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Every morning I wake up at 5:30 to
music. I can’t recognize any words,
Nichole with children in a Mekong village
only alleluia. From my bottom
close to the Vietnam border
bunk, I hear the crew’s
footsteps and the pounding of water as they hose down the deck before
morning clinic. As I wander out around 7, I watch the line of people, young
and old, stretch out down the dusty road farther than I can see. People
start lining up at midnight, sometimes earlier, so they can be first in line
and guaranteed a number, guaranteed to see the doctor. After breakfast,
the Khmer doctor hands out numbers, 80 most days. He simply asks, chou
ai?, where is your pain? (continued p. 2)
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Thus begins every morning on the Ship of Life, a floating clinic
with whom I had been fortunate to connect in 2009. The ship
travels the Mekong and Bassac Rivers, spending a week in
each village and providing healthcare to the people.
Healthcare in Cambodian villages is often hard to obtain with
understaffed health centers, limited medications, and not
nearly enough money to both eat and treat ailments as they
arrive. The ship is staffed entirely by a Khmer crew, including
a doctor, nurse, pharmacist, and dentist, but they do also
take clinical volunteers from abroad. As a medical student,
my role is often limited: counting pills, taking vitals, checking
blood sugars, directing the patients upstairs to see the nurse
or down the hall to the doctor’s office, occasionally cleaning
wounds or burns. I also interview women about their
experiences in childbirth to get a sense of the infant mortality
in Cambodia (UNICEF says the rate is about 68/1000).
I see every face that comes onto the ship. They ask me how
old I am, tell me my French-Canadian nose is beautiful. They
ask me through a translator (any of the crew, depending on
who is walking by) if I have a boyfriend, why I am not married.
They ask why they have a fever, tell me they can’t see well
(could they please have a pair of the glasses we give away?),
want to know why their labor lasted 15 hours. The old
women, the vieilles, run their fingers along my freckles and
kiss my cheeks, smiling with one, five, or a full mouth of
teeth. The children giggle to see the digital photos of
themselves, call out hello!, I love you!, the only phrases they
know.

Sometimes, I take the elbow of one of the elderly patients,
steadying them as they step onto the ship, watching them
courageously half-crawl up the stairs with arthritic knees
and kyphosis that nearly bends them in half. One day I see
a woman, slightly hunched and with the shaven head that
marks widowhood in Cambodia. She appears to be maybe
80 but could be ten years younger. As her son brings her to
the door of the ship and turns to go, he asks me in
surprisingly clear English, you will take care of her?
Of course, I reply, taking her arm as she steps from the
gangplank into the ship and guiding her up the steps that
would be steep for a much younger person much less
someone of her years and level of arthritis. As I leave her
on the back deck to get her vitals taken, her wrinkled face
breaks into a huge grin, revealing a smattering of
blackened teeth. She puts her palms together in the Khmer
gesture of greeting, and I return it before disappearing
back down the stairs to direct the rest of the day’s patients.
I have never before seen poverty at the level it is in
Cambodia, yet neither have I seen generosity or kindness
as I do there. The simplicity of life in Cambodia inspires me
to pare down my own excess to simply be more present;
the smiles of the people and joy in being with them bring
me back. As the sun sets over the villages in a myriad of
yellows and oranges, the first patients of the morning
traipse to the marker beginning the line for morning. I can
see their bobbing lights in the distance and wonder what
graces I will find in the morning.

Letter to the Editor -- Latin America and Family Medicine: Lessons from Havana
William B. Ventres, MD, MA & Viviana Martinez-Bianchi, MD, FAAFP
Havana, March 16, 2012.
The meeting is over.
We are sitting in the lobby of the Palco Hotel at the end of
the latest WONCA regional meeting of CIMF, the Latin
American Confederation of Family Medicine. (Think STFM
and the AAFP wrapped up as one, big, international, Spanish
and Portuguese speaking conglomeration of people.) It has
been a full five days of workshops and presentations during
the day, son and salsa at night. The backdrop of Cuba -where pre-1959 Pontiacs and Chevrolets rumble around the
streets and music from the Buena Vista Social Club mixes
with more recent rhythms of Afro-Cuban descent, where
universal medical care is tinged with a state-run political
philosophy, and where the 1959 revolution of Fidel and Che
is still front and center in daily conversation – has been a
particularly intriguing place for this meeting to occur. For
us, representing two-thirds of the entire visiting contingent
from the United States, it has provided us with much food
for thought about primary care medical education, about

the systematic delivery of appropriate health care, and
about our own roles as family physicians.
So, what did we learn here? We learned that all around Latin
America family medicine is recognized as the medical

