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 SAD NEWS

In August 2006 Dr. Esmat Ezzat passed 

away in her villa in Ismaila, Egypt. 

Dr. Ezzat was a former Secretary 

General and Honorary Member of The 

Network: TUFH. We will miss her very 

much, and remember her with warmth 

in our heart. So will Dr. Wagdy Talaat; 

he wrote a beautiful obituary for 

Dr. Ezzat, which you can read on 

page 26.page 26.

Other - much more trivial - news: Other - much more trivial - news: 

this Newsletter’s distribution list will this Newsletter’s distribution list will 

undergo some changes. Some of you undergo some changes. Some of you 

will keep receiving a paper copy of this will keep receiving a paper copy of this 

Newsletter, others will not. For the Newsletter, others will not. For the 

latter, the Newsletter will always be latter, the Newsletter will always be 

available via www.the-networktufh.org

of course. You’ll find more details of course. You’ll find more details 

in the letter that accompanies in the letter that accompanies 

this Newsletter.this Newsletter.

Marion Stijnen and Marion Stijnen and 

Pauline VluggenPauline Vluggen

Editors

In the Newsletter we refer to 

The Network: Towards Unity for Health 

as The Network: TUFH.
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a Reciprocal Transfer   
         of Innovations 
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In Kenya we have less than 5000 medical 

doctors for a country of 32 million people. 

We need to educate more doctors, doctors 

that will not leave Kenya to work abroad. 

the first students arrived at Moi medical 

school in 1990. since then we have gradu-

ated over 350 doctors, 80% of whom 

stayed in Kenya. And out of 71 districts in 

Kenya, more than 50% have health offi-

cers that are students graduated from Moi 

University. Why did so many make the 

decision to stay? there are several reasons. 

First, we use community-based education 

in the training of our students (something 

that we have shared with like-minded 

institutions as Makerere University in 

Uganda and the catholic University of 

Mozambique). this approach has made our 

students socially more accountable to the 

Kenyan communities. What also influ-

enced many of our students were the elec-

tives abroad. After experiencing health-

care systems - and life in general - else-

where, they were able to compare and 

choose; many of them chose Kenya. 

of course we also encounter problems, as 

any medical school does. our university 

hospital is one example: with 500 beds it 

is too small for us to teach our students. 

We are tackling this problem together with 

the Kenyan Government and our interna-

tional partners (e.g. from Indiana, UsA 

and Maastricht, the netherlands); we have 

now two new teaching laboratories, a new 

intensive care unit, facilities for 15 health 

centres in western Kenya, and plans for a 

new maternity and newborn unit. 

staff recruitment was another hurdle we 

encountered when starting Moi medical 

school; it was difficult, because we are far 

away from the capital city. We solved this 

problem not only by hiring professors from 

outside Kenya, but also by recruiting and 

training our former graduates. Linköping 

University (sweden) and Maastricht 

Dr. Arthur Kaufman and Dr. Simeon Mining

University (the netherlands) were a big 

help in faculty development.

We have been able to sustain and improve 

our programme in the past 15 years, 

thanks to our programmes, and to our 

international collaborations.

  Simeon Mining| EC Member; Senior 

Lecturer, Faculty of Medicine,  

Moi University, Kenya

 Email: mining@mtrh.org

Moi University teaches us many things and 

Dr. Mining points to some of them. one is 

the importance of ‘community-based med-

ical education’ as a strategy for reducing 

the out-migration of health professionals 

from developing countries. Moi’s rate of 

80% retention of graduates in Kenya is 

remarkable! Another is the important role 

of ‘sister’ institutions in industrialised 

countries which can mobilise resources 

and technical assistance to schools in 

developing countries.

However, a reciprocal transfer of innova-

tions is in order. Few academic health 

centres in the West can emulate the inten-

sity and duration of the coBes (commu-

nity-based education) attachments by stu-

dents in African countries with these pro-

grammes. these models should be imported 

‘south to north’. I brought to Ghent - to 

attend the network: tUFH conference - 

Augustine chavez, a young doctor from 

new Mexico. though we pride ourselves on 

community-based education in new 

Mexico, he observed that students from 

Uganda described returning to the same 

village in different phases of their educa-

tion, building on their previous surveys 

and projects. He felt our advanced tech-

nology is not as important to community 

health as the coBes model and so he is 

developing ideas for how we can transfer 

aspects of this rich African experience. 

When I visited Moi University at the 

network conference some years back, Dr. 

Mining introduced me to a young doctor 

working with volunteer village health 

workers. they were conducting a preven-

tion programme against malaria. school 

children were enlisted to compete for priz-

es by seeing who could pick up more plas-

tic refuse in the community, since plastic 

collects stagnant water, a breeding ground 

for malaria-bearing mosquitoes. soon, the 

children cleared the village of this non-

biodegradable waste. Impressed with 

these models, in new Mexico we are 

employing an ever-growing number of 

community health workers.

  Arthur Kaufman| Secretary General

  Email: akaufman@salud.unm.edu
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In spring 2006 we were offered the opportu-

nity by our university (Maastricht University) 

to participate in that year’s network: tUFH 

conference in Ghent, Belgium. Having 

worked actively in the fields of both (medi-

cal) education and international collabora-

tion, our attention was drawn immediately 

to this unique organisation about which we 

had heard a lot already. now was the time 

to get involved!

conference venue Het Pand was a beautiful 

location to get to know the network: tUFH 

and its members. the pre-conference day 

was a perfect start of a great week due to 

its small scale character and friendly atmo-

sphere. We appreciated the interaction 

with all the participants, green and white 

badged, throughout the whole conference. 

It was amazing to see so many different 

persons from all over the world getting 

to know each other, and it felt great that 

everyone was greatly interested in other 

participants and projects. 

this genuine interest was expressed not 

only during sessions, where professors lis-

tened to students and experts paid atten-

tion to newbees’ opinions, but also after-

wards. throughout the conference there 

was ample time to meet and discuss a wide 

range of topics at a wide range of locations: 

global endemics in a 16th century lecture 

hall, personal hobbies at a baroque opera 

house, or peer education projects on one of 

the small wobbly boats while admiring the 

canals of Ghent. 

one thing we liked in particular was the 

student-friendliness of the entire confer-

ence. As mentioned before; people were 

very interested in our (that is: all the 

students who participated) projects, and 

THE NETWORK: TUFH IN aCTION

aNNUaL INTERNaTIONaL CONFERENCE
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every year the network: tUFH organises an international scientific and networking conference. Here you find a retrospective of this 
years conference (Ghent, Belgium from 9 - 14 september), and a preview of the 2007 conference in Kampala, Uganda.

tended to be very enthusiastic about our 

contributions to the conference. the stu-

dent poster sessions were a good starting 

point to learn more about the ongoing stu-

dent initiatives from all over the globe. the 

workshops conducted by students attracted 

lots of participants from all ages, all levels 

of experience, all continents.  

this feeling of actually being part of the 

conference, as opposed to being just 

bystanders, lasted throughout the confer-

ence. It was a hugely satisfying and encour-

aging experience, and we owe a big thank 

you to all the participants who contributed 

towards this feeling. the special mentor/

mentee system worked pretty well to start 

off, but at the end of the week we felt like 

having dozens of mentors!

We would like to share with the readers of 

this newsletter a unique experience that 

this conference brought us that we will 

never forget. one night, the students of 

Ghent (who by the way did an amazing job 

throughout the whole week) took the stu-

dent participants - and some very young at 

heart professors - out to the city centre. We 

“We Particularly Liked 
     the student-friendliness of the conference”

bought some drinks and sat in a large circle 

on the water side of a small canal. Here we 

spent a memorable time playing games, 

singing songs and dancing ‘Wizard of oz’ 

like we all had known each other already 

for years. All who were there that night will 

agree: we felt connected and ‘united’ - at 

least for that moment. 

In our view the network: tUFH is a diverse 

global network which is reflected by the 

different countries and regions of origin of 

the members and conference participants, 

their different languages, activities, cul-

tures, opinions and backgrounds. But most 

of all we enjoyed discovering the similari-

ties between all those wonderful people. to 

be surrounded by all of them during a week 

in such an atmosphere was an eye-opening 

experience that definitely strengthened our 

ambition to improve health and healthcare 

in this world!

Robbert Duvivier and Emmaline Brouwer 

| Medical students at Maastricht 

University, the Netherlands

Email: e.brouwer@student.unimaas.nl

Ms. Emmaline Brouwer and Mr. Robbert Duvivier at work at the Conference in Ghent
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once again, the network: tUFH staff pro-

vided conference attendees with an incred-

ible week of education, collegiality and cul-

tural events. During the five days, our 

conference evaluation team was hard at 

work talking with attendees about what 

was great, what was not so great and what 

they might like to see in future conferences. 

our intent is to provide members with the 

most valuable experience when attending 

our annual conference and give attendees 

an avenue to help design and format future 

conferences. 

For this year, an overall conference evalua-

tion was completed showing a mean score 

of 4.5 out of 5.0 (n=70) and another evalu-

ation referencing the pre-conference and 

mini-workshops showing a mean score of 

4.27 out of 5.0 (n=373)! these scores in 

themselves show an impressive result for 

our organisers and presenters, but the data 

contained in each survey provides a wealth 

of information on specific action items to 

be used in improving next year’s venue. In 

addition to the written surveys, the evalua-

tion team interviewed 20 conference par-

ticipants about their thoughts on the con-

ference. As always, attendees pointed out 

that the opportunity to network among 

such an exceptionally diverse group of in-

ternational healthcare professionals was 

unprecedented. the following points sum-

marise what participants appreciated about 

the conference: the ability to share commu-

nity projects in depth through structured 

poster sessions; the site visits provided 

great insight into our host communities; the 

breadth of daily sessions kept participants’ 

interests; and the sights in the extraordi-

nary city of Ghent. Areas which conference 

attendees felt might help improve the 2007 

conference included: the provision of par-

ticular tracks for attendees to help select 

sessions across sub-themes; assurance of 

consistency among facilitators/moderators 

through a simple training format (time, di-

dactics, participatory exercises, materials); 

further assistance in travel planning; keep 

overall costs lower; and more attention paid 

to the balance of academics versus commu-

nity material. 

We look forward to the 2007 conference in 

Kampala, Uganda, and the opportunity to 

provide participants with an environment 

of continuous learning; to enrich the health 

of our communities through the sharing of 

experiences and knowledge.

Joseph Ichter | Ghent Conference 

Evaluation Chair

Email: jichter@salud.unm.edu

Improving  
      Your conference experiences

WINNINg POSTERS

the following posters were awarded with 

a prize during the network: tUFH 

conference in Ghent, Belgium:

•  Best poster award: Curriculum 

Development at a Midlevel Medical 

Worker Programme in South Africa,  

by selma smith (Republic of south 

Africa).

•  Poster award: A Survey of Student’s 

Views about Lesson Plan Implementa-

tion in the Nursing and Paramedical 

Faculties of Kashan University of 

Medical Sciences, by Mehrdad Mahdian 

(Islamic Republic of Iran).

•  Poster award: Ethical Regulations  

of Human Research Projects in 

Developing Countries, by caroline 

Mailloux (United states of America).

Best Poster at the 2006 Conference in 

Ghent, Belgium

OUR INTENT 
IS TO PROVIDE 
MEMBERS WITH 
THE MOST VALU-
ABLE ExPERIENCE 
WHEN ATTEND-
ING OUR ANNUAL 
CONFERENCE 
AND GIVE 
ATTENDEES AN 
AVENUE TO HELP 
DESIGN AND 
FORMAT FUTURE 
CONFERENCES.
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THE NETWORK: TUFH IN aCTION

6

aNNUaL INTERNaTIONaL CONFERENCE

organising a network: tUFH conference was 

a life changing experience for us. We really 

felt like ‘citizens of the world’ when commu-

nicating with participants, consulates, em-

bassies, universities and organisations from 

over 40 countries. But we were also confront-

ed with what a ‘fortress’ europe had become, 

and all its consequences. 

We set goal to attract new people to the 

2006 conference, and therefore were very 

happy to learn that 60% of the participants 

attended for the first time. this new input 

from countries as Romania, ecuador and 

Zimbabwe undeniably broadened the per-

spective of the conference and strengthened 

the existing network. 

organising this conference was also a chal-

lenging intellectual task: defining the con-

ference theme (improving social account-

ability), making this theme relevant by 

bringing together contributions in a compre-

hensive way, and reviewing abstracts. It also 

gave us an opportunity to set up a dialogue 

on the conference theme with the local com-

munity and stakeholders. We hope that the 

involvement of the governmental stakehold-

ers in the conference will also have a long-

term effect, as it might have enhanced their 

awareness of the importance of social  

accountability as a criterion in future deci-

sion processes. Additionally, the large finan-

cial support we received from these institu-

tions and others made it possible to organise 

a financial ‘healthy’ conference and to  

financially support 24 participants. 

Finally, the most heart-warming experience 

in the organisation of this conference was 

probably the fruitful and close co-operation 

with the students. the Ghent students, work-

ing in the framework of sno, experienced 

this also as ‘their’ conference. As a continua-

tion of the conference they are actually or-

ganising several activities in which they 

want to evoke the positive and open atmo-

sphere they experienced during the confer-

ence.

For future conferences we would suggest 

emphasising the co-operation with other im-

portant actors. During this conference the 

World organisation of Family Medicine 

(WoncA) was explicitly present, and this in-

teraction has been followed up in explora-

tion of future possibilities for co-operation.

