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The Flip-Flop: Short-term
term Medical Brigades Supplement a
Longitudinal, Community-based Project
Steve Crossman, MD,
Associate Professor of Family Medicine, VCU School of Medicine
Short-term medical mission
sion trips can be frustrating in thei
their limited
ability to affect health in the long-term
term and to develop significant
relationships with those being served.. Shoulder to Shoulder, Inc. has
developed a different approach focusing on sustainable partnership.
The importance of partnering directly
tly with a community abroad
was readily apparent after my first visit to Pinares, Intibuca in the
mountains of rural Honduras. Here, in just a few short years, the classic
medical brigade has transitioned from the major component to possibly
the least important part of our project. Through the same time period
period,
our longitudinal programs have developed and presently comprise the
lion’s share of our efforts working with the community.
The Virginia Commonwealth University’
University’s Department of Family
Medicine/Thundermist
Thundermist Health Center partnership in Pinares functions as a
Shoulder to Shoulder, Inc. affiliate and sends three medically
medically-based
brigades to Pinares each year. On each trip, medical pr
professionals, health
professions students, and other team members do great work. Each team
is responsible for a variety of clinical and public health projects; however,
the work of each brigade is supplemental to our ongoing projects.
Three VCU students and
the Honduran who is
the president of the
local health committee
that VCU Department of
Family Medicine works
with. Photo: courtesy of
Steve Crossman
continued on p.4…

Save the Date!
2009 AAFP Family Medicine Global Health
Workshop
 Learn the latest in global family
medicine development;
 Develop lasting approaches to
sustainability issues;
 Network with leading international
developers;
 Share your experiences and learn from
other.
September 10-12,
10
2009
Omni Interlocken Resort in Denver
(Broomfield), Colorado
Visit www.aafp.org/intl/workshop for
details
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Advanced Life Support in Obstetrics Worldwide: Tanzania
Bjarke Lund Sorensen, MD, Copenhagen School of Global Health, University of Copenhagen, Denmark
Maternal mortality is one of the most severe health
problems in the world but in spite of decades of international
promises of commitment, the problem is of unchanged
magnitude. I did my first field work for my Ph.D. study about
“quality of maternal health care in Kagera Region, Tanzania”
in 2007. At that time my aim was to find out why pregnant
women delayed attending health care. I observed births at
home, at health posts in small villages and at the regional
referral hospital in Bukoba. I interviewed the women, their
families and the health providers attending their deliveries.
Doctors and nurses said that women die because they delay
at home and only come for health care when it is too late.
They told about “cultural barriers”, and said that the women
“did not care about their health” and that they were
“ignorant”.
The women told another story. They were highly
aware that childbirth could be fatal and considered the big
hospital to be the safest place to be delivered.
Barriers to attendance were mostly economical. I
assessed the health facilities ability to provide emergency
obstetric care and it turned out, that none of the peripheral
heath facilities were equipped to do so. The regional hospital
could provide comprehensive emergency obstetric care but
during the one month I was there I observed five maternal
deaths that all should have been avoided. Two women died
from post-partum hemorrhage (PPH) without being managed
appropriately; another one had a retained placenta that was
not removed for 17 hours at the hospital and ended up in
severe sepsis; a fourth died from eclampsia and pulmonary
oedema after severe delays in management, not having
MgSO4 and not having blood pressure controlled; a fifth that
died from septic abortion had no evacuation for more than a
day.
I went through case files and other written material
and interviewed staff about maternal deaths for the last
three years. It turned out that almost all maternal deaths in
the Kagera Region happened at hospitals. I reviewed 62 cases
and came to the conclusion that five out of six maternal
deaths were caused by significant health facility delays; the
median time to provide emergency obstetric care was 47
hours. So it was not the women who came late, were
ignorant or negligent – it was the health providers. The
cultural barriers were not between a western and a

traditional perspective but were barriers inherent to a
professional working culture that was not evaluating and
improving its own performance. I strongly felt that I had to
change my focus from community delays to facility delays
and contacted Diana Winslow about doing an ALSO
intervention study. I got immediate back-up and during the
first half of 2008 I planned the first ALSO courses in
Tanzania; the course content was adapted to the African
context much inspired by ALSO Malawi.

Finally in September 2008 a “dream instructor
team” met in Bukoba at the west coast of Lake Victoria:
Mrs. Lena Mponda and Dr. Uwe Graf (ALSO Malawi), Grant
Smith and Jeffrey Wilkinson (Duke University, North
Carolina) and the author (second on the right).
We trained all the midwives and doctors involved
in childbirth at Kagera Regional Hospital in two courses – I
was excited to see how ALSO would be received; would
anybody show up at all? Oh yes! Everybody came and the
evaluation was overwhelmingly positive. I compared
various clinical outcomes at 500 deliveries before and 500
deliveries after the ALSO. For example, we collected and
weighed post partum bleeding. Before ALSO 33% of all
women delivering at the hospital lost more than 500 ml. of
blood and 9% more than 1000 ml. After the training the
incidence of PPH and severe PPH was reduced to 18% and
4%. The use of oxytocin, uterus massage and bimanual
compression clearly increased, so the 50% reduction in
incidence of PPH was a result of improved management
after the ALSO course.
continued on p. 3...