3
(continued from p. 2)

discipline that is leading the way to attend to issues of
access, cost and quality. While the domains of practice for
family physicians vary from country to country, the principle
that family medicine can serve as the bedrock of any
functioning medical system are unquestioned.
We learned that the structure of practice – fundamentally
how and for what physicians are reimbursed – drives the
undergraduate and graduate models of education by which
physicians are produced. In Cuba, in Brazil, and in Paraguay,
to mention three notable examples, country-wide reform
efforts have pushed universities to increase dramatically the
numbers of recent graduates entering family medicine
training programs, programs that have also markedly grown
in quantity while trying to keep quality at its best.
We learned, as well, that family physicians all around the

Western Hemisphere and the Iberian Peninsula are
exploring ways to expand primary care medical services –
innovatively trying to reach those people who don’t come in
to the office, for example, working to manage the health of
whole populations – at the same time they struggle with
issues similar to those that family doctors face in the US,
including lower pay and a lack of respect from within the
larger medical community.
The CIMF meeting is over, and tomorrow we go back to our
homes in El Salvador and North Carolina, respectively. As
we return to our daily work, we will continue to ponder the
lessons learned from Latin American family physicians. In
doing so, as we also learned from our colleagues south of
the United States, we will continue to embrace the belief
that family physicians can be the guardians of health and
medical care . . . one person, one community, one country
at a time.

More about Wonca meetings and conferences
19th Wonca Asia Pacific Regional Conference
More than 2,000 family physicians attended the 19th WONCA Asia Pacific
Regional Meeting at Jeju Island, South Korea on May 24-27, 2012. Jun
David, MD, AAFP member, (first on the right) gave two lectures at this
meeting: “Treating the Depressed Addicted Patient” and as a panel
speaker for geriatrics on Avoiding Polypharmacy.
Attendees on this photo (Left to right), Dr. Ric Guanzon (Philippines), Dr.
Mohammed Ishaque (Fiji) and Dr. Sudha Nanthan (Malaysia). Dr. Rich
Roberts (not on the photo), current president of WONCA, was another
AAFP member who attended this meeting.

“I would like to encourage our members to participate in this important scientific, educational and cultural event
that further promotes and strengthens family medicine worldwide. The theme of the conference is “Family
Medicine – Care for Generations” and it uniquely summarizes the ability of family physicians to take
comprehensive care of people through the whole human cycle of their life. The conference program will feature 7
keynote speakers, including Dr. Margaret Chan, WHO Director-General, and a great number of oral and poster
presentations. You can be part of this exciting program. Check the conference website – www.wonca2013.com to
learn more about important dates, program at a glance, registration rates and social events”- Dan Ostergaard,
MD, President, Wonca North America Region, Member of the Wonca 2013 Prague Conference International
Advisory Board.
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Burn Care in Tanzania
Catherine Matthys, MD candidate
Georgetown University School of Medicine
On the outskirts of Sumbawanga, a rural town in Tanzania,
there are fires on nearly every street. People burn their
trash in little heaps alongside the road. The trash piles
seem to bend the laws of physics as they smolder from
sunset to sunset.
Just as there are fires on every street, there are burn
victims in every ward. I spent a year assisting in surgery at
Sumbwanga’s hospital. One of my most trying
experiences was helping to debride the wounds of a
patient who suffered severe burns over about 75% of her
body. The burns were not infected, and yet a terrible
smell filled the room. We finally turned the patient over
to discover an infected bed sore in her buttocks large
enough for me to comfortably fit my fist inside. Clearly
this patient had not received quality care.
The most depressing part, though, was the pediatric ward.
Children lay under wire domes with brightly colored cloths
draped over them in hopes of keeping out bacteria. Every
morning they were bathed in salt water. Whenever they
saw the cloth over them shift, they began screaming in
anticipation.
Right outside my hotel, a large fire seemed to be
constantly burning. The neighborhood children play by
the fire on a regular basis, chasing each other around it
and poking the coals with sticks. I warned them countless
times to stay clear of the area, but with no toys, they
weren’t willing to give up something as fun as flames. One
evening after visiting the pediatric ward, I came home to
find the children jumping over the fire. I snapped. “Don’t
play there,” I yelled at them in Swahili. “If I see you
playing there again, I’ll beat you!” I never thought I’d
threaten to beat preschoolers.
The outcomes of burn cases varied greatly depending on
factors such as the family’s income and education level. A
woman who sold snacks outside the hospital bore
extensive and disfiguring scars across one side of her face.
She could barely open her mouth. A little girl named Anna
who stole sweets from the nurses with her sly smile had

