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Primary health care
once again
In 2008, the World Health Organization launched the
World Health Report titled “Primary Health Care, Now
More Than Ever”, commemorating the 30th anniversary of the Alma-Ata Declaration.
The Declaration of Alma-Ata focused on the importance of primary health care in national health services
and articulated primary health care as a set of guiding
values for health development, a set of principles for
the organization of health services, and a range of approaches for addressing priority health needs and the
fundamental determinants of health (Chan 2008).
Thirty years down the line global health has improved.
On the whole people are living longer yet the gaps
in access to and efficiency of health care, within and

between countries, are greater
than ever. One
of the greatest worries is
about the cost of
health care. This is a
realistic concern since
100 million people fall into
poverty each year paying for health care. Millions more
are unable to access any health care.
As family physicians with experience in low-income
countries most of us from the WHIG (the dutch platform/working party on family medicine and international health) have experienced these gaps firsthand. Within
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the WHIG we believe that everyone should have access
to continuous and comprehensive care for the individual, the family and the community. This kind of care, to
us, is family medicine. In the 2008 WHO report these
characteristics of family medicine are also considered to
be the key principles of primary health care.
The concept of comprehensive primary health care
and the principles of family medicine overlap considerably and should be considered together. Yet potential
interest in the contribution of family medicine to
(equity in) health, primary care and district health
services is limited by the lack of regional definition
as is stated in the statement of consensus on family
medicine in Africa after the 2nd African WONCA
conference in South Africa.
In this statement it is also said that family medicine
should strive to create an integrated system of health
care that includes private, faith based and traditional
health care providers and supports intersectoral collaboration and active community participation (Mash/
Reid 2009). Trained in western medicine, health
providers (from the same country or expat) are often
not rooted in the contexts in which people live,but
they like to believe that they know what people need.
In many areas people prefer to seek health care from
people outside the ‘formal’ health system, in particular
traditional healers, and only resort to ‘western’ health
care as a last option (Obago, MT3 2010). Also traditional healers, in general, can provide a wide range of
knowledge on customs, traditions and plants/herbs
that have been used for treatment for millennia as is
mentioned by van Zanten and Borgstein in this issue.
Therefore the aim should not be to export the
northern European template for family medicine but
to train generalists, who are adequate in their own
context. In addition to surgical, gynaecological skills,
the family doctors have to acquire knowledge about
the care for chronic, non-communicable diseases and
about palliative care. As Fons Mathot describes in his
article about palliative care in the family medicine
programme, a change in attitude might be necessary.
This can be a learning process for both teacher and
students with regard to methods, medication, cultural
settings with regard to end of life care.
The article by vd Hombergh/Heres about Eldoret, Kenya and Maaike Flinkenflögel’s report about the family
medicine and community health residency in Rwanda
shows that family medicine training as part of the national health care system is still a novel idea in many
countries in Africa. And if it is to become a success in
resource-poor countries one of the main goals in the
postgraduate training in family medicine should be to
enhance community access to health care, by bridging



the gap between community and health providers. By
focusing on the community, it should also become
possible to increase interaction and trust between traditional sources of health care and the ‘formal’ health
systems thereby improving the health status of the
population (Obago, MT3 2010).
This is not only true for Africa but also for low and
lower middle-resource countries elsewhere in the
world as Molly Verdegaal, Dutch GP, points out in her
article about women for women in Nepal. Even within
Europe and in the former Soviet Union, the concept
of PHC and family medicine is evolving. Such as in
Georgia where in the years after the collapse of the
Soviet Union the Government embarked on ambitious
health reforms, embracing the private sector, but also
introducing family doctors as instrumental in moving
“from a traditional Soviet medical model that is based
on the paradigm of health care being the supplier of
curative treatments to a more widely adopted health
model that is based on the concept that health care is
essentially based on the promotion of healthy lifestyles
and the prevention of ill health” (Georgian MoLHSA
Strategic Plan 2000-2009). These reforms plan to
shift resources “to primary health care from hospital
services, financing preventive services from government revenues and introducing family physicians and
nursing care at home”. A much needed approach in a
highly medicalised context.
Enforcing primary health care should be on the
agenda of policy makers worldwide. Well-trained doctors in family medicine and community based health
care can provide leadership in order to establish patient-centred, comprehensive, continuous care with a
regular point of entry into the health system, based on
a relationship of trust (World Health Report 2008). To
date it seems that the generalist FP is keen to stay in
his/her region/country, counterforcing the braindrain
which still is a major problem for health care systems
in resource-poor countries.
In 2006 the WHO conference on the Health Work
Force stated that “every community needs to be able to
take care of its people. We are a long way from meeting the ideal. And we are determined to make that
change.” Slowly but surely this is happening today in
resource-poor countries.
We believe family medicine and community based
health care is the right way for progress in primary
health care: improve primary care and you will improve the general health of the population.
Sylvia Mennink
Family physician / chair WHIG
Sylviamenninkwn@gmail.com / info@whig.nl
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FAMCO training in Rwanda
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An ongoing
process to get
well-trained
primary
health care
physicians in
the district
hospitals and
community
health centres