We wish the organising committee of the 

2007 conference in Uganda a similar life 

changing experience! 

Sara Willems and Jan De Maeseneer | 

Organising Committee Conference Ghent, 

Belgium

Email: sara.willems@ugent.be

    Reflections of    
the organising committee 

Mission control at the Conference venue

THE 2007 CONFERENCE

In september 2007 the network: tUFH will 

organise its annual conference in collabo-

ration with the Faculty of Medicine, Maker-

ere University, Uganda. this conference 

will be held in Kampala, Uganda, septem-

ber 15 - 20, 2007.

the theme of the conference is Human Re-

sources for Health: Recruitment, Education 

and Retention.

After the conference (september 21 - 23) 

there will be an optional Post-conference 

excursion to Faculty of Medicine, Mbarara 

University of science and technology,  

Uganda.

conference site:

www.the-networktufh.org/conference/

Preliminary programme:

www.the-networktufh.org/conference/

programme.asp

Registration:

www.the-networktufh.org/conference/

registration.asp

www.the-networktufh.org/conference/

registrationform.asp

Please note that the deadline for early  

registration is June 1, 2007.

Abstract submission (for Mini-workshops or 

thematic Poster sessions):

www.the-networktufh.org/conference/ 

abstractchoice.asp

IT WAS A 
LIFE CHANGING 
ExPERIENCE.
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that they can understand and use written 

materials. If this were the case, I would cer-

tainly promote this text as filling the niche 

and would recommend its translation into 

languages spoken by traditional midwives 

all over the developing world.

This review has been published before in edu-

cation for Health, Volume 19, no. 1, 2006.

Fiona MacVane Phipps | Lecturer in 

Midwifery & Women’s health, University 

of Bradford, United Kingdom

Email: f.e.m.phipps@bradford.ac.uk

be created by midwives or women are shown 

being used in childbirth and community edu-

cation. Many of these could be used success-

fully in any western skills lab setting to re-

place or augment expensive teaching 

models.

As much as I liked this book, my one problem 

was ascertaining for whom, exactly, it was 

produced. With its emphasis on midwifery as 

a vocation of love rather than remuneration 

and with such a strong community focus, 

this book was clearly, not written for the 

‘professional’ midwife. that is not to say that 

there are not many lessons which could, and 

should, be learned by professionals, but the 

focus of this text seems to be for the tradi-

tional birth attendant, or tBA. As tBAs are 

usually apprentice-trained rather than for-

mally educated, they may not be literate and 

almost certainly would not be familiar with 

the english language. Furthermore, the cur-

rent World Health organization policy seems 

to be the eradication of tBAs in favour of 

professional birth attendants (World Health 

Report 2005). Perhaps it is time to re-visit 

that policy as this book demonstrates just 

how skilled many traditional midwives are 

and how they can be helped to provide an 

even safer standard of care combining the 

best of medical and traditional knowledge.  

A more holistic and realistic policy to that of 

replacing all tBAs with professionals, might 

be to ensure that all traditional midwives 

have access to a basic education to ensure 

Book Review of: A Book for Midwives

Authors: susan Klein, suellen Miller, and 

Fiona thomson 

IsBn: 0-942364-23-6, pp 527

A Book for Midwives is a comprehensive and 

beautifully illustrated textbook which en-

capsulates the knowledge necessary for safe 

midwifery practice in any setting. not only 

does this text cover the basic knowledge 

about antenatal, intranatal and postnatal 

care as well as the standard midwifery texts, 

it does so in a way that makes that care 

available to and relevant for midwives in ru-

ral communities within developing coun-

tries. 

Midwives learn how to assess women at all 

stages of pregnancy and labour to enable 

them to confirm normality or to recognise 

problems requiring transfer to a medical fa-

cility.  they are guided in the use of appropri-

ate, and the avoidance of inappropriate, 

technology and encouraged to use tradition-

al knowledge safely and effectively.

However, this book goes far beyond basic 

maternity care to enable the rural midwife to 

become a trusted and respected member of 

her community. this guide explores topics 

such as: women’s health, changing commu-

nity attitudes, adapting cultural beliefs, 

finding creative solutions to problems such 

as lack of transport and many more. Finally it 

covers advanced skills such as external ce-

phalic version, pregnancy termination, pre-

vention and treatment of stIs and family 

planning.

As someone very involved with clinical skills 

training and preparation of clinical educa-

tors, one of my favourite things about this 

text is the all-encompassing emphasis on 

education. It is about working together with 

women to improve the health of the whole 

community. simple teaching aids which can 

a Book   
      for Midwives 

BOOK REVIEW

THIS BOOk 
GOES FAR 
BEYOND BASIC 
MATERNITY 
CARE TO ENABLE 
THE RURAL 
MIDWIFE TO 
BECOME A 
TRUSTED AND 
RESPECTED 
MEMBER OF 
HER COMMUNITY.
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8

EdUCaTION FOR HEaLTH

changes in education are more productive 

when correlated to changes in healthcare, 

and vice versa. A system vision is essential 

to appreciate how our position can influ-

ence others and how others can influence 

us. the pentagram shows that forces for 

change must direct their efforts to serve 

the common and central purpose of meet-

ing people’s needs, highlighting a neces-

sity for integration of health activities and 

partnership. Hence, the network: tUFH 

wants to enlarge its membership to policy-

makers, health service organisations, pro-

fessional associations, health profession 

schools and civil society representatives. 

How can all these pieces come together 

and function productively? Do we know of 

projects where it is beginning to happen? 

What are the major challenges and con-

straints? can network: tUFH field projects 

induce new dynamics that will benefit  

both educational institutions and the over-

all healthcare system? How can local proj-

ects influence policies at a higher level? 

Special Issue EfH:  
      exemplary network: tUFH 
Field experiences 

Answering such questions is the ambition 

of a special issue of the journal Education 

for Health, to be available mid 2007, in 

reviewing exemplary field experiences 

world-wide and presenting commentaries 

from distinguished health leaders. Hopefully 

it will widen our vision on strategies to cre-

ate a ‘unity’ of purpose and action among 

key players and point out new exciting 

areas for research and development.

Charles Boelen | Guest editor of the 

special issue of Education for Health; 

International consultant in health  

systems and health personnel; Former 

coordinator of the WHO programme of 

human resources for health

Email: boelen.charles@wanadoo.fr

EFH IN 
ELECTRONIC FORMaT
the co-editors and staff of Educa-

tion for Health would like to an-

nounce that future Volumes of  

Education for Health will no longer 

be distributed through a publishing 

house. Instead, the network: tUFH 

will host the journal exclusively in 

electronic format.

as of March 2007, Education for 

Health will be available free of 

charge to all Internet users at the 

following URL: 

www.educationforhealth.net

For more information, please contact: 

efh@network.unimaas.nl

EFH TaBLE OF CONTENTS

For the table of contents of Education for 

Health - Vol. 19, no. 2 please visit 

www.the-networktufh.org/publications_ 

resources/educationforhealth.asp  

(click on table of content)
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HEaLTH RESEaRCH

Limited evidence is available in primary 

care literature which describes how type 2 

diabetes mellitus patients are targeted for 

multidisciplinary care, according to the dif-

ferent stages of the disease. It is acknowl-

edged that General Practitioners (GPs) play 

a central role in treating, guiding and moti-

vating patients to adhere to the treatment 

plan. Guidelines suggest the involvement of 

caregivers other than GPs, especially when 

therapeutic targets are not met. the use 

of multidisciplinary care by GPs can be en-

hanced through extended support, includ-

ing evidence-based guidelines, feedback, 

and a nearby diabetes support team that 

acts as a complementary partner in care.

In a trial conducted in a primary care set-

ting of 320.000 inhabitants in Belgium, 

the referral behaviour of GPs to multidisci-

plinary diabetes support teams was anal-

ysed. the diabetes support teams consisted 

of internists, educators, dieticians, health 

psychologists, and ophthalmologists. the 

intervention group received extended multi- 

disciplinary support, whereas the control 

group received minimal support close to 

regular care. GPs in the intervention group 

could ask for interventions of high level 

educators in their own practice, or could 

decide the educator to visit the patient at 

home. the use of a free phone number as a 

single point of access to the diabetes sup-

port team, the presence at team meetings, 

interventions of a health psychologist, and 

the provision of extended reports on the 

patient’s condition, were also offered to GPs 

in the intervention group. sixty-eight GPs in 

the intervention group and 45 GPs in the 

control group brought in respectively 1568 

and 906 diabetes mellitus type 2 patients.

After a 12 month implementation period, 

85% of the GPs in the intervention group 

and 66% of the GPs in the control group 

referred respectively 196 (13%) and 68 

(8%) patients to the diabetes support 

teams, resulting in 650 diabetes consulta-

tions. comparing users and non users of the 

diabetes support teams, values of glycated 

haemoglobin (HbA1c) proved to predict the 

use of the diabetes support teams by GPs 

(p<0.0001). the odds ratio was 1.5710 for 

each percent increase in HbA1c. Lack of gly-

cemic control is likely to trigger the refer-

ring behaviour of GPs and can serve as an 

indicator to consider multidisciplinary sup-

port in general practice for type 2 diabetes 

mellitus patients.

 

Liesbeth Borgermans, Geert Goderis, 

Jan Wijffels, Carine Van Den Broeke, 

Jan Heyrman | Department of General 

Practice, Catholic University of Leuven, 

Belgium. 

Email: liesbeth.borgermans@med.kuleuven.be

Referral Behaviour of gPs    
       to Diabetes support teams
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HEaLTH SERVICES

BIOETHICS LISTSERV

the Bioethics Listserv serves as a forum 

for network: tUFH members and support-

ers to discuss pertinent issues related to 

healthcare, ethics, and research. such  

issues include:

•  strategies to build bioethics capacity,

•  bioethics curricula at home institu-

tions,

•  strategies to improve research regula-

tion at home institutions,

•  informed consent,

•  structures of ethical Review commit-

tees (Rec) and Institutional Review 

Boards (IRB),

•  north-south research partnerships and 

exchange programmes,

•  human subject research,

•  the role of pharmaceutical companies 

in ethical research, and

•  HIV AIDs and research.

Researchers avoid more stringent west-

ern ethical regulations by carrying out 

clinical trials in resource poor settings. 

this approach makes developing coun-

tries particularly susceptible to human 

testing, questionable research ethics, 

and financial conflicts of interest among 

western researchers.   

How can network: tUFH schools work to 

improve the capacity of Recs and IRBs 

and prevent conflict of interest? What 

are your experiences with north-south 

research collaboration?

Please contact caroline@ghets.org if you 

are interested in contributing to these 

on-going conversations, and in joining 

the listserv.

THE USE OF 
MULTIDISCI-
PLINARY CARE 
BY GPS CAN BE 
ENHANCED 
THROUGH 
ExTENDED 
SUPPORT.



Mobile Unit Services visit the elderly two-three times per week
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Assessment Procedure for the elderly 

(cAPe) was used to assess the well-being 

and behavioural disabilities of the elderly. 

It contains 18 items covering four areas: 

physical disability, apathy or inactivity, 

communication difficulties, and social dis-

turbance. nurses were trained to assess 

the elderly and complete those forms. 

Physical disabilities were most often 

related to mobility. Disabilities affecting 

bathing were higher among the home-

cared elderly than the institutionalised 

(100% versus 93%) and the same pattern 

was found for walking (100% versus 95%). 

In addition, more home-cared elderly were 

in bed during the day (100% versus 34%, 

p < 0.001) and fewer were confused than 

the institutionalised group (39% versus 

64%). the percentage of elderly who were 

incontinent was higher in the institution-

alised group (50% versus 17%).

More of the home-cared elderly were able 

to establish good relations with others 

than the institutionalised (89% versus 

45%). And more of them were willing to 

co-operate and do things when asked 

(83% versus 39%).

the home-cared group were better com-

municators than the institutionalised 

(78% versus 57%); they also understood 

better when others communicated with 

them (83% versus 54%).  

World-wide the number of people over 65 

years of age is increasing. However, this 

population is relatively stable in devel-

oped countries. In Bahrain, 5% of the 

population is above 60, a percentage that 

is anticipated to rise to 25% by the year 

2050. Approximately 1.33% over 65 are 

living in residential care.

As the overall number of elderly people 

increases, there is a corresponding rise in 

the number of older persons with disabili-

ties.  It is estimated that by the age of 

65-75 years, 3% will have some cognitive 

impairment, and that by the age of 85 

years nearly half may be demented. 

However, this percentage rises to 66% 

when the elderly are institutionalised.  

It has been Bahrain’s government policy 

not to license any more than the two exist-

ing elderly homes in the country. therefore, 

in 1994 Mobile Unit services (MUs) were 

established for the provision of personal 

care, nursing care, physiotherapy and other 

services to the elderly in their own homes. 

each unit consists of a team of four (nurse, 

auxiliary, physiotherapist and helper) that 

visit the elderly two-three times per week. 

Comparing

In our study we have attempted to  

compare levels of disability between the 

elderly admitted to an institution and 

those who remained in their homes and 

were offered services by MUs. the clifton 

IMPROVINg HEaLTH

the home-cared group socialised better 

than the institutionalised and had no dif-

ficulty establishing good relations with 

others. they were also less objectionable 

to others during the day. More of the 

elderly who were admitted to residential 

care had a paranoid attitude, e.g. accusing 

others of bodily harm. Although the insti-

tutionalised elderly slept better at night 

compared to those at home, it was found 

that only 9% of the institutionalised elder-

ly was on regular hypnotic medication.

the home-cared group had less sensory 

impairment; 89% had no hearing difficul-

ties, compared to 77% of the institution-

alised group, and 67% had no visual 

impairment (with or without the help of 

glasses) compared to 63%.