3

AAFP holds the 1st Web-based Educational Forum on Global Health
February 18, 2009 the AAFP Department of Medical Education held the first webinar on Global Health. 51 Family
Medicine Interest Groups (FMIG) across the nation participated in the forum. Each FMIG averaged thirteen students in
attendance outreaching over 600 medical students in one evening. For more information please visit:
http://fmignet.aafp.org/online/fmig/index/resources/fmigvideos/globalhealth.html
Q. For residents who have
interest in global health, are
there certain rotations they
should concentrate on or
electives they should take?
What can they do to prepare
if they intend to have a
career in global health?
C.H.: There are many ways
that one can prepare for a
Dr. Cindy Haq, Professor of Family global health experience. On
Medicine and Population Health
of the first steps is to do your
Sciences, Director of UW-Madison
Center for Global Health, was the homework and learn about
guest expert who answered the
the place you are going to as
questions of webinar participants much as possible. Find out
about the health system of the country, its health
problems and the burden of diseases. There are many
courses that one could take. Certainly, a Master of Public
Health is good preparation for global public health work.
But there are also short courses in tropical medicine. There
are distance education and web-based programs. If your
residency is connected to a University, sometimes there
are programs within that University that might help you
prepare. If your residency is connected to a University,

sometimes there are programs within that University that
might help you prepare.
But if you are in an area that does not offer those
programs, there are wonderful on-line global health
learning modules on many topics available through the
Global Health Education Consortium (GHEC). You can go to
the GHEC web-site and get a crash course on primary
health
care,
malaria,
HIV/AIDS
(http://globalhealthedu.org/modules/Pages/default.aspx).
There are additional materials on-line, such as the whole
text of “Diseases Control Priorities in Developing
Countries”, a great book that is now available entirely free
on the web (http://www.dcp2.org/pubs/DCP).
You can download the chapters and read up on your own.
When I first went to Uganda, I bought some books.
This was before the internet! I bought books on tropical
medicine and found whatever articles I could. Then I
packed my bag and hoped for the best. You do not need to
feel that you must know everything before you go. Part of
the adventure is that you learn as you go-especially if you
go with an attitude that you there to learn as well as to
give and share. This is a very important stance – not going
as the expert, but going as a very curious learner open to
finding out more. You are on an adventure. That stance
gives you credibility with your local hosts.

ALSO in Tanzania
…continued from page 2
PPH is directly the most important cause of maternal deaths and also
the most important risk factor for puerperal sepsis, another potentially fatal
complication. The immediate neonatal mortality was significantly reduced
after ALSO, while other parameters were not changed. For example, vacuum
extraction was not performed either before or after ALSO.
It was the first time ever that emergency obstetric care training was
assessed on clinical outcomes and the process has been very inspiring. We
are now trying to pool the experiences from ALSO programs in different
places in an African ALSO Network with the aim to document, improve and
disseminate ALSO in a third world context. For me, there is no doubt that
emergency obstetric care needs to be improved considerably and that ALSO
has a key role to play in reducing maternal deaths in developing countries. I
look very much forward to see how ALSO in Africa and other parts of the
world develops in the years to come.
On the picture: A Tanzanian participant of the ALSO course is doing bimanual
compression. Photos: courtesy of Bjarke Sorensen.
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Continuing Medical Education in Iraq
Crystal Wells, International Medical Corps
From North Carolina to New Zealand, doctors
have flown to Iraq to share the most modern medical
techniques with Iraqi health professionals. The doctors

techniques in action.”
International Medical Corps has worked in Iraq since
2003 to provide emergency relief while building the

