tiene dos causas principales.
La primera, según la jerarca, es que “el personal de enfermería tiene múltiples empleos” y “muchas veces van al otro trabajo y faltan al de ASSE, a pesar de que los salarios son similares en el sector privado y público”.
Este problema se hace más evidente en los turnos de la noche y las guardias de fin de semana, indicó. El otro problema, según Ferreira, es que “el personal entra, se forma unos meses, y se va”, y la administración “demora en conseguir un sustituto”.
Mientras tanto, los funcionarios no médicos de ASSE están de paro, ya que resolvieron plegarse al paro de funcionarios públicos promovido por COFE.

Además, la FFSP ya fijó un cronograma de movilizaciones hasta el 11 de octubre.
Por su parte, el Sindicato Médico del Uruguay (SMU) anunció que solcitará una reunión “de carácter grave y urgente” con la presidente del Directorio de ASSE, Beatriz Silva, con el propósito de respaldar una nota emitida el pasado lunes por los jefes de servicio del Hospital Pasteur.
En ese comunicado se adviertió que las medidas de paro previstas por los funcionarios no médicos afectarán la asistencia de los pacientes del centro asistencial en sus distintos sectores: emergencia, sala de cuidados moderados médico -quirúrgicos, CTI y block quirúrgico.
Señalaron que el sector “de mayor impacto” será el servicio de emergencia, en el cual se podría “caer en omisiones de asistencia con riesgo de vida para los usuarios”. Lo mismo se prevé que pueda pasar en el área de cuidados moderados e intensivos.
Usuarios “terminales” sin asistencia en domicilio  

La semana pasada el Sindicato Médico del Uruguay denunció que había “pacientes terminales” de Salud Pública, con internación domiciliaria, que no eran asistidos correctamente debido a una medida gremial. Los auxiliares de servicio que se desempeñan en el ámbito de la internación domiciliaria de ASSE reclaman que sus salarios se equiparen con los sueldos de los enfermeros de Emergencia 105. Para hacer escuchar su reclamo, desde comienzos de setiembre restringieron sus tareas y únicamente decidieron atender a domicilio a aquellos pacientes terminales con cáncer que requirieran morfina. Los pacientes que precisan cambios de sonda, suero o curaciones estuvieron varios días sin recibir asistencia. El Directorio de ASSE pidió la semana pasada al gremio que se flexibilizaran las medidas de paro, por entender que existen procedimientos en domicilio que no pueden dejar de realizarse, según manifestó días atrás la presidenta de ASSE, Beatriz Silva.                  
Los funcionarios de Salud Pública tienen tres reclamos: 2.000 trabajadores más; mejoras salariales y que se presupueste a los más de 1.000 funcionarios tercerizados.
El pedido de más personal fue trasladado por el ex presidente de ASSE, Mario Córdoba, al mensaje de Rendición de Cuentas. El presidente Mujica le pidió la renuncia por esta solicitud.
En caso de activarse una huelga, los funcionarios deben cumplir con un “protocolo de paro”. Este protocolo implica atención de los pacientes internados; servicios en puerta de Emergencia; atención en intervenciones oncológicas coordinadas.
Las medidas anunciadas abarcan únicamente a los funcionarios no médicos. Los médicos continuarán brindando asistencia, según informó el SMU.
1.300.000 Usuarios. Son los que se asisten en los servicios de Salud Pública en todo el país, según cifras oficiales.

28.000 Funcionarios. Trabajan en la Administración de los Servicios de Salud del Estado (ASSE).
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OPS: América Latina requiere mayor "voluntad política" en salud materna
Terra Perú
27/09/2011

Washington, 27 sep (EFE).- Un 95 % de la mortalidad materna en Latinoamérica y el Caribe, donde aún se registran 85 fallecimientos por cada 100.000 bebés nacidos vivos, se debe a causas que se pueden prevenir, alertó hoy en Washington la Organización Panamericana de la Salud (OPS).

En la región se han hecho progresos para combatir la mortalidad materna, que disminuyó en un 40 % entre 1990 y 2010, según la Organización Mundial de la salud (OMS), "pero no serán suficientes" para alcanzar en 2015 una reducción del 75 %, como marcan los Objetivos del Milenio de la ONU, subrayó la directora de la OPS, Mirta Roses.

Roses participó junto a la directora general de la OMS, Margaret Chan, y a la presidenta de ONU Mujeres, la exmandataria chilena Michelle Bachelet, en un foro sobre Maternidad Segura y Acceso Universal a la Salud Sexual y Reproductiva, dentro de la reunión de ministros de Salud de América que se prolongará hasta el próximo viernes en Washington.

Por su parte, Chan afirmó que los altos niveles de mortalidad materna en Latinoamérica y el Caribe, donde las mujeres pobres, las adolescentes, indígenas y afrodescendientes que viven en áreas rurales son las que tienen los peores índices, reflejan "un fracaso de los Gobiernos" en la materia.

"Sabemos cómo evitar que las mujeres mueran al dar a luz. Es una falta de compromiso político y de políticas e inversiones en las áreas correctas", lamentó Chan.