Conclusion

It was concluded that MUs are very help-

ful in providing services to the elderly in 

their own home environment, which helps 

in promoting their well-being. the home 

environment usually provides stimulation 

for the elderly through continuous activity 

by family members, friends and visitors. 

Due to the care and services provided by 

the MUs and because of family support, 

the elderly living in their own home when 

compared to the elderly living in the 

elderly homes were found to be more 

social, less confused and better communi-

cators. 

Faisal Al-Nasir / Professor of Family 

Medicine; Vice President, Arabian Gulf 

University, Kingdom of Bahrain

Email: faisal@agu.edu.bh

CaRE FOR THE ELdERLY

Mobile Unit Services    
          for old People in Bahrain 
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We, the 350 participants from 43 countries 

from all continents who took part in the 

16th International congress of Agricultural 

Medicine and Rural Health, held here in 

Lodi, Italy, from June 18 to 21, 2006, dis-

cussed the challenges to providing ade-

quate occupational and environmental 

health, food safety, public health and medi-

cal services in village, and we declare that:

•  we commit ourselves to a global move-

ment in developing healthy villages to 

respond to the specific occupational, en-

vironmental and public health problems 

and the inadequate access to healthcare 

and health promotion in the rural areas;

•  we call for concerted national and inter-

national efforts to improve the scope 

and the coverage of primary healthcare 

to better address the needs of rural com-

munities, as well as to providing access 

to occupational and environmental 

health services in rural areas and to im-

proving the quality of service delivery;

•  we are determined to advocate and pro-

vide support for the elimination of the 

worst forms of child labour in rural and 

remote areas, to promote the legalisa-

tion and the official recognition of infor-

mal and migrant agricultural workers as 

well as to contribute to a global decent 

work agenda in villages;

•  we recommend incorporating the rural 

dimension into international, national 

and local environments, occupational, 

and health action plans to meet the spe-

cial needs of people living in villages;

•  we recognise the need for increasing 

stewardship of governments and indus-

try and collaboration between the minis-

tries of health, environment, labour, ag-

riculture and other relevant state 

agencies as well as private enterprises 

and workers’ organisations in address-

ing occupational, environmental health 

and public health risks in rural areas;

•  we also highlight the importance of the 

actions taken by local authorities and 

the public initiatives to protect and pro-

mote the health of rural populations;

•  we urge for an increasing collaboration 

between the relevant disciplines, such as 

medicine, public health, occupational 

and environmental health, health pro-

motion, food safety, chemical safety, ag-

ricultural and veterinary sciences, and 

social sciences for addressing the special 

health needs of rural populations;

•  we pledge our support to the interna-

tional activities related to developing 

healthy villages of the WHo and the In-

ternational Labour organisation, ac-

knowledging the importance of collabo-

ration with the other relevant Un 

agencies and the regional bodies;

•  we encourage the International Associa-

tion on Agricultural Medicine and Rural 

Health (IAAMRH), the International 

commission on occupational Health, as 

well as the organisations of farmers, ag-

ricultural workers, agricultural industry, 

and the relevant nGos and networks to 

take action to support and promote the 

development of healthy villages;

•  we believe that the healthy village con-

cept needs to be introduced in training 

and educational programmes, in order to 

build the necessary human resources to 

provide health services of good quality 

to rural populations and agricultural 

workers;

•  we realise the need for adequate and re-

liable data collection and analysis for 

needs assessment, monitoring and eval-

Lodi declaration    
      on Healthy Villages

uation of healthy villages programmes 

and thus we will collaborate for the de-

velopment of international models for 

rural health profiles and indicators;

•  we call upon the governmental agencies 

and local authorities to ensure equal 

and proper access of people in villages 

to information on public and occupa-

tional health and the environment, stim-

ulate social and environmental justice, 

as well as to provide means for empow-

erment of rural populations to protect 

and promote their health, and to im-

prove their working and living condi-

tions;

•  we are committed to share our good 

practice and experience in devising, im-

plementing and evaluating programmes 

for the development of healthy villages, 

and will work together to elaborate the 

necessary technical tools and guides. 

www.iaamrh.org/lodideclaration.pdf

RURaL HEaLTH

WE COMMIT OUR-
SELVES TO A GLOB-
AL MOVEMENT IN 
DEVELOPING 
HEALTHY VILLAGES 
TO RESPOND TO 
THE SPECIFIC 
OCCUPATIONAL, 
ENVIRONMENTAL 
AND PUBLIC 
HEALTH PROBLEMS
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petent; adequate provision of basic and 

further education for the indigenous work-

force, including access to appropriate and 

affordable education courses; the need for 

employers to recognise and support the 

knowledge gained by indigenous employ-

ees and utilise the workforce appropriately; 

for employees to have the opportunity to 

access professional bodies affording sup-

port, development and guidance within 

their occupation; the development and 

maintenance of a career and professional 

development pathway for employees to 

move within the industry.

Unfortunately in some areas across 

Australia, health worker skills and knowl-

edge are neither valued nor utilised suc-

cessfully. Racism is a major barrier. other 

health professionals discount the value 

of indigenous contributions to indigenous 

health, and employers and other health 

professionals are unclear about the role 

of the health worker and therefore health 

workers are under utilized. outsiders tend 

to impose their values on a community and 

‘steamroll’ initiatives of indigenous health 

workers; health workers have a self-defeat-

ist attitude when it comes to real support 

from employers and other health profes-

sionals. Finally, there is a lack of access to 

appropriate courses, to professional devel-

opment, and to professional organisations 

that support the health worker profession.

To conclude…

Health workers are responsible for the 

health and well-being of their communities 

and often own that responsibility to an 

extent far greater than any other health 

professional. they have grown and lived in 

their community, they share a passion for 

their country that is second to none, and 

they often face the same health issues and 

more often than not suffer the same bur-

den of illness experienced by their clients.  

the health of indigenous people in Australia 

is continuously compared to the health 

of other indigenous groups around the 

world and falls short of positive expecta-

tions. Aboriginal and Islander health has 

achieved little improvement, as evidenced 

by current mortality rates. the average 

Aboriginal adult’s life expectancy, male or 

female, is presently 20 years less than their 

non-indigenous counterparts.

since the inception of Australia’s ‘white’ 

government, indigenous health has reached 

a crisis point in this country. numerous pol-

icies have sought to address health issues 

but none has been completely effective. the 

Aboriginal health programme, introduced 

in the 1960’s, implemented the induc-

tion of an indigenous health workforce. 

Indigenous health workers were inducted 

to address the burgeoning gap in health 

determinants between the indigenous com-

munity and the non-indigenous community 

of Australia.

the role of the Aboriginal health worker 

has experienced a metamorphosis since 

the introduction of the indigenous health 

worker occupation. the health industry 

accepts as the norm for the indigenous 

health worker the following duties, skills 

and responsibilities: the delivery of basic 

clinical support to fellow health profes-

sionals in community and clinical settings; 

for their practice to be governed by an evi-

dence-based philosophy in clinical compe-

tence and primary healthcare programme 

management; the ability to contribute to 

health education and promotion, and; to 

be ever conscious of cultural protocols and 

issues for their communities.

Support and Barriers

A number of factors support the success 

of the Aboriginal health worker within an 

Aboriginal health programme: employment 

of an appropriately selected workforce that 

is both culturally and operationally com-

the health worker is a valuable member to 

a health team dedicated to better health 

outcomes for Aboriginal people. the health 

worker can expertly lead visiting healthcare 

providers in a positive direction and to 

the most effective way of reaching people 

within their communities.  

the challenge for visiting healthcare pro-

viders is to ask the right questions appro-

priately and most importantly, listen to the 

answers. 

Renee Blackman | Nurse Educator and 

Indigenous Health Worker Educator at 

the Mt. Isa Centre for Rural and Remote 

Health, Australia

Email: dennis.pashen@jcu.edu.au

Indigenous Health Workers    
      in Australia 

INdIgENOUS HEaLTH

ABORIGINAL 
HEALTH WORkERS 
ARE RESPONSIBLE 
FOR THE HEALTH 
AND WELL-BEING 
OF THEIR COM-
MUNITIES AND 
OFTEN OWN THAT 
RESPONSIBILITY 
TO AN ExTENT 
FAR GREATER 
THAN ANY 
OTHER HEALTH 
PROFESSIONAL.
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Despite marked oral health improvements in 

the overall population, children in deprived 

families experience a disproportionate 

share of the disease burden (Alalusuua & 

Malmivirta, 1994) (Andlaw, 1978) (Bellini 

et al., 1981). A common oral health risk in 

childhood is early childhood caries (ecc), 

the occurrence of any sign of dental caries 

on any tooth surface during the first three 

years of life (De Grauwe et al., 2004).

Although current sensitising programmes 

in oral health contribute substantially to 

the lowering of the prevalence rates of 

dental health problems in the general 

population, they have limited success in 

enhancing awareness and access to den-

tal care in socially vulnerable groups. the 

acknowledgement that these current pro-

grammes, mainly focusing on health behav-

ioural changes, are not able to bridge the 

gap between social classes, has led to the 

emerging of new theoretical approach-

es and intervention programmes. these 

take into account the social determinants 

of health, and the relationship between 

the social environment and health (Watt, 

2002).

A community project was initiated by three 

community health centres, all located in 

deprived areas in Ghent, Belgium. they 

involved keynote organisations in the devel-

opment and implementation of the project: 

child & Family (a Flemish public agency 

taking care of the welfare and health of all 

children from zero to three years), Ghent 

University, the Dentist Association Ghent, 

schools, et cetera. the aim of the project 

was to develop and implement an adequate 

evidence-based intervention to tackle ecc, 

taking into account the characteristics of 

the targeted population group. 

two research projects provided the basis in 

the development of the programme. A prev-

Increasing Dental Awareness 
          among Young Parents
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alence study quantified the severity of the 

problem (ecc) and identified the most vul-

nerable groups. children from families with 

the highest occupational level had 7.4% 

ecc, compared to 29.6% of the children 

from families with the lowest occupational 

level. ethnicity and neighbourhood were 

the social variables significantly associ-

ated with ecc. A qualitative study revealed 

important bottlenecks in an attempt to 

change dental health behaviour in the 

most vulnerable population groups (e.g. 

the impotence of parents in their attempt 

to guide and support their children in per-

forming good oral hygiene habits).

Based on these results, a multi-axial inter-

vention was developed: oral health was 

implemented as a recurrent point of atten-

tion in the monthly consultations at the 

baby clinics run by child & Family, a sen-

sitisation campaign for care givers was set 

up. Dentists were informed about possible 

solutions for financial barriers and were 

stimulated to actively involve in commu-

nity activities on oral health. Finally, sev-

eral activities were set up to improve the 

knowledge and to influence the attitude 

of the target group (a poster campaign in 

the neighbourhood, a board game on oral 

health for mother groups, didactical mate-

rial for schools, etcetera). 

An evaluation of this community project 

identified as key elements: the intensive 

collaboration with and active involvement 

of community organisations; using sup-

porting educational material adapted to 

the target group; keeping the message 

uncomplicated, multi-

lingual and realistic; 

and including 

games in oral 

health education.

13
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INTEgRaTINg MEdICINE aNd PUBLIC HEaLTH

which factors make these models viable, 

sustainable, and effective”.

In a first stage, an observational transver-

sal study has been made. Health promotion 

programmes and activities being developed 

in local settings of more than 5000 inhabit-

ants at the Basque country-comunidad 

Autonoma País Vasco (Bc-cAPV) in spain 

have been reviewed. 

Information about main health promotion 

issues, target population, responsible team, 

collaboration with other institutions, evalu-

ation, and financing was collected. 

Results

the main health promotion issues being 

tackled at the local/community level are 

drug consumption, physical activity, alcohol 

and tobacco, and healthy eating. the per-

centage of the 65 studied municipalities 

developing programmes or activities on 

these issues is as follows: drugs 95%, 

physical activity 20%, alcohol abuse 15%, 

and healthy eating 5%.

In general, some degree of collaboration/

integration between organisations and 

institutions can be found in all programmes 

related to drug consumption, but only in 

3% of the rest of the programmes. this dif-

ference has to do with the relevant imple-

mentation of the General Plan Against 

Drug consumption of the Basque country. 

the Plan is launched and developed by the 

social Affairs Department. It is articulated 

around general and specific objectives 

defined by inter-institution committees 

(departments of the Basque Government 

like social Affairs, Health, education, local 

Governments, and others), and later on are 

adopted, adapted and implemented by 

local/municipal Governments. these par-

ticipating local institutions receive strate-

gic, methodological and financial support 

from the central Government, and partici-

pate in the further evaluation. 

Functional and conceptual division between 

public health and medicine (individual clin-

ical care) has become a constant in the 

developed countries’ sanitary system organ-

isation. this division and the variety of 

definitions of public health and medicine 

competences make it difficult to know how 

tasks are distributed, and which criteria 

have been used to set the boundaries that 

separate both fields. Recently published 

studies show the enormous variability of 

tasks division in developed countries 

(starfield et al., 2004).

the separation between services is probably 

due to traditional organisation of services 

and the attitude and perception of manag-

ers, health workers and community mem-

bers about what their tasks are and how 

these tasks have to be fulfilled (Gofin et 

al.). 