Patients at Sumbwanga’s Hospital

both hands destroyed by scar contractures. Her fingers were
pulled back like claws. She held the candies between her
wrists.
The daughter of a hotel owner suffered injuries far greater
than Anna’s when she fell into her mother’s cooking fire as a
toddler. The outcome, however, was very different. Her
mother is among the most educated in Sumbawanga. She
hired a personal nurse to give little Sara 24/7 care. She knew
about bacteria and boiled her daughters sheets twice a day.
No one else was allowed to touch the baby. Although it
pained her to do it, she moved her daughter’s joints to
prevent them from healing with contractures.
When her daughter first received the injuries, neighbors
came to say their goodbyes and plan the funeral. Now her
daughter is a happy, healthy, and exceedingly bright nineyear-old who schools her teachers in English. With
education and better medical care, more cases could end up
like Sara instead of Anna.
Burn cases in Tanzania highlight the importance of both
nurse training and public education about prevention. These
are needed in many areas of healthcare beyond burn care.
As a medical student, I enjoy learning about complicated or
unusual medical cases. Teaching nurses about bed sores
isn’t always one of my top priorities, although perhaps it
should be. The cases of Anna and Sara taught me that
sometimes the biggest improvements to healthcare are the
simplest ones.
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Japanese Family Doctors worth their salt after devastating tsunami and nuclear disaster:
Reflections over a year later.
Michael D. Fetters, MD, MPH, MA, University of Michigan
Family physician and Vice-President of the Japan Primary Care Association, Yukishige Ishibashi was seeing patients as
usual in his office in Tokyo when the Great East Japan Earthquake struck on March, 11, 2011. Ishibashi says, “We have a
lot of earthquakes in Japan. At first, I wasn’t too surprised, but my building was shaking, electric poles were rocking, and
it lasted a long time, five minutes.” On television, he learned the quake occurred in Tohoku, 232 miles away, so he knew
it was massive. He kept his clinic open late in case any injured patients showed up, checked on his family, and arduously
made his way home on a paralyzed public transportation network.
News the next day revealed the terrifying 9.0 magnitude earthquake produced an ominous 133 ft. high tsunami traveling
6 miles inland. With a membership eager to help, Ishibashi stepped up to lead JPCA efforts—it sent condolences to
families, collected medical supplies, and coordinated dispatch of a damage assessment team. They established the Japan
Primary Care Association Disaster Relief Project “Primary Care for All Team” ( PCAT). Ishibashi explains, “As disaster
management teams have responsibility for the first 72 hours, PCAT developed a multi-arm strategy to provide long term
medical support, conduct home care visits, support the primary care docs in the disaster area and coordinate efforts
with other health professionals.” PCAT leveraged membership connections through hospitals in the region to serve as
medical hubs for volunteer activities.
In the aftermath of the quake, medical needs changed quickly from acute to chronic problems. PCAT volunteers filled
gaps of emergency response teams by supporting vulnerable populations, e.g., pregnant women, babies, debilitated and
terminally ill home bound elderly, and providing mental health care. Noting the strengths of family physicians Ishibashi
says, “An emergency medicine doctor can help in the first three days, but a family doctor can work in the emergency
period, and the time that follows to manage chronic problems.”
PCAT developed a training program to prepare volunteer doctors going into the disaster. Volunteers supported local
practitioners, many who were exhausted from their initial responses when there was no support. Volunteers worked
after hours as disaster relief groups focused on 9-5 schedules. PCAT also assisted by providing autopsies - a task, local
doctors couldn’t bear. Ishibashi reflects, “Family physicians provided support for clinics, and small hospitals and provided
outpatient care. Family physicians could fill in for any work other specialists couldn’t do. Family doctors can do anything.
Many wonderful doctors took time off and helped.” As infectious diseases began breaking out in shelters, PCAT
members provided pneumococcal vaccines in Kessenuma. Inquisitively, they noted emerging chronic diseases at the
population-level, diabetes in the hilly town of Idate where disaster victims couldn’t safely exercise, and hypertension in a
heavily damaged area Miyagi where survivors could exercise, but were highly stressed. PCAT collaborating with
psychologists also created “psychiatric first aid” to provide mental support to police, firemen, health care and other
professionals working in the disaster zone.
Reflecting about the first year after the disaster and PCATs contribution, the humble Ishibashi ponders how Japan’s
family doctors could have done more. An assessment of PCAT activities is ongoing to better prepare for when disaster
strikes again. While the Japanese government and other specialties still do not recognize family medicine as a specialty,
Japan’s family doctors proved they are worth their salt.