are with International Medical Corps Medical
Alliance, a network of medical professionals
who are travelling to Iraq as part of a
Continuing Medical Education program. Now
on its second year, the program has brought
together hundreds of Iraqi medical
professionals, both Sunni and Shiite, to learn
best practices in pediatrics, cardiology,
reconstructive surgery, and many other
specialties.
For more than two decades,
professional development opportunities were
extremely limited for Iraq’s physicians,
restricting their exposure to advances in
medical knowledge, technologies, and
procedures. Many of Iraq’s doctors fled the
country, leaving less than seven doctors per
building program
program in
in Iraq:
Iraq: CME
CME on
on Integrating
Integrating Mental
10,000 people, according to the WHO. The Capacity
Capacity building
Mental Health
Health Services
Services into
into
Primary
Health
Care.
Photo
by
IMC.
Primary
Health
Care.
Photo
by
International
Medical
Corps
lack of medical staff, equipment, and
development eroded what once was one of the most country’s health capacity.
The Continuing Medical
advanced health care systems in the Middle East. As the Education program is a critical part of rebuilding Iraq’s
system declined, so did Iraqis’ health. The average life health system because it improves patient care and
expectancy is now 60.6 years, nearly seven years physician retention for a country that is trying to emerge
younger than what it was in 2000.
from instability and conflict.
“Despite working under incredibly adverse
“This [program] is an excellent opportunity to share
circumstances, these doctors are finding a way to do and learn and to rebuild and extend a sustainable
great things,” says volunteer Dr. Randy Sherman. “What professional network,” says Dr. Atia Al-Salihy, Chairman of
they don’t have are the resources to apply all the latest Iraqi RCOG Representative Committee Health Advisor in the
developments in burn treatment. Our aim was to give Office of the Prime Minister. “It is really about the new life
them an opportunity to observe many of these
we all seek in Iraq.”

Short-term Medical Brigades – a Supplement to a Longitudinal, Communitybased Project
… continued from p. 1
Our clinic in Pinares has a full-time Honduran
nurse, and we also employ a Honduran physician and a
Honduran dentist who each work one day per week
throughout the year. In addition, other longitudinal
projects include the Yo Puedo program (a girl’s leadership
development program), our school scholarship program,
and our nutrition programs (one targeted at children under
age 5 and one that targets school-age children). Our VCUThundermist coordinating committee works year-round

with our Honduran community partners to follow-up on
these projects and to discuss new project ideas. Our
coordinating committee in the U.S. also raises funds
needed to support the cost of ongoing programs.
Through combining the short-term medical
brigade with important longitudinal programs, and by
returning to the same community over and over, great
gains can be made in improving health over the long-term
and in enhancing relationships across cultures.
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Increasing Our Impact
Andrew Dykens, MD, Department of Family Medicine, University of Illinois-Chicago
US medical training institutions face profound
difficulties in the process of organizing global
health experiences, especially ones that consistently carry a
public health focus and strive, as a primary objective, to
build capacity within the host community. It is an
enormous challenge to transform our necessarily shortterm interventions (valuable in their own right) into a high
impact sustainable solution that has been primarily
developed by the host community, itself. We all practice
with consideration of a broader global view and desire that
our training efforts can be utilized as opportunities to
impact the extensive disparities that exist in communities
around the world. Some have proposed a Global Health
Corps as a possible solution that, while the eventual impact
may be substantial would not be feasible without the
creation of a large, costly structure, not to mention that this
solution would not fully utilize the valuable efforts and
resources of healthcare training institutions.
We have seen the impact that some medical
schools and residency programs can have with communities
in low income countries through long-term collaboration.
Would it be possible for US healthcare training institutions
to collaborate more effectively in this effort? To come
together through a more systematized process to impact
the health of global communities while providing valuable
global health education to our trainees?
Would it be possible for us to utilize an existing
structure such as Peace Corps, a governmental agency that

works in line with health systems, to connect us to
communities with identified needs and with the help of
volunteers as liaisons who are essentially anthropologists
carrying a wealth of knowledge of this local community?
These are all thoughts I have pondered, and this is a
conversation I welcome.
As my input, I would offer a solution such as
"Peace Care." With this global consideration, the vision
of "Peace Care" is to utilize the idealism of the Peace
Corps, the effectiveness of primary care, and the
determination of public health schools to positively
impact global health disparities.
Peace Care, in essence, would bring together the
two worlds of medicine and public health by including
professionals (and trainees) in communities in lowincome countries and in US Institutions through the
respected and well-engrained structure of the Peace
Corps. "Peace Care" could make it possible
for residency programs to quickly and efficiently set
up global health tracks with strong attention to principles
of sustainability, local input, health systems, and
appropriate technology. This may not be THE solution to
this discussion, but perhaps there would be value in the
development of a pilot project to study the impact of this
potential collaboration in the near future. Please visit
http://www.peacecare.org to read more about this
proposal, and contribute to this conversation by
contacting me at peacecareworld@gmail.com .

19th Wonca World Conference
of Family Doctors
Millenium Development Goals:
the Contribution of Family Medicine
19th – 23rd May 2010, Cancun, Mexico
www.wonca2010cancum.com

IMPROVING HEALTH
PROVIDING MEDICAL EDUCATION
DEVELOPING FAMILY MEDICINE WORLDWIDE

The Physicians With Heart partnership is going to the
Republic of Georgia for its annual humanitarian project in
October 28 – November 8, 2009
For more information: http://www.hearttoheart.org
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