Frequent consequences of this separation 

are the lack of comprehensive planning 

regarding some areas of care, misuse of 

services, and barriers for an improvement of 

population’s health. An example of that is 

health promotion. It is frequent to observe 

various health organisations, public health, 

primary care and others, having some 

degree of responsibility on health promo-

tion. If the separation prevails, who is 

finally in charge of health promotion? How 

to avoid duplication? Is there any degree of 

coordination between services in charge? 

Bieof

Bioef (the Basque Foundation for sanitary 

Innovation and Research) is developing kos 

(Komunitateen osasuna osatzen - 

Integrating the Health of communities), a 

project that tries to answer some of the 

previous questions. one of the objectives of 

this project is “to explore effective models 

of collaboration/integration between the 

services in charge of health promotion at 

the local/community level, and to study 

Searching
     for experiences on Integration 

WHO IS FINALLY IN 
CHARGE? 
HOW TO AVOID 
DUPLICATION? 
IS THERE ANY 
DEGREE OF 
COORDINATION 
BETWEEN SERVICES 
IN CHARGE? 
Conclusions

the results of this work show that when 

different administrations (central and local 

in this case) consider that coordination/

integration is desirable, they are able to put 

in place the mechanisms (programme plan-

ning, guidance, evaluation, etcetera) and 

the financial support necessary to make it 

happen.
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Training rooms are provided with com-

puters connected to a network, enabling 

students to view prepared multimedia 

content at any time 
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the Faculty of Medicine, suez canal 

University (FoM/scU) clinical skills lab was 

established in 1981 as the first skills lab in 

egypt at that time. the lab aimed at stan-

dardising training and evaluation of basic 

clinical skills, and promoting the humanistic 

attitudes in students approach to patients. 

students are trained on their peers or on 

models (manikins) by junior staff members 

who have been trained in advance by senior 

faculty specialised in respective skills. the 

weekly sessions use checklists for different 

skills to standardise performance. these 

checklists are tested for validity and reli-

ability and updated regularly. 

other learning materials include handouts, 

illustrating charts, models for surface anat-

omy, video films, cDs for related materials, 

and questions related to the steps of the 

skill. Periodic and final evaluation is done 

for students’ clinical performance and back-

ground knowledge of different skills.

New Learning Methodology

In 2005, a new learning methodology  

was introduced (and applied on 2nd year  

students in the skills lab) through a  

project funded by the Higher education 

enhancement Projects Funds. the outcomes 

of this project were:

•  revision and re-validation of all checklists 

using Delphi technique,

•  production of audio-video films for differ-

ent skills which are relevant, standardised, 

and serve as training material,

•  production of computer-generated multi-

media programmes which are self-explan-

atory, interactive, and readily available at 

any time,

•  well-prepared educational setting fulfill-

ing highly standardised criteria,

•  data about the impact of the new method 

on the learning process, which could lead 

to application of the new methods on all 

batches, with continuing improvement.

computer-Assisted training 
           in the Clinical Skills Lab

demonstrating and practicing during and 

after the lab sessions.

For more information, please visit: 

csl.nelc.edu.eg
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sixteen training rooms were provided with 

computers connected to a network, enabling 

students to view prepared multimedia con-

tent at any time. the training started with a 

pre-lab session during which students 

watched a movie related to one skill, and 

the specialist was present for any clarifica-

tions needed. students then entered their 

training rooms, where they revised selected 

parts of the movie and navigated through 

different links (surface anatomy, common 

errors, critical errors, illustrations, abnormal 

signs, and questions related to the skill). 

then they practiced the skill on each other 

or on the model, guided by the checklists 

and the movie, and received feedback from 

their instructor and their colleagues.

Opinions

evaluation of the new teaching methodolo-

gy was done through soliciting faculty and 

students’ opinions about the content, qual-

ity, and process, using anonymous question-

naires. overall, the majority of faculty and 

students agreed that the scientific content 

(100.0% and 97.3%), appropriateness of 

illustrations used (97.8% and 95.7%), logi-

cal sequence of steps (100.0% and 96.3%), 

audio (95.7% and 79.8%), and video qual-

ity (97.8% and 89.0%) were good to excel-

lent. the great majority of students con-

firmed they will use the products for self-

learning (93.5%).  Also, more than 90% of 

the students considered the new teaching 

methodology better than the old one, being 

more informative, more interesting, and giv-

ing enough time to understand scientific 

background, practice, and ask questions. 

As for total satisfaction with sessions among 

students, the great majority of responses 

(96.3%) ranged between good and excel-

lent.  therefore, the new teaching methodol-

ogy in the skills lab facilitated and enhanced 

demonstration and practice of skills, encour-

aged students’ self-directed learning, and 

facilitated their mastery of required skills by 

PROBLEM-BaSEd LEaRNINg aNd COMMUNITY-BaSEd EdUCaTION

INTERNaTIONaL HEaLTH PROFESSIONS EdUCaTION

MORE THAN 90% 
OF THE STUDENTS 
CONSIDERED THE 
NEW TEACHING 
METHODOLOGY 
BETTER THAN 
THE OLD ONE.
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e-learning presents a host of new opportu-

nities for institutions to cost-effectively 

expand access to education and improve 

educational outcomes, which will poten-

tially enhance the learning process (o’neill 

et al., 2004).

the University of Porto engaged in a pilot 

project in 2003/2004, using e-learning to 

support students in human nutrition class-

es. our primary goal was to deliver some 

e-learning solutions to improve the educa-

tional outcomes. We adapted our tradi-

tional student-centred, problem-based 

approach into a blended-learning experi-

ence, using Webct 4.0 as the e-learning 

platform. this allowed lecturers to retain 

their facilitator role, and encouraged stu-

dents to explore, analyse and make deci-

sions using objects and simulations embed-

ded within web pages. e-learning was used 

in teaching and learning in a whole range 

of ways, e.g.: using computer-generated 

presentations with lectures; creating elec-

tronic publication of lecture notes; setting 

computer-based bibliographic searches; 

using real databases to retrieve informa-

tion; using bibliography to attend lectures; 

and putting students into ‘real’ task situa-

tions.  In these settings, under the guid-

ance of teachers, they discover how to 

approach the evaluation of the problem 

and acquire needed information and skills 

to understand the mechanisms involved in 

the problem and how to approach the 

management of the situations.

In order to evaluate the project, students 

completed a self-administered question-

naire on the web. evaluation outcome was 

also expressed as the final grades in the 

YELLOW PaPERS

human nutrition course, and regression 

analysis was used to estimate the associa-

tion between final grades and number of 

hits in the web pages. We also compared 

final grades in human nutrition during 

2003/4 and the last four years.

Results

our experience in this pilot study was that 

Webct allowed delivering innovative e-

learning strategies for engaging students, 

addressing many of the educational prob-

lems associated with traditional teaching, 

and serving diverse student populations 

(different ages, employment status and 

geographic residence). 

students emphasised that e-learning 

increased significantly their communica-

tion with professors, and their performance 

in the course; and that e-learning facili-

tated learning at anytime and anywhere, 

and reduced the obstacles of time and 

distance, providing greater equality of 

opportunity. 

each ‘hit’ in the web pages increased the 

final score in 0.002 points (in the regres-

sion analysis, final score was the depen-

dent variable and the number of hits was 

the independent variable; beta = 0.002, 

intercept = 11.8, r2 = 0.13, p = 0.012). 

the more visited pages were the ones that 

included guidance to practical sessions, 

putting students into ‘real’ task situations 

in a problem-based learning approach, and 

pages that exhibited content materials 

from learning sessions. 

When we compared mean final grades in 

human nutrition during the last five years, 

we did not find statistically significant dif-

INTERNaTIONaL HEaLTH PROFESSIONS EdUCaTION

Between those outstanding publications that were already published in leading journals, and some preliminary notes scribbled on the 
last page of an agenda, there are also papers or reports that belong to the in-between (‘grey area’) category. Papers that, for whatever 
reason, have not been published before. Within this ocean of ‘grey’ papers, there are some which by content are most relevant to the 
network: tUFH’s mission and aims. We will pick those pieces of gold from the ‘grey’ ocean, change their status to ‘yellow’ (because we 
can’t print in gold) and publish these in this section. Below you will find two of such yellow papers.

E-Learning  
     in Human nutrition

ferences, although in 2003/2004 we 

achieved the higher percentage of stu-

dents with very high grades (≥ 16.0).

A potential limitation of our study is that 

we used the number of hits as a measure 

of e-learning, although this procedure 

might not be reliable to evaluate the e-

learning process. Most of our teaching 

takes place on campus and face-to-face, 

and occurs in a blended learning style. It is 

also important to recognise that the pres-

ent findings are based on cross-sectional 

data, and a causal relationship cannot be 

inferred.

Conclusions

students demonstrated high satisfaction 

with e-learning, and performance in final 

grades was related to the number of hits in 

the web pages of the human nutrition 

course. these results indicate that an e-

learning approach in human nutrition may 

improve a student-centred learning experi-

ence, with high satisfaction rates among 

students, and opportunities for the utilisa-

tion of e-learning in the nutritional sci-

ences are remarkable.

Reference
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•  appreciates the role of the District General 

Hospital within the wider context of the 

community’s health and the district health 

system.

these competencies formed the basis for 

a core curriculum for the District Hospital 

Placement. Data gathered during the Delphi 

process was also used to develop a more 

detailed ‘aims and objectives’ document, 

which led to the design of study guides cov-

ering core areas not currently being taught 

in a systematic way.   

Conclusions

Although the study was small, the informa-

tion it documented has helped produce GPs 

learning materials focused on the health 

needs of rural communities in nepal. 

We now have clear goals for both students 

and teachers as to what the students should 

know by the end of their placement.  

As a needs assessment tool the Delphi pro-

cess is flexible, practical, requires relatively 

little time commitment from participants, 

and develops valuable consensus. the avail-

ability of email makes participation possible 

even from quite remote areas.  

Katrina Butterworth | Department of 

Emergency and Family Medicine, Patan 

Hospital, Nepal

Email: mkbutter@wlink.com.np

In the fifth step the amended documents 

were sent back to the organiser for further 

collation and editing. A single revised docu-

ment is produced and distributed back out 

to the participants who were asked to rank 

the relative importance of each item. 

In this small study a simple tally system was 

employed to work out the overall ranking by 

all participants. In larger studies, or when 

some participants are more experienced 

than others, a more complicated ‘weight-

ing’ system may be appropriate. After this 

process a final document was developed.

Results

Using this process of needs assessment, a 

consensus was reached on seven essential 

competencies for practice:

•  exhibits confidence and is capable of 

independent decision making at the dis-

trict level,

•  manages both emergencies and chronic 

health problems appropriately within the 

limited resources of a District General 

Hospital,

•  considers the patient’s social, geographic 

and economic situation when making 

management decisions,

•  communicates well with patients and 

staff,

•  works co-operatively with other health 

professionals as part of a team,

•  promotes health and prevents disease, 

and

As part of their training, General 

Practitioners (GPs) in nepal must spend five 

months in a rural district general hospital. 

there was concern that although students 

gained a lot of practical experience in such 

placements, there was not much structured 

teaching/learning.

Methodology

A modified Delphi process was employed 

to assess the learning needs of GP train-

ees. Participants in the Delphi were five 

senior doctors with experience working in 

okhaldunga mission hospital.  

the first step in a Delphi process is to intro-

duce a question or concept for discussion. 

each participant was given background 

materials to help them answer the ques-

tion: “What are the most important things 

that the Medical Doctorate in General 

Practice (MDGP) trainee should be learning 

during their district hospital placement?” 

these materials were:

•  a copy of the previous MDGP curriculum 

for the placement,

•  results of a community survey on health 

needs in the area,

•  guidelines for community-based learn-

ing, and

•  the top 10 diseases seen in okhaldunga 

outpatient department during one year.

During the second step, participants used 

this material and their own extensive expe-

rience to write their responses. common 

themes were identified and grouped togeth-

er. Differences in opinion were also noted.

the collated list was sent to the partici-

pants, for them to review and amend. this 

step is a critical part of any Delphi process. 

For the first time, participants have the 

opportunity to review the opinions of the 

whole group. they have the opportunity 

to change their input or add new thoughts 

stimulated by the document.  

Needs assessment    
      for Medical education in Rural nepal
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Postgraduate Level

At the postgraduate level, rural family medi-

cine training streams have been developed 

at a number of medical schools that focus 

specifically on developing the skills for rural 

practice through a combination of rural con-

text, curriculum and learning experiences 

(Rourke et al., 2000). some medical schools, 

such as Memorial, have as high as 40% of 

their Family Medicine graduates entering 

rural practice (cAPeR, 2004) (Hutten-czap-

ski et al., 2002). A few other schools, such 

as the University of Western ontario, have 

developed an extensive rural regional edu-

cational training opportunity for specialty 

residents as well (Rourke, 2005) (Rourke & 

Frank, 2005). In order to have the greatest 

impact on improving the health of the rural 

people of canada, this major medical educa-

tion shift of focus towards remote, rural and 

regional medical education must be accom-

panied by the concurrent development of ap-

propriate rural health facilities and rural 

healthcare teams.  
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education. Many of canada’s medical schools 

now include compulsory rural clinical experi-

ences for all students, with optional more 

extensive clinical placements for those stu-

dents who are particularly interested. six 

medical schools have developed regional 

satellite medical campuses for students to 

do most of their medical school education 

away from the central metropolitan univer-

sity centre. there is an increasing recogni-

tion across canada of the importance of in-

terprofessional education in order to enhance 

the effectiveness of team work in healthcare 

delivery. this approach is particularly rele-

vant to rural healthcare and is also being 

developed with team-based rural clinical 

placements. some medical schools, such as 

Memorial, have a long standing focus on ru-

ral health, with a rural and regional focused 

curriculum content and clinical placements. 

since its inception, over 30% of Memorial 

medical students have been from rural areas, 

and currently it is about 40%.