(This is a follow-up story from University of Michigan about the importance of family physicians in the disaster relief
areas in Japan. The first article can be accessed at www.aafp.org/international/newsletter, Summer 2011)
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Moonlighting in Chinese: notes from my China
travel journal
Tom Anderson, MD
….My mentor (and mentee) is Dr. Chen (her chosen
American name is Ashley), a professor in the Family
Medicine department. We have been paired with each
other for the duration of my time in China – her job is to
teach me about Chinese medicine and my job is to teach
her about Western Medicine. At the same time, we are
both responsible for teaching medical students and
residents how to take care of patients.
Ashley and I continue our struggle to work together. She
Dr. Chen (right) and Dr. Anderson at a patient case presentation
really is a bright lady and does go out of her way to be
session with residents from Sir Run Run Shaw Hospital, Hangzhou,
polite and respectful. But we have our differences. Her
China
English, although not highly polished, is several orders of
magnitude better than my skill with Chinese. And of course
of idioms, especially since she has to translate all of my
we have an inevitable, but hopefully surmountable, cultural lectures, on the fly, so to speak. Now that’s an idiom that
divide. Our medical training has also taken different paths: I would cause a lot of people to stumble! Here’s an exercise:
have strong philosophical and scientific reservations about
try to explain the following to someone from another
some of the treatments she chooses for various conditions;
culture: “moonlighting; red herring; getting on a soap box.”
I’m sure she feels the same way about my practice of
Ashley and I try to moderate our differences in order to
medicine. And she sometimes gets frustrated with my use
present a unified front to our students. ..

Which skills (procedural or otherwise) would be most useful for Family
Physicians who are interested in pursuing global medicine?
Through the “Ask the Expert” section of the newsletter, we asked this question to:
Calvin Wilson, MD, Associate Professor of Family Medicine
Director of the Center for Global Health
University of Colorado School of Medicine
Below is Dr. Wilson’s response:
I agree with those who talk about the difficulty in establishing a list of needed skills for global health work because of the
varying context of the medical needs and system in various parts of the world. It is especially seen in central and east
Africa, where the needed skills lean very heavily toward hospital practice, complex obstetrics and gynecology, expanded
surgical skills, and public health/community medicine, which are significantly different from the ambulatory and preventive
medicine skills which are the focus of most North American and European FPs and many middle income countries.
However, I do see some commonalities emerging in some of the needed skills and competencies for North American FPs
interested in global medicine. Although some of these competencies may be traditionally associated with experienced
academic FPs, I have seen some remarkable, recently-graduated FPs with many of these skills already well developed.
Here are some thoughts:
•

Excellent teaching skills – the most needed role of global FPs now is in training national FPs (and students and
nurses and clinical associates/PAs) and in helping to develop their nascent family medicine programs, rather than
simply providing clinical services.

•

Organizational skills – related to the teaching and program development. This often includes helping in the
development of CME programs for local FPs and GPs, assistance in development of local or national Associations of
Family Physicians, etc.
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•

Faculty development skills – also related to teaching and program development. The development, mentoring
and nurturing of new Family Medicine teachers is the key to the sustainability of any local FP initiative.

•

Cultural awareness and ability to adapt and flex – This Is an attitudinal competency, which can be nurtured and
developed if not naturally innate. It is a key to being effective versus being marginalized in a host culture, and
sometimes means accepting local norms regarding productivity, time utilization, and expectations; which can be
initially traumatic to efficient, time and quality conscious North Americans! In many cultures, this also means
learning to accept a community-oriented approach to decision making rather than an individualistic approach.

•

Excellent evidence-based clinical skills, with additional or self-training on clinical problems seen in the host
environment but not often seen in North America – This is almost self-evident; we have got to know our stuff
before we can offer clinical care in challenging international settings, or presume to teach or model it to others.

•

Procedural and surgical skills – I will not add to the previous discussion – as mentioned the need for these will vary
by region and health system

•

Public health training and skills – this may be considered optional, but an MPH (or equivalent community
experience) can open doors in developing countries that are closed to someone with only clinical skills. In the
grand scheme of improving the health of a community or nation, we must recognize that a population-based,
preventive health approach will often result in much better health indices than simply offering clinical services.

•

A life style that allows for regular and repeated, or long-term involvement in a selected global health area. This is
perhaps the most difficult, but those who are really serious about significant global health activities find that they
must sometimes make some difficult decisions regarding family, debt load, personal wealth, and career
commitments. So far, it is almost universally observed that “no one gets rich doing global health” – on the
contrary, most of us invest significant amounts of our disposable time and income to allow us to work in global
health, and often cultivate a life-style and career that allows this flexibility. However, for most of us, the rewards
are worth the effort!

There are others that could be discussed, but these are what I have personally seen as the “basic skill set” for global health
aspirants.
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