Es fundamental "que los países demuestren resultados que mejoren la salud de las mujeres. Con lo que sabemos, ninguna debería morir en estos tiempos durante el parto", agregó.

A su turno, Bachelet recordó que la reducción de la mortalidad materna es el Objetivo del Milenio en el que menos se ha avanzado, no solo en América, sino en el mundo entero, y aseguró que la inversión en todo lo que tiene que ver con las mujeres "es lo mejor que pueden hacer los Gobiernos" en favor de la democracia y la economía.

Mientras, la presidenta de la Comisión Interamericana de Mujeres, Rocío García Gaytán, explicó que, contrariamente a lo que se cree, la mayoría de las muertes maternas en la región ocurre en hospitales y es resultado de la falta de capacitación adecuada del personal médico.

La infanta Cristina, hija de los Reyes de España, estuvo en el foro como directora del área internacional de la Fundación La Caixa, que ha patrocinado en Washington la muestra fotográfica "Maternidades", del periodista español Bru Rovira, como parte de una iniciativa internacional para reducir la mortalidad materna en América. EFE
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Wanted: more doctors
Jamaica Observer
25/09/2011

BY DONNA HUSSEY-WHYTE
"IF you coming here you have to make up you mind to spend all day," declared a distressed elderly woman who had accompanied her husband to the May Pen hospital one Tuesday morning in August.

Based on the slip of paper she had been given by the intake nurse at the facility, she had been waiting since 9:05 am to be attended to. It was now 12:30 pm and her husband, an asthmatic, needed to be nebulised.

Another very frustrated and very vocal woman shouted, "The system nah work!"

The fact that she had been waiting, in anguish, for several hours to see a doctor, only added to her fury, and she was not alone.
"All the nurse and doctor dem who deh here want re-shuffle," declared another woman who had also been sitting for hours with her two-year-old son whom she said was suffering from diarrhoea and vomiting.

"It better you walk with you food and take the day from work cause you not getting through before night."

These were only a few of the complaints overheard from patients waiting to be attended to at the hospital the morning the Sunday Observer visited the facility undercover as a walk-in medical case. The aim was to investigate recent complaints to the Observer of persons having to spend days sitting on a bench waiting to see a doctor. Additionally, a number of complaints over the years that the free health care system introduced four years ago, had overburdened an already taxed system, flooding facilities, including the May Pen Hospital, with more patients than its staff can handle.

By the time people began shouting and grumbling, I, myself, had already been there approximately three hours, having arrived around 8:30 am.

A nurses aid had pointed me toward the Accident & Emergency area, explaining that this is where I would be seen by the medical personnel if my health problems were deemed severe. If not, she advised, I would have to attend the clinic, located to the left of the hospital compound.

For journalistic reasons, I hoped my complaint of stomach pains would be severe enough to warrant a check-up in the A & E department.

Over 100 persons were already seated when I walked up to the window and asked the female behind the counter the procedure to see a doctor. She directed me to the security guard at the gate leading to the A&E department. He, like a traffic cop, directed me to two rows of seats at the front of the waiting area and told me that I would move from chair to chair until it was my turn to go inside.

I finally reached the head of the line at 8:55 am. I was called by the security guard and directed to a single seat on the other side of the gate and told I would soon be called by the nurse.

At 9:05 am, the guard told me that the nurse had gone to use the ladies room and that was why I was not yet called. I sat patiently, becoming increasingly aware of the impatient murmurs of restless patients outside.

Twenty minutes later, I was called inside where the nurse took my vitals -- blood pressure and temperature -- and asked what my complaint was. She then handed me a white slip of paper and told me to wait outside until I was called in by the triage doctor. This is a trauma specialist who determines the severity of a patient's condition and how quickly they need attention).

The security guard directed me to a row of chairs against a wall which ended at the door to the doctor's office. There were 12 persons ahead of me.

The list of triage codes printed on the door indicated that:

Red — Life threatening cases, (should be) seen immediately.

Yellow — Seriously ill, (should be) seen within 30 minutes, and

Green — Non-urgent, (would be) seen when possible.

I was in some pain, but prepared to be among the non-urgent cases and settled in for a bit of a wait, given the number of patients already in the room.

Three hours later I was still sitting on the bench and had not yet seen by the doctor to determine whether or not I had a life-threatening ailment.

All the while people's frustration grew. Some complained of hunger, sick babies wailed, and frustrated mothers wasted no time slapping them to get them to hush up. Every 15 minutes or so, a persistent woman would knock on the doctor's door to inquire whether or not they couldn't see someone else now.

But, close to an hour later, no one had moved any closer to the door and there were murmers that perhaps the doctors had gone to lunch.

When the persistent woman again knocked on the door, she was told by the doctor inside that they were attending to emergency cases already inside.

At some point I dozed off. At 2:15 — almost two hours later — I vaguely heard someone shouting 'Next!', and a saw a woman coming towards me to shake me awake. With a shame-faced laugh, I hurried inside the room, closing the door behind me….continued.

Full text: http://www.jamaicaobserver.com/news/Wanted--more-doctors_9730331
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