NOMS

the most exciting new development in rural 

medical education in canada is the estab-

lishment of the northern ontario Medical 

school (noMs); its inaugural class of 56 

medical students began in september 2005.  

the noMs is in a very rural part of canada, 

with its two main campuses (in sudbury and 

thunderbay) located 1,000 kilometres apart 

(Rourke, 2002). Its medical education pro-

gramme focuses on educating doctors for 

rural and remote areas and includes an ad-

mission policy focused favouring students 

from northern and rural areas. noMs under-

graduate medical programmes provide a 

strong rural northern and Aboriginal con-

tent and context, with very distributed 

learning experiences in the pre-clerkship 

years one and two. Years three and four are 

planned to be small community horizontal 

experiential clinical clerkships, all supported 

by robust information technology.  

canada, the world’s second largest country 

with 10,000,000 square kilometres, has 

only 31,974,363 people.  Although 21.1% of 

canadians are rural (living in rural areas 

and small towns of less than 10,000 people 

beyond the commuting zones of the larger 

centres), only 9.4% of physicians are locat-

ed in rural areas: 16.0% of family physi-

cians/ general practitioners and 2.4% of 

specialists (Pong & Pitblado, 2006).  of the 

students who entered canada’s 16 medical 

schools in 2000, only 10.8% were from rural 

backgrounds; about 22.4% would have 

been expected from the population compari-

son used (Dhalla et al., 2002). this discrep-

ancy has been identified as a major problem 

and recommendations for improvement 

have been developed (task Force, 2005). 

Rural Students and Rural Medical 

Education

there is increasing evidence in canada (as in 

the rest of the world) that physicians from a 

rural background and/or having had rural 

medical education during medical school 

and/or post graduate residency training, 

are more likely to become practicing rural 

physicians (carter et al., 1987) (Rourke et 

al., 2005) (chan et al., 2005) (easterbrook 

et al., 1999). the importance of admitting 

rural students and providing rural medical 

education, combined with the need for more 

physicians, especially rural physicians, has 

prompted major exciting changes in medical 

education all across canada.  the number of 

students entering canadian medical schools 

has dramatically increased from 1,763 in the 

year 2000 to 2,380 in 2005. And the pro-

portion of students from rural areas has risen 

to about 15%, doubling the number of stu-

dents from rural areas entering medical 

schools. Much of the capacity for training 

the increased number of students has been 

developed in regional, rural and remote com-

munities, so the students are provided a 

much greater opportunity for rural medical 

RURaL HEaLTH PROFESSIONS EdUCaTION
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In April, 2006, there were 34 medical, 

nursing and dentistry students who joined 

the 2nd University of the Philippines Global 

Health course (UP-GHc) amidst the greens 

of historic Morong, Rizal, Philippines. A 

pioneering effort for the UP, for the coun-

try and even for Asia. 

UP-GHc is thought of as another strategy 

to further enhance social accountability in 

medical education. Medical students Raoul 

Bermejo (student network organisation) 

and Mike Gnilo (part of the network: 

tUFH taskforce on Integrating Medicine 

and Public Health) were proponents of the 

idea. they were inspired by international 

conferences such as the Finnish Diploma 

course in Global Health in Helsinki and 

the network: tUFH conference in Atlanta 

held in 2005. the UP-GHc was devel-

oped with the vision of complementing 

traditional medical teaching with a coher-

ent, socially-relevant, interdisciplinary 

approach to health and development.  

In 2006 the workshop was expanded from 

three to five days, and reached out to stu-

dents in other health professions who were 

likewise interested in the broader social 

dimensions of the health sciences.
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NEW INSTITUTIONS aNd PROgRaMMES

Thematic poster session amidst the greens of Silungan farm

one very popular UP-GHc activity was 

the theatre arts workshop on gender and 

reproductive health, organised by the 

Philippine education theatre Association 

(PetA). 

there were several members of the UPcM 

Faculty who shared their experience and 

expertise on a variety of global health 

issues: injury, psychosocial issues related 

to war and trauma, reemerging infections 

and global pandemics. 

World Health organization (WHo) 

Representative to the Philippines Dr. Jean 

Marc olive, the Philippine Department 

of Health Director of the Health Human 

Resources Development Bureau, and 

friends from the voluntary sector, were 

guest faculty members. 

the thematic poster session on student 

work on global health issues, held cre-

atively amid the trees and garden, was a 

format well received by the participants. 

Portia Fernandez-Marcelo | Associate 

Professor, College of Medicine, University 

of the Philippines, the Philippines

Email: portiafm@yahoo.com

2nd UP   
   Global Health course
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• establish accountability;

• eliminate poor quality programmes;

•  provide recognition of excellence by 

peers, nationally, regionally and inter-

nationally;

•  help develop faculty by engaging them 

in the quality assurance process; and

•  improve quality of healthcare provided 

to patients.

they also acknowledged the importance 

of including two perspectives in the plan-

ning process, namely, the legal framework 

of existing national accreditation systems 

and the institutional and educational 

models that could inform the process.  

Steps Completed

By september 2006, several major steps 

were completed: review of multiple interna-

tional documents and models; analysis of 

the legal framework of existing systems and 

options for establishing regional co-opera-

tion; and development of a prototype data-

base to warehouse and analyse information 

to support the accreditation process. the 

WFMe’s standards for basic medical educa-

tion were endorsed and are currently being 

adapted for use in central Asia.

confounding the idea of regional system is 

the strong sense of sovereignty of the five 

In the central Asia Republics (cAR), the 

demise of the soviet system and its infra-

structure also precipitated the collapse of 

the formerly centralised medical educa-

tion system. In its place, nation-based 

models with individualised approaches to 

structure, content, language, duration and 

accreditation of medical instruction were 

developed. 

cAR medical educators formed a regional 

council of Rectors in mid-2001 to help 

overcome this post-soviet fragmentation. 

the rectors collaborate to solve shared prob-

lems in such areas as financing for medical 

education, workforce planning, establishing 

new schools, setting admission standards, 

creating access to patients for clinical train-

ing, improving faculty pedagogical skills, 

and developing standardised graduation 

examinations. A common thread in all 

these issues is quality; the rectors believe 

that quality improvement can be driven by 

the accreditation process.

Rationale for accreditation

In october 2005, after two years of study 

and planning, nearly 60 representatives 

from four countries met to define a process 

for the accreditation of medical education 

in cAR. Building on past involvement, 

attendees represented the important 

stakeholder groups with an interest in 

quality improvement in medical education: 

ministry representatives from health and 

education, medical academy and post-

graduate institute rectors, and students.  

the participants outlined a rationale for 

accreditation, including that accreditation 

could:

• improve quality of education offered;

•  help assure that students acquire cer-

tain competencies; 

•  provide the catalyst for change at medi-

cal academy;

cAR nations. there is no legal framework 

for such a regional system and no regional 

body that can authorise, require or oversee 

a regional process. Planners have, there-

fore, agreed to develop national models 

in the short term. the ultimate goal is to 

develop a unified regional system that uses 

a transparent, data-driven, peer-review pro-

cess to inspire quality improvement.

Slowed Progress

Finally, political instability in the region 

has slowed progress in reforming medical 

education. Uprisings and presidential elec-

tions in several countries distracted minis-

try staff and medical academy leadership 

from focusing on the planning project. A 

number of senior rectors who originally led 

the charge for change have been replaced, 

eroding the long-term knowledge base 

needed to sustain the reform process.  

Fortunately, international collaborators from 

the WFMe, the educational commission for 

Foreign Medical Graduates/Foundation for 

the Advancement of International Medical 

education and Research, the Association 

of American Medical colleges, the Liaison 

committee on Medical education and the 

national Board of Medical examiners have 

been stalwart in their support.  

Funding for the project came from the 

Us Agency for International Development 

through the American International Health 

Alliance and Abt Associates. Us faculty 

from the University of south Florida Health 

sciences centre coordinated the efforts.

Kathleen Conaboy and Zhamilya 

Nugmanova | Coordinator for interna-

tional medical education programmes, 

University of South Florida; Director of 

the regional (Almaty, KZ) office of AIHA

Email: kathleenconaboy@sbcglobal.net

accreditation     
      of Medical education in central Asia 

aCCREdITaTION aNd QUaLITY aSSESSMENT
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ees very much in the centre of the DHs 

where the needs are greatest, annexing 

the space between state and university, 

and letting the learning emerge in a nur-

turing group exercise. We should create 

Family Physicians as social activists, with 

the state and university as terrains of 

struggle for a caring and equitable qual-

ity primary healthcare service. You, as 

network: tUFH newsletter reader and 

social activist, can help.

see www.edistrictnews.com for more on 

this very embryonic process. 

Shabir Moosa | Head, Department 

of Family Medicine, Johannesburg 

Metro Health District Coordinator, 

Wits University-Gauteng Fulltime 

Postgraduate Programme Development, 

South Africa

Email: shabir@drmoosa.co.za

morphing into an impotent lowly skilled 

bureaucracy suckling inefficient economic 

empowerment.

the DHs in urban areas in south Africa is 

being driven by a ‘comprehensive preven-

tive’ approach and yet being depleted 

of generalist clinicians with nurses and 

specialists dominating a system that does 

not produce quality balanced with equi-

ty. Family medicine enjoys the ability to 

address these issues with management of 

resources, awareness of the subjective and 

relating to the context. Family medicine 

has become a partner with Government 

in developing the DHs clinically. the dif-

ficulties, however, are that universities 

perceive this as ‘outreach’, and those few 

young recruits attracted to training are 

losing the memory of the apartheid past 

and state alignment forces apologies for 

its deficiencies.

Family Physicians as Social activists

How we proceed in this effort without sink-

ing into self-interest is a challenge. can we 

support self-development of trainee Family 

Physicians with a higher purpose as social 

activists and advocates for patients? can 

we continue to produce a catharsis? 

Many leaders in family medicine in south 

Africa attended the Medical University of 

south Africa and often anecdotally quote 

the group-based course in Whole Person 

Medicine as psychotherapeutic, and the 

overall lack of structure as very intimidat-

ing and crisis-inducing, yet very critical to 

their growth as Family Physicians. We are 

exploring a learner-centred course as well 

as health systems management skills to 

make sure Family Physicians can invoke 

some critical thinking about self, society 

and system (as a whole person), and also 

navigate management in a transforming 

south Africa. We must place young train-

Responsiveness suggests a static, insular 

point of view premised on comfort within 

a societal or group interest. We are often 

vested with individual self-interest and 

expand to group needs mostly around 

maintaining our survival. only sometimes 

can we go beyond and abandon self-inter-

est or see self-interest in terms of the 

wider interest. this ‘higher purpose’ might 

be driven by moral, religious, Marxist 

or Freudian needs. Whatever the higher 

purpose, it often happens through per-

sonal crisis and catharsis to produce social 

activists (the Paulo Freires etcetera driven 

from within) that make such an enormous 

impact on wider society.

group Interest vs. Higher Purpose

Apartheid south Africa created its crisis 

which saw post-apartheid efforts like the 

Anc national Health Plan (1994), the 

White Paper on transformation of Health 

services (1997) that outlined major chang-

es that are reshaping the landscape of 

health. the District Health system (DHs) 

is finally being built with the national 

Health Act (2003). It is all a very cred-

itable framework. However, the higher 

purpose of an anti-apartheid struggle is 

becoming embroiled in the messy job of 

transformation and change management. 

the Government speaks of commitment 

to primary healthcare, but capacity and 

quality in the DHs is declining, despite 

building some more accessible facilities. 

the DHs is still hostage to hospitals. As 

south Africa has proceeded down this 

path, societal consensus has fractured 

with various interest groups. these newly 

formed groups are driven more by their 

narrower group interest rather than a con-

tinued higher purpose. the Government 

rails against consumption, yet all eyes are 

on being part of the rapidly expanding 

black middle (and obscenely rich upper) 

class. the public service is at risk of 

Johannesburg Metro Health District

Social Responsiveness     
            vs. social Activisim

SOCIaL aCCOUNTaBILITY



Dr. Rogayah Ja’afar presenting her 

professorial public talk
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PaRTNERSHIPS

nGos in Kelantan, to upgrade the quality 

of life of a local community through the 

implementation of health as well as devel-

opmental projects. It involved all parties 

as partners in identifying local problems 

and issues, planning, implementation and 

evaluation of projects. Medical students 

of UsM learned about the art of plan-

ning, negotiating and working closely with 

community members, local Government 

agencies and nGos. they learned to make 

a difference at the grassroots and com-

munity levels through community driven 

research activities. this experiential learn-

ing is something that they could not 

achieve from their medical text books and 

by remaining in the university campus. 

Based on the success of the Kampong 

cherang Laut Development Project, a smart 

partnership model and blue print was cre-

ated and introduced into the school of 

Medical science, community and Family 

case studies (cFcs) Programme and this 

model has been implemented since the 

2000-2001 academic session. 

Women and Health Project

the second example of UsM’s involve-

ment in developing smart partnerships at 

an international level is through a global 

Women and Health Project named Building 

Capacity in Women’s Health: Harnessing 

ICT for Health Care Training in Developing 

Countries. this project saw UsM, the 

network: tUFH and GHets as active part-

ners with financial support from Global 

Knowledge Partnership (an international 

nGo based in Kuala Lumpur, Malaysia). 

Under the network: tUFH a special inter-

est group was formed: the Women and 

Health taskforce (WHtF). this taskforce 

produced a digital learning package with 

initially five modules on women’s health, 

ranging from adolescent health to violence 

Based on her excellent contributions at 

Universiti sains Malaysia (UsM), at her 

country and international levels, Rogayah 

Ja’afar was appointed as a Full Professor of 

Medical education in november 2003. In 

2006 she presented her professorial public 

talk titled Smart ‘Glocal’ Partnerships in 

Medical and Health Professional Education 

- Thinking Globally and Acting Locally.

Rogayah Ja’afar’s presentation focused 

on University and community smart 

Partnerships, establishing educational 

programmes in the medical and health 

sciences that are more relevant and mean-

ingful to both communities and learning 

institutions. she recommended establish-

ing ‘glocal’ partnerships in the training 

of health professionals, ‘glocal’, meaning 

thinking globally but acting locally where 

international models are adopted and 

adapted  to local contexts.

Rogayah shared with the audience two 

examples of smart ‘glocal’ partnerships in 

which UsM and the network: tUFH were 

active initiators and partners:

University Partnership for Essential 

Health Research 

the concept of University and community 

smart Partnerships was first introduced 

through a pilot project known as the 

University Partnership for essential Health 

Research (UPP) by the network: tUFH in 

the early 1990s. 

network: tUFH members from 18 countries 

world-wide participated in the programme 

through local partnership projects. UsM 

was selected to join UPP through its pio-

neering partnership project: the Kampong 

cherang Laut community Development 

Project. this was UsM medical school’s 

first effort to develop smart partnerships 

with local Government, community and 

against women. seven institutions in the 

developing world implemented the mod-

ules as pilot institutions and the learning 

package has been offered free of charge 

in cD format or on-line to training institu-

tions in the developing world.

In Conclusion

the UPP and WHLP programmes under the 

network: tUFH umbrella - with the active 

participation of UsM - are perhaps the 

two most successful and relevant smart 

partnership demonstration projects of the 

network: tUFH so far. 

In concluding her public lecture, Rogayah 

stressed that society ultimately wins when 

academic medicine builds bridges to the 

community in carrying out its training 

programme, relevant health services and 

research ‘with’ and ‘in’ the real world 

of the common people. Rogayah reiter-

ated that developing smart partnerships 

demands a high level of commitment, 

patience, tolerance and professionalism 

from all partners. It does require a clear 

understanding of the common goal and 

most importantly the ability to think glob-

ally and to act locally.

This article was based on an interview that 

Marion Stijnen held with Rogayah Ja’afar 

at the Network: TUFH Conference in Ghent, 

Belgium

Smart     
    ‘Glocal’ Partnerships
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10 - 14 March, 2007, Ismailia, egypt

21st International Workshop on communi-

ty-based education Incorporating Problem-

based Learning - Innovative Approaches. 

organised by Faculty of Medicine, suez  

canal University, Ismailia, egypt. Further 

information: fax: 2-64-3209448; email: 

crdmed@ismailia.ie-eg.com

15 - 16 March, 2007, Maastricht, 

the netherlands

Visitors Workshop: A Primer on the  

Maastricht Approach to Medical education. 

organised by school of Health Professions 

education, Faculty of Medicine, Maastricht 

University, Maastricht, the netherlands. Fur-

ther information: school of Health Profes-

sions education, P.o. Box 616, 6200 MD 

Maastricht, the netherlands; tel: 31-43-388 

1524; fax: 31-43-3885639; email: she@oifdg.

unimaas.nl; Internet: www.she.unimaas.nl

21 - 26 March 2007, Khartoum, sudan

the 2nd International conference on  

Medical education in the sudan - towards  

Better Quality in Medical education. or-

ganised by the Faculty of Medicine, Univer-

sity of Khartoum, sudan. Further informa-

tion: email: ahfahal@hotmail.com; Internet: 

www.edc-sudan.org

11 - 26 June, 2007, Maastricht, 

the netherlands

summer course: expanding Horizons in  

Problem-based Learning in Medicine, 

Health and Behavioural sciences. organ-

ised by school of Health Professions educa-

tion, Faculty of Medicine, Maastricht Uni-

versity, Maastricht, the netherlands. Further 

information: school of Health Professions 

education, P.o. Box 616, 6200 MD Maas-

tricht, the netherlands; tel: 31-43-3881524; 

fax: 31-43-3885639; email: she@oifdg. 

unimaas.nl; Internet: www.she.unimaas.nl

Diary 2007

7 - 13 July, 2007, Maastricht, 

the netherlands

International Master in Affective neuro-

science - XIX Advanced course on Mood  

Disorders. organised by the Maastricht 

and Florence Universities, the Psychophar-

macology Unit of the Bristol University and 

the sackler school of Medicine in tel Aviv. 

Further information: tel: 31-43-3685332; 

email: h.steinbusch@np.unimaas.nl; Inter-

net: www.afn.unimaas.nl

22 - 27 July, 2007, Windsor, UK

International course on Developing Leaders 

in Healthcare education (Residential course). 

organised by the Association for the study of 

Medical education (AsMe). Further informa-

tion: fax: 44-131-2259444; email: jenniferb@

asme.org.uk; Internet: www.asme.org.uk

24 - 28 July, 2007, singapore

18th Wonca World conference: Human Ge-

nomics and its Impact on Family Physicians. 

Further information: fax: 65-6222-0204; 

email: rccfps@pacific.net.sg

25 -  29 August, 2007, trondheim, norway

Association for Medical education in europe 

(AMee) 2007 conference. organised by 

AMee in corporation with Faculty of Medi-

cine, norwegian University of science and 

technology, trondheim, norway. Further in-

formation: phone: 44-1382-381953; fax: 44-

1382-381987; email: amee@dundee.ac.uk; 

Internet: www.amee.org/conf07Index.html

It is possible to add events to this Interna-

tional Diary from behind your computer. 

Information inserted in our website data-

base (www.the-networktufh.org) will be  

automatically included in the International 

Diary of our journal Education for Health, 

and in the network: tUFH newsletter.

Annual International conference of 

the network: towards Unity for Health

15 - 20 september, 2007, Kampala, Uganda

International conference on Human Re-

sources for Health: Recruitment, educa-

tion and Retention. organised by the  

network: tUFH and Faculty of Medicine, 

Makerere University.

Post-conference excursion to Faculty 

of Medicine, Mbarara University of 

science and technology

21 - 23 september, 2007, Mbarara, Uganda

Further information: network: tUFH office, 

Po Box 616, 6200 MD Maastricht, the  

netherlands; tel: 31-43-3881524; fax: 31-

43-3885639; email: secretariat@network.

unimaas.nl; Internet: 

www.the-networktufh.org

2 - 7 november, 2007, Washington Dc, UsA

AAMc annual meeting. organised by Associ-

ation of American Medical colleges (AAMc). 

Further information: Internet: www.aamc.

org/meetings

3 - 7 november, 2007, Washington Dc, UsA

APHA annual meeting. organised by Ameri-

can Public Health Association (APHA). Fur-

ther information: Internet: www.apha.org/

meetings/

29 - 30 november, 2007, Maastricht, 

the netherlands

Visitors Workshop: A Primer on the Maas-

tricht Approach to Medical education.  

organised by school of Health Professions 

education, Faculty of Medicine, Maastricht 

University, Maastricht, the netherlands. 

Further information: school of Health  

Professions education, P.o. Box 616, 6200 

MD Maastricht, the netherlands; tel: 31-

43-3881524; fax: 31-43-3885639; email: 

she@oifdg.unimaas.nl; Internet: www.she.

unimaas.nl

INTERNaTIONaL dIaRY
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STUdENTS’ COLUMN

Fix the Problem

It is clear that equality in health service 

provision does not mean just the availabil-

ity of it, but actual utilisation by all who 

need it in optimal time.

Here I put forward some ideas that could 

help fix the problem. It really needs inte-

grated and complementary efforts from 

all community members, side by side with 

local and international health authorities, 

to improve health status for all:

•  Political commitment is important to 

ensure a solid background. they often 

control the provision and distribution of 

services, especially in developing nations.

•  Health authorities should do their best 

to plan according to the needs of com-

munities, which must be based on health 

statistics and distribution of health prob-

lems.

•  Local community and community members 

should be involved in all steps of planning, 

delivery, evaluation and improvement of 

public health services.

•  Health insurance companies  (Governmen-

tal and private) should include those who 

cannot pay. they could offer poor indi-

viduals to pay less, or they can categorise 

families and individuals according to 

their socio-economic status and have fees 

differ according to category.

•  community-oriented medical/health 

schools should be supported financially in 

their community-oriented activities. 

•  Health education via all available tools 

could increase awareness. Health promo-

tion at primary and secondary schools 

could be established, so that students can 

take the gained knowledge home to their 

families.

Mojahid Hassan Elbadry | 5th year  

medical student, Gezira University, 

Sudan; SNO Regional Representative for 

the Eastern Mediterranean

Email: mojahid24@yahoo.com

During the network: tUFH conference in 

Vietnam, I attended a session about Primary 

Health Care, Global Prospective. In this ses-

sion the major issue was accessibility and 

equity in the delivery of public health 

services; many differences occur between 

developed and developing countries. In this 

article I would like to focus on the equity in 

delivery of public health services through 

Primary Health care (PHc), the simple care 

that should be available to all individuals 

to protect lives and promote health status 

by concentrating on protective medicine. 

PHc centres should offer health education, 

motherhood and childhood health, manage-

ment of most prevalent and killing diseases, 

immunisation, supplementation of essential 

and life saving drugs, and mental health.

Problems

Delivery of PHc should be based on equal-

ity, availability, accessibility and sustain-

ability, so it can help in distribution and 

redistribution of health services. currently 

80% of the population in developing coun-

tries lives in rural areas, receiving only 

20% of services. their health problems are 

complicated and integrated with health 

related issues as low socio-economic status, 

poverty and illiteracy. their whole life-style 

should be upgraded to improve health.

Poor communities and individuals living in 

urban areas and big cities also live with 

these risk factors. Many patients cannot 

pay to benefit from the available health 

services due to high costs of investigations 

and treatment. equity should also mean 

appropriate distribution of specialised 

health centres, cancer centres for example, 

according to prevalence of health problems 

in the country (and not only in big cities). 

Also, we should not forget the need of 

equity in medical personnel, by preparing 

good centres and working environments for 

them in rural areas.

Equity in delivery      
       of Public Health services 

STUdENTS’ SPEaKERS CORNER

BLOgS

• sno blog: www.snotufh.blogspot.com

•  sno - eastern Mediterranean Regio blog

 www.sno-emr.blogspot.com

•  sno - Latin America blog: 

 www.sno-latinoamerica.blogspot.com

the blogs give you a platform where you 

can discuss common tasks and exchange 

ideas and experiences. through this regular 

communication you can build effective col-

laborations with local snos within the re-

gion.

STUdENT SUBMISSIONS TO EFH

As always, the editorial staff of the net-

work: tUFH journal Education for Health 

(efH) is eager to receive submissions from 

medical students. now that efH is an e-

journal, students will have an opportunity 

to share their ideas and projects with an 

even wider audience.

All articles, of course, are subjected to an 

intensive review process. students who are 

not ready to write a full-length article 

might want to consider writing a Letter to 

the Editor or a Brief Communication. For 

information about writing and submitting 

articles to efH, see the ‘Author Instructions’ 

which can be accessed from the network: 

tUFH website by first clicking on ‘educa-

tion for Health’ under ‘Publications’.

OUT OF THE SNO PEN



Ms. Hiske van Ravesteijn
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OUT OF THE SNO PEN STUdENT INTERVIEW

this interview was conducted with Hiske 

van Ravesteijn, 6th year medical student 

at the Faculty of Medicine, Maastricht 

University, the netherlands. Hiske is also 

sno member.

Why did you choose to study Medicine?

My interest in the human being was the 

main reason for me to study Medicine. I 

was longing for more knowledge about 

the way we function. I did not really realise 

that by studying Medicine, I would become 

a doctor. I did realise though, that by 

studying Medicine I would learn compe-

tences that I would not gain if I chose to 

study something else. 

 

can you as a student influence the educa-

tional programme of your Faculty?

Fortunately: yes. In Maastricht students 

are encouraged to participate actively 

in the improvement of the curriculum.  

In addition, there is the possibility to organ-

ise activities for students by students. there 

is a student organisation for complemen-

tary medicine that often organises lectures 

for those who are interested. Another stu-

dent organisation facilitates an extracur-

ricular course in tropical medicine for the 

students of the 2nd and 3rd year, of which I 

was one of the organisers a couple of years 

ago. there are tutorial groups, lectures, 

practicals and even an excursion. students 

and teachers participate voluntarily.

What is your opinion about innovative 

education formats like problem-based 

learning (or the education format that 

your own Faculty uses)? 

Problem-based learning is group learning. 

By teaching each other what you have 

learned, you learn more effectively because 

you need to study more thoroughly. What 

is essential in this process, is a good tutor 

(next to motivated students of course). 

You need someone who challenges you, 

someone who is able to talk about what is 

going on in a group, someone who is pas-

sionate about being a tutor. If not, I would 

rather sit in the library and study with my 

friends in a more traditional course.

 

What part of your study was the most edu-

cational to you (e.g. internship, research or 

being ill yourself)?

When talking about education, experience 

is the key word for me. I learn by doing. 

During my internships I have learned a 

lot. I found out that I enjoy the speciality 

of psychiatry most, so the internships in 

mental healthcare clinics have been the 

best for me. 

In our new curriculum we start internships 

in the 4th year. In the final year of our 

studies we are called semi-doctors. We get 

more responsibilities, like taking care of 

the ward. this is a good starting point for 

the residentships that will follow.

 

What would you change if you were Dean 

of your Faculty? or on a national level if 

you were Minister of education in your 

country?

I wish that there would have been more 

emphasis on the fact that what we learn 

in our Faculty is one way of regarding the 

health and illness of the human being.  

But almost no attention has been paid to 

the philosophy of science and medicine in 

specific. In my opinion a doctor should be 

educated in this field.

How do students from all over the world perceive the educational programme at their Faculty, or the educational system in their country? 
How do they see the future, for their nation and for themselves? And what changes would they make, if they had the chance? We wanted 
to know. therefore every newsletter December edition we ask a student five questions.

the Big Five

WHEN TALkING 
ABOUT EDUCA-
TION, ExPERIENCE 
IS THE kEY WORD 
FOR ME. 
I LEARN BY 
DOING. DURING 
MY INTERNSHIPS 
I HAVE LEARNED 
A LOT. 
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MEMBER aNd ORgaNISaTIONaL NEWS

MESSagES FROM THE ExECUTIVE COMMITTEE

It is an honour to have this opportunity to 

speak about this great lady: Dr. esmat ezzat, 

Former secretary General of the network: to-

wards Unity for Health, and Former co-

Founding Dean of the Faculty of Medicine, 

suez canal University in Ismailia, egypt.

Dr. esmat was not an average leader, who 

passed away - after a full life of struggle, 

battles, few losses, but mostly great triumphs 

- leaving a very deep impression on the lives 

of her loyal followership and on those who 

witnessed her struggle or even benefited 

from her. As she went up in her career from 

regional and national to international levels, 

her roots went deep down in the fertile land 

of the country side of egypt, the place where 

she came from and where she always wanted 

to stay and serve. the sense of belonging to 

the simple, unprivileged, poor people was 

very clear and always reflected in all her vi-

sion and missions. those simple people were 

always top ranked in her priority list, even 

when she was at the top of international or-

ganisations like the network, up to the last 

minute of her life. 

At a personal level, I was - and still am - so 

very impressed by her strong character, unbe-

lievable charisma, and very sweet simplicity. 

In some situations, I catch myself imperson-

alised by her very influencing character and 

unconsciously do things exactly the way she 

used to be doing. she  was my mentor and my 

neighbour, and I used to run to her after work 

- especially after her retirement - to get her 

opinion on a piece of work, to tell her all the 

good or bad news about our school, or to help 

her reading or writing e-mails. once or twice I 

ran to her to simply cry on her shoulder like a 

baby! she was a very good listener, and an 

excellent thinker till the last moment.

now, if I may speak not just about, but also 

to Dr. esmat:

26

obituary 
   dr. Esmat Ezzat

Dr. Esmat Ezzat

I miss you so much already. such a feeling of 

emptiness in my life after you left. every time 

I get that feeling, I know what to do: I recall 

one of the many times that we were together. 

I remember, some 30 years ago, when you 

introduced me to the simple people of el-tal 

el-Kibeer District in Ismailia. they were very 

suspicious about that city boy who was anx-

ious to catch the last bus by the end of the 

day, back to cairo where he lived. that was 

his first priority during the day. When I look 

at myself now, only going to cairo like a visi-

tor these days, either to attend a meeting or 

to use its international airport, I realise the 

tremendous change that has happened to my 

life because of you. I wonder how many peo-

ple have also been influenced by your strong 

charisma, and adopted voluntarily your nobel 

concepts, uncompromised principles, and 

genuine beliefs? A lot I guess.

You can now rest in peace. the peace that 

you have never known all your life as you 

spent most of it fighting corruption, igno-

rance, poverty, and above all closed minds.

Wagdy Talaat | Head of Medical Educa-

tion Department, Faculty of Medicine, 

Suez Canal University

E-mail: watalaat@ismailia.ie-eg.com

HOW THE NETWORK: TUFH 

REMEMBERS ESMaT

At the end of her period as secretary 

General of the network (1999), esmat 

wrote the following to the newsletter 

readership: “My last words as a secretary- 

General are: we need to reinforce and 

tighten scientific cooperations, both re-

gional and international. networking with 

scientific organisations is to be rapidly de-

veloped. We have to strive to make knowl-

edge at the service of humanity and to 

produce a better quality of life for present 

and future generations”. 

these words make clear what esmat stood 

for. other words that depict esmat are:

ISMAILIA 
DEAN
ZOHAIR
CARING
PASSIONATE
COMMUNITY
EDUCATION
DETERMINED
COMMITTED
NEPHROLOGY
HONORARY 
MEMBER
PEOPLE’S PERSON
WOMEN 
EMPOWERMENT



Dr. Gerard Majoor (left) and Dr. David Bor (right) at the ASPHER 2006 conference

TaSKFORCES
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REPRESENTEd aT INTERNaTIONaL MEETINgS/CONFERENCES

in public health education, coinciding with 

the launch of a bachelor programme in 

european Public Health by the host insti-

tution, Maastricht University’s Faculty of 

Health sciences. Discussions on this theme 

did not reach final conclusions but empha-

sised the need for AsPHeR to develop a 

vision on a european dimension in public 

health in europe. 

the third conference theme addressed 

capacity building and manpower develop-

ment. Here, the network: tUFH - repre-

sented by David Bor and Gerard Majoor - 

was given an opportunity to share its 

experiences with some 30 conference par-

ticipants. It was particularly striking that 

quite a few young participants from 

eastern and central europe were attract-

ed. Perhaps this may give us a clue how  

to get a stronger involvement from those 

regions in the network: tUFH. In general, 

in this theme severe shortcomings in pub-

lic health capacity building and manpower 

development were listed. It was concluded 

that the best solutions must be build on 

28th aSPHER Conference, Maastricht, 

September 2006

celebrating 40 years of AsPHeR, the 

Association of schools of Public Health in 

the european Region, and discussing the 

needs to advance public health in europe 

over the next 40 years. that was the 

dominant agenda for the approximately 

200 participants in the 28th AsPHeR 

conference, held in september 2006 in 

Maastricht, the netherlands. 

the first main theme of the conference 

addressed the expanding domain of public 

health. Here Ulrich Laaser and others men-

tioned elements like the impact of new 

preventive health technologies; promotion 

of ethical sensitivity for issues of justice, 

solidarity, diversity, etcetera; roles of pub-

lic health professionals as advocates and 

negotiators (at an ‘interface’); and the 

need to prepare for new kinds of ‘man-

made’ disasters. 

the second conference theme focused on 

the development of a european dimension 

multiple collaborations and sharing of 

knowledge and know-how.

At the occasion of the coincident meeting 

of the Board of AsPHeR, on behalf of the 

network: tUFH executive committee a 

proposal was submitted to strengthen the 

relationship between both organisations.

Gerard Majoor | Past Chairman of  

The Network: TUFH

Email: g.majoor@oifdg.unimaas.nl

Celebrating 
         40 Years of AsPHeR

the network: tUFH is being represented at meetings and conferences all over the world. Here are two reports of our representatives

CELEBRATING 
40 YEARS OF 
ASPHER, 
THE ASSOCIATION 
OF SCHOOLS OF 
PUBLIC HEALTH 
IN THE EUROPEAN 
REGION, AND 
DISCUSSING 
THE NEEDS TO 
ADVANCE PUBLIC 
HEALTH IN 
EUROPE OVER THE 
NExT 40 YEARS.
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MEMBER aNd ORgaNISaTIONaL NEWS

REPRESENTEd aT INTERNaTIONaL MEETINgS/CONFERENCES

Inaugural Meeting, gaborone, 

May 2006

the World Health organization (WHo) 

seeks to strengthen the educational capac-

ity (seDcAP) of health professional schools 

to meet societal health needs. the WHo 

Performance Improvement and educational 

team gathered some 60 individuals in Ga-

borone, Botswana to kick off a demonstra-

tion project focusing upon the prevention 

and treatment of HIV/AIDs and targeting 

five sub-saharan African countries: Botswa-

na, Burkina Faso, Malawi, Mozambique, and 

Uganda. the pilot aims to strengthen the 

human and institutional resources of health 

professions schools to address HIV/AIDs. 

the systems for healthcare and training 

in these five countries are shaped by their 

unique social and political contexts. Yet, 

several have adopted expansive mission, 

vision and value statements that call upon 

collaborative, multidisciplinary approaches. 

For example, Uganda’s mission statement 

reads: “to improve the health of Uganda 

and beyond promoting health equity by 

providing quality education, research and 

health services” (emphasis added). And 

Botswana’s statement of values includes: 

“assuring social responsibility, competence 

and caring, promoting accountability for 

one’s own health and collaborating with 

partners”. the five countries have already 

leveraged substantial local and interna-

tional resources and accomplished much. 

their collaborative processes reflect the 

principles of the network: tUFH. 

In preparing for the conference, country 

representatives developed wish-lists to 

guide our discussion on workforce growth 

and development. the following common 

themes emerged:

•  the need for additional buildings and 

infrastructure; 

•  the need for improved access to infor-

28

Strengthening the Educational Capacity    
         to Address HIV/AIDs

mation systems, including libraries and 

data;

•  the need for skills in attracting and man-

aging multiple funding sources; 

•  the need for skills to manage inter-sec-

torial networking - within health pro-

vider teams; between the disciplines like 

public health and medicine; between 

public and private sectors; and amongst 

international partners like other govern-

ments, nGos, universities, drug compa-

nies, etcetera;

•  the sisyphean challenge to stem trainee 

and workforce attrition; 

•  the corollary challenge to train and at-

tract talented young leaders;

this wish-list could frame an agenda for the 

network: tUFH and Education for Health.

Maldistribution of clinicians remains a cru-

cial systems issue. one strategy is to place 

schools of multiple health professions in 

rural areas. the Walter sisulu University 

in Umthatha, south Africa takes this ap-

proach. In addition to increasing the po-

tential to recruit local students, these in-

stitutions contribute to local economic and 

cultural development, thereby increasing 

the potential to attract and retain health 

professionals in areas that had considered 

undesirable previously.

the conference focused upon increasing 

the number of practitioners (rather than 

on decreasing attrition or redesigning the 

system). the conveners of the meeting led 

the participants through a familiar quality 

improvement process:

•  plan: orient and achieve stakeholder 

ownership, develop a situational analy-

sis, establish goals;

•  prepare for and conduct teaching (in-

cluding developing faculty); 

•  evaluate teaching through assessment 

of the student’s performance (and sys-

tem performance?);

•  revise methodology. 

At the meeting, each country was joined 

by other invited guests to form work 

teams. We followed the above process to 

develop clear goals, objectives, measures, 

timeline for action, and estimated cost for 

each step. countries differed in their ap-

proaches. For example, Botswana chose 

to focus only on training nurses, but at 

multiple schools. Uganda chose to train 

multiple health professionals, but only at 

Makerere University. each country seemed 

to choose a strategy that had the great-

est likelihood of rapid success. We all left 

the conference with a sense of accomplish-

ment and hopeful for ample WHo funding 

over longer timeframes.

David Bor | Member of the Network:  

TUFH Executive Committee

Email: david_bor@hms.harvard.edu

MALDISTRIBUTION 
OF CLINICIANS 
REMAINS 
A CRUCIAL 
SYSTEMS ISSUE. 
ONE STRATEGY 
IS TO PLACE
SCHOOLS OF 
MULTIPLE HEALTH 
PROFESSIONS IN 
RURAL AREAS.



the network: tUFH Women and Health 

taskforce has had a very eventful and active 

year. At this year’s network: tUFH confer-

ence in Ghent, taskforce members facilitat-

ed a pre-conference workshop, three poster 

sessions, and a mini-workshop. seventeen 

members of the taskforce, as well as one 

student, received fellowships from GHets 

to attend the conference, selected using 

rigorous criteria developed by the task-

force, representing all different regions of 

the world. the taskforce is currently plan-

ning a packed programme for the 2007 

network: tUFH conference in Kampala; we 

look forward to seeing you there!

the taskforce is also pleased to announce 

the completion of a 2nd edition of the Wom-

en & Health Learning Package (WHLP). the 

1st edition was published in 2005 and con-

tained five educational modules on various 

women’s health topics. the modules were 

written by active members of the taskforce, 

with support from GHets and the Global 

Knowledge Partnership. the modules were 

then piloted at seven member institutions 

in egypt, India, Kenya, Mexico, Pakistan, 

sudan and Uganda.

the new 2nd edition contains nine ad-

ditional modules on a variety of topics 

from cervical cancer to the role of men in 

promoting reproductive health. It is avail-

able for download from the network: tUFH 

website, or by writing to GHets (info@

ghets.org).

In addition, three projects received funding 

this year to implement the WHLP at the com-

munity level. these projects used the materi-

als from the WHLP to: educate recently grad-

uated doctors about female genital cutting 

in egypt; train female community health 

workers in Pakistan; train women, children 

and volunteers in camps for internally dis-

placed persons in sudan. All three projects 

Women and Health Taskforce: 
    Update

TaSKFORCES
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NEW STaFFINg aT gHETS

GHets is pleased to announce the arrival 

of a new executive Director, Marion Bill-

ings.  Marion graduated with a Bachelor’s 

degree in Human Biology from Brown Uni-

versity in Providence, RI, UsA.  she also 

received an Msc in Public Health from the 

London school of Hygiene and tropical 

Medicine in the UK.

GHets is also pleased to welcome another 

new member to the team, evan Russell.  

evan received a Bachelor’s degree in neu-

roscience from Brown University in Provi-

dence, RI, UsA.  In the past, he has worked 

briefly for Us senator Barack obama as a 

Health Policy scholar, and also served as 

the Public Relations Director for Adopt a 

Doctor, a Us-based non-profit organisa-

tion.  now he is the new GHets Develop-

ment and Programme officer.

Both Marion Billings and evan Russell at-

tended the 2006 network: tUFH confer-

ence in Ghent, Belgium. We hope you had 

a chance to meet them! they will also 

both be at the 2007 conference in Kam-

pala, Uganda.

Rachel true, the former executive Director, 

left GHets in July 2006 to be closer to her 

family in california.  In addition, Bridget 

canniff has also recently left GHets for  

a new position at the northwest Port- 

land Area Indian Health Board, working 

with native American communities in the 

Pacific northwest of the UsA. We will 

miss them both enormously!

For more information about GHets,  

please contact info@ghets.org or go to 

www.ghets.org

successfully leveraged small investments 

(less than $5,000) into important improve-

ments in community knowledge regarding 

women’s health issues.

Nighat Huda | Chairperson, Women & 

Health Taskforce 

Email: nighathuda@zmu.edu.pk

Mr. Evan Russell, Ms. Bridget Canniff, 

Ms. Caroline Mailloux, and Ms. 

Marion Billings

aBOUT OUR MEMBERS 

ExECUTIVE COMMITTEE MEETINg

Reports submitted by the executive com-

mittee (ec) for the september 2006 

Meeting: www.the-networktufh.org/cal-

endar/misc.asp?t=announcements

NEW MEMBERS 

ExECUTIVE COMMITTEE

the ec-members nosa orobaton (rep-

resenting the African region) and Laura 

Feuerwerker (representing the Latin Amer-

ican region) have resigned as ec members. 

For the upcoming year nosa orobaton 

will be succeeded by simeon Mining from  

Kenya, and Laura Feuerwerker by Deyani-

ra González de León Aguire from Mexico. 

In september 2007 - during the General  

network: tUFH Meeting in Kampala, 

Uganda - there will be new elections for 

these two ec memberships.

THE TASkFORCE 
IS PLEASED TO 
ANNOUNCE A 
2ND EDITION OF 
THE WOMEN AND 
HEALTH LEARNING 
PACkAGE.



D
E

C
E

M
B

E
R

 
2

0
0

6
N

E
W

S
L

E
T

T
E

R
 

N
U

M
B

E
R

 
0

2
 

|
 

V
O

L
U

M
E

 
2

5 

MEMBER aNd ORgaNISaTIONaL NEWS

aBOUT OUR MEMBERS

30

I look back with a sense of fulfilment in 

having been a part of the network: tUFH 

since 2001. In Londrina I was elected as 

a Regional Representative for the sno. 

From then on, I literally fell in love with 

this unique and nurturing network. For 

the next three years, I was active in the 

network: tUFH as a paper presenter, fa-

cilitator of sno workshops, and member of 

conference committees. I wrote about the 

organisation and held seminar-workshops 

for students. Five years have passed, and 

still I harbour unfathomable gratitude and 

intense inspiration from all experiences in 

the network: tUFH.

I wanted to be a ‘social oncologist’, ad-

dressing health neoplasms in my commu-

nity. After graduating from the University 

of the Philippines college of Medicine in 

2002, I set out to be just that. I became a 

volunteer consultant of health programmes 

and a doctor for health missions of the uni-

versity, non-government and government 

groups. I also became a researcher for the 

Foundation for clinical epidemiology Inc., 

the Department of Health, and the Uni-

versity of the Philippines Manila national 

Institutes of Health. 

today, I am back in my own community in 

the mountainous province of Benguet, Phil-

ippines. Having gained skills and knowl-

edge from schooling in Manila, and having 

amassed priceless perspectives from all 

over the world through conferences such 

as the network: tUFH’s, I try hard to be 

a multipotential individual, realising that 

a doctor who wants to be a ‘social oncolo-

gist’ has various roles. 

I am a faculty member of the college of 

natural sciences of the st. Louis University 

in Baguio city. I and a group of young pro-

fessionals set up our own humble research 

company (ReseARcHMAte) to address the 

lack of local research and documentation. 

Researching on ethno pharmacology, cul-

ture, history, and the community has been 

interesting. I continue to be a volunteer 

doctor to health missions in our region and 

a volunteer school physician in an elemen-

tary school in our municipality. My areas of 

voluntarism are youth, health, culture and 

indigenous peoples, and community devel-

opment. We founded a youth nGo to em-

bolden efforts to preserve and promote our 

indigenous Igorot culture. similarly, I was 

selected to lead four different youth organ-

isations in our region that aims to promote 

youth leadership, formation, volunteerism 

and service, youth capability-building, and 

adolescent health. A lifelong learner, I am 

also finishing my Masters studies in com-

munity Development this school year.

today, I find myself involved in endeavours 

which seemingly may be out of the tradi-

tional ‘health/doctor’ concept. However, I 

am happy because I see these as fields I 

want to be competent in as a ‘youth social 

oncologist’, for these are fields yearning to 

be addressed in my community. I do view 

health as an encompassing web of factors. 

the tasks are great and demanding, but the 

nuggets that I gained from the network on 

health promotion, planning, management, 

leadership, the tUFH concept, and social 

accountability are all helpful in my roles. 

there is no greater time to do the best 

things you want to do in your life than 

when we are young. It is in the mountains 

of Benguet that I was born for a reason. It 

is here where I want to be of service as a 

‘health social oncologist’. And I thank God, 

my parents, mentors, friends and students 

for the inspiration. And - among many oth-

ers - the network: tUFH for the precious 

privilege and blessing in being a part of 

it. Becoming a part of the network: tUFH 

was a defining moment in my life.

Ryan Camado Guinaran | Faculty  

Member, College of Natural Sciences,  

St. Louis University, the Philippines

Email: cguinaran@hotmail.com

TODAY, I FIND 
MYSELF INVOLVED 
IN ENDEAVOURS 
WHICH 
SEEMINGLY 
MAY BE OUT 
OF THE 
TRADITIONAL 
‘HEALTH/DOCTOR’ 
CONCEPT.

Dr. Ryan Guinaran

Network alumni:    
         A Defining Moment in My Life
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RE-aSSESSINg FULL MEMBERS

It is with pleasure that we would like to 

inform you that the following Full Member 

has been awarded a continuation of its Full 

Membership up to 2011:

Faculty of Health sciences, Walter sisulu 

University, Mthatha, eastern cape, Republic 

of south Africa

NEW MEMBERS

Full Members

•  school of Health sciences, University of 

Venda, thohoyandou, Republic of south 

Africa

•  WoncA, Albuquerque, nM, United states 

of America

Individual Members

•  Dr. elena Barragan, cinco saltos, Rio 

negro, Argentina

•  Dr. Raheem Kherani, Richmond, British 

columbia, canada

•  Mr. Anthony Amalba, school of Medicine 

and Health sciences, University for 

Development studies, tamale, Ghana

•  Mr. Felix Apiribu, Agogo Hospital, nurses 

training college, Agogo, Ghana

•  Mr. Anyidoho Louis Yao, school of 

Medicine and Health sciences, University 

for Development studies, tamale, Ghana

•  Mrs. Franciska Koens, VU University 

Medical center, Amsterdam, the 

netherlands

•  Prof. Ahuka ona Longombe, school of 

Medicine, University of Kisangani, Goma, 

Republic of congo 

•  Ms. Julia elisa Bereda, school of Health 

sciences, University of Venda, Polokwane, 

Republic of south Africa

•  Dr. solomon Mabapa, Faculty of Health 

sciences, University of Venda, 

thohoyandou, Republic of south Africa 

•  Ms. Makondelele Mulaudzi, school of 

Health sciences, University of Venda, 

thohoyandou, Republic of south Africa 

•  Mr. Lungelo Khanyiso ndaba, center for 

Biokinetics, Recreation and sports 

science, Universtiy of Venda, 

thohoyandou, Republic of south Africa 

•  Mrs. Rachel tsakani Lebese, school of 

Health sciences, University of Venda, 

Giyani, Republic of south Africa

•  Dr. Alia Hussain Ali Zawawi, King 

Abdulaziz Medical University, Riyadh, 

saudi Arabia 

•  Dr. Hanan Alkadri, King Fahad national 

Guard Hospital, Riyadh, saudi Arabia

MOVINg ON: CHaNgES IN 

INSTITUTIONaL LEadERSHIP

the secretariat received information about 

changes in leadership with the following 

network: tUFH members. We have listed 

the names of the former and new (Vice-) 

Deans/Directors for you:

•  Dr. Waldir eduardo Garcia, Faculty of 

Medicine, Universidade estadual de Lon-

drina, Brazil has been replaced by Dr. 

Isaias Dichi, dichi@sercomtel.com.br

•  Dr. Ayo soladoye, college of Medicine, 

University of Ilorin, nigeria has been 

replaced by Dr. Bode James Bojuwoye, 

colmedilor@yahoo.com

•  Dr. Abdullahi nur Hassan, Faculty of 

Medicine, Alzaem Alazhari University, 

Khartoum, sudan

•  Dr. Huseyin cahit taskiran, Faculty of 

Medicine, Dokuz eylul University, Izmir, 

turkey

•  Dr. Kate cauley, Boonshoft school of 

Medicine, Wright state University, 

Dayton, oH, United states of America

addITIONaL CaSE STUdIES FOR 

WOMEN aNd HEaLTH LEaRNINg 

PaCKagE

Until recently, all case studies in the Wom-

en and Health Learning Package (WHLP) 

were available in english only. the Women 

and Health taskforce, with support from 

GHets, has been working to compile trans-

lations of case studies, as well as any case 

studies that have been adapted to differ-

ent regional or cultural settings.

several new spanish case studies will soon 

be available for download on the Women 

and Health Learning Package website, at: 

www.the-networktufh.org/publications_

resources/trainingmodules.asp

If you have used the WHLP and have trans-

lated or adapted any case studies, and 

wish to share them, please contact Karen 

Koprince at intern@ghets.org
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INTERESTINg INTERNET SITES

the network: tUFH Interactive - Recommended Internet sites 

www.the-networktufh.org/publications_resources/interactive.asp

Report of the commission on Intellectual Property Rights, Innovation and 

Public Health

www.who.int/intellectualproperty/en/

the World Health Report 2006 - Working together for Health

www.who.int/whr/2006/en/index.html

toward Universal Access to HIV Prevention, care, and treatment. 3 by 5 Report for the 

Americas

www.paho.org/english/AD/FcH/AI/3X5AmericasReport.pdf

Best Practices in Intercultural Health

idbdocs.iadb.org/wsdocs/getdocument.aspx?docnum=564741

treatment education - A critical component of efforts to ensure Universal Access to 

Prevention, treatment and care

unesdoc.unesco.org/images/0014/001461/146114e.pdf
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TRIBUTE TO…

* John snow, Inc. Vice President Dr. theo 

Lippeveld was the 2006 recipient of the 

American Association of Public Health’s 

outstanding service Award. Dr. Lippeveld 

was chosen for “his leadership in revitalis-

ing routine information systems” in lower-

income nations. He has made significant 

contributions in the field of global public 

health and health system planning and 

management for more than 25 years, and is 

the co-founder of the Routine Health Infor-

mation network (RHIno), an international 

network advocating for improved routine 

health information systems. 

* John Hamilton has been appointed an of-

ficer of the British empire (oBe), announced 

in the Queens Birthday Honours List, sun-

day June the 18th, 2005. the citation was 

“For contribution to medical education as 

past Director of the University of Durham 

stockton Preclinical Medical school”.

* In honour of Dr. Kerr L. White - Honorary 

Member of the network: tUFH - the Health 

sciences Library has opened the Kerr L. 

White Health care collection Website:  

historical.hsl.virginia.edu/kerr/ Dr. White 

has been described as “perhaps the most 

influential figure in the field of health ser-

vices research, a discipline that emerged 

from his study of health care delivery.

Dr. White donated his personal collection to 

the Health sciences Library in 1992, a col-

lection which he acquired over five decades. 

White describes it as a ‘collection of ideas’, 

and it indeed serves as a road map of how 

Health services Research and Primary care 

Medicine have evolved in the last century.

* In 2006 Dr. Henk schmidt - also Honorary 

Member of the network: tUFH - received 

the Distinguished career Award, presented 

by the American educational Research As-

sociation Division I. this award, which is 

given every other year, honours individuals 

who, over a significant number of years, 

have been exceptionally productive and in-

fluential scholars and contributors in profes-

sions education. the criteria for this award 

include: evidence of a significant impact 

on the field of research in the professions; 

service to the research community; contri-

butions to the growth of new investigators; 

contributions to translation of research for 

practice; and regular participation in Divi-

sion I.  According to the selection commit-

tee, the career of Henk schmidt fitted these 

criteria exceptionally well.

aBOUT OUR MEMBERS

Mrs. Marcia Mentowski (Division I’s Past 

Vice President) and Dr. Henk Schmidt