In 2008, the Medical Faculty of the National University of Rwanda (NUR) started a training programme in family
medicine and community health (FAMCO), a 4-year Master in Medicine (MMed) specialisation. This programme
prepares family physicians for work in the district hospitals with outreach to the community health centres with a
comprehensive knowledge of prevention, diagnosis, treatment and follow-up of the most common health problems.
Family medicine and primary health care
Health and well-being of a population are highly dependant on a good primary health care system which
is easily accessible and affordable to all members
of the community. The World Health Report 2008
“Primary Health Care; Now More Than Ever” reformulated, thirty years after Alma Ata, the importance
of primary health care and the move out of the tertiary
hospitals back to the community1. A comprehensive
health system based on primary health care has been
proven to be cheaper and to have a better overall
health outcome. In 2009 the World Health Assembly
urged their member states to train and retain adequate
numbers of health workers, with appropriate skill
mix, including primary health care nurses, midwives,
allied health professionals and family physicians, able
to work in a multidisciplinary context, in cooperation
with non-professional community health workers in
order to respond effectively to people’s health needs2.
The African family physician
Family physicians are trained in many countries of the
world. However, family medicine is still a relatively
new concept in sub-Saharan Africa and the “inverse
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Maaike Flinkenflögel
Mieke Visser
Physicians, working for
Partners in Health at
Rwinkwavu hospital
Rwanda

care law”3, the fewest health care professionals are
found where they are most needed and vice-versa, is
still very much applicable in the majority of African
countries. The University of Pretoria was the first
university in Africa to open a department of family
medicine to train specialised primary health care physicians, what we now call African family physicians4.
This was followed by all seven Health Science faculties
of the other South African Universities. In 1997 these
departments of family medicine formed a network for
communication and consultation, the Family Medicine Educational Consortium (FaMEC). FaMEC aims
to share and exchange expertise, for optimising and
potentiating one another, to standardize the examinations and develop appropriate assessment systems
and to form a core curriculum5. Other Anglophone
countries started the family medicine training even
more recently and the first graduated African family
physicians are starting to find their place in the different health systems. Family Medicine departments are
struggling for recognition and the health systems are
still dominated by centralised specialist services and
vertical, disease-oriented approaches.
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The Primary health care and family medicine education network (Primafamed project), coordinated from
Ghent University, Belgium, and funded by EdulinkACP-EU (see www.acp-edulink.eu), started in 2008
and linked ten universities in eight sub-Saharan
African countries together with the eight departments
of family medicine in South Africa6,7. In 2009 this led
to the Statement of consensus on Family Medicine in
Africa at the second World Association of Family Doctors Africa (WONCA) conference with family physicians from all over sub-Saharan Africa. The consensus
statement defined the contribution of Family Medicine
to equity, quality and primary health care within an
African context, as well as the role and training requirements of the African family physician8. In 2009
another project was started, “the Southern Africa
family medicine twinning project”, in which the eight
departments of family medicine in South Africa each
linked themselves to another Southern African country to stimulate the implementation and development
of the family medicine training by sharing knowledge,
experience and resources. Within this project the
Rwandan department of FAMCO is twinning with the
University of Limpopo.

Family medicine in the Rwandan setting
Training family physicians fills an important gap, as
district hospitals and health centres in Rwanda are
often staffed with newly graduated physicians with
only one year of internship training, who have not
had the benefit of supervised postgraduate training.
These physicians face the daunting challenges of
dealing with a great variety of problems in a resourcepoor setting. This leads to poor quality of patient care,
high rates of burn-out among the staff, and a high
percentage of physicians moving back to the cities
(where 20% of the population live but where 80%
of the physicians work) at the end of the two years’
mandatory rural health service.There are currently
no Rwandan family physicians in Rwanda and family
medicine does not have a place in the Rwandan health
care system. The profile of the Rwandan FAMCO training at NUR has been modelled on similar programs
in neighbouring East African countries such as Kenya
and Uganda, and follows international standards. Curriculum development started in 2006 with the support
of the Ministry of Health (MoH). In December 2009 a
workshop with the MoH, other specialists, family physicians from surrounding countries and other stakeholders was organised to clarify the definition, roles and
responsibilities and the position of family physicians in
the Rwandan health care system. The training is fully
accepted by the MoH as one of the MMed specialty
programs offered by NUR. The first intake of residents
in the FAMCO program was in 2008 (7 residents), who
are presently in their final year of training. In 2009
none of the MMed programs had any intake of new
residents due to change of deans. The second batch (5
residents) started their training in 2010. In October
2012 the first Rwandan MMed trained family physicians will graduate. The FAMCO department is working together with departments of family medicine in
other East African countries and South Africa. Presently
fourth year Rwandan residents are going to Limpopo
to do an elective to familiarize themselves with family
medicine in the South African context.The FAMCO
residency training happens on-site in a setting where
the future Rwandan family physicians will be working.
Ruhengeri and Kabgayi hospital are two provincial hospitals where several American family physicians work
to give bedside teaching and ongoing mentoring of the
residents. The third training site is Rwinkwavu hospital,
a district hospital in the Eastern Province with 110 beds,
where the authors are based. The family medicine residents work alongside the other doctors and nurses in
the different disciplines in the hospital and in outreach
at the community health centers. Partners in Health
(PIH) supports the government with strengthening of
the district health services and implementation of community health programs in the district. This offers the
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FAMCO residents at Rwinkwavu a great opportunity
to get acquainted with community health and management of district health services.

in the referral/ provincial/ district hospitals and the
nurses in the community health centers. Presently
the FAMCO department is developing this in-service
diploma course for GPs.

The changes in policy at the ministry of health
and the current situation of family medicine

The way forward

The current Rwandan minister of health has made
several very progressive changes in the Rwandan
health care system. Her mission is to train enough
medical specialists in the four major fields: paediatrics, surgery, internal medicine and obstetrics/
gynaecology to cover all referral, provincial and district
hospitals in the country. She therefore does not see
family medicine as a priority at the moment. At the
end of 2011 she asked the dean of the National University of Rwanda to put the intake for the FAMCO
MMed training on hold. After discussion between
the MoH and the NUR in January 2012 the minister
requested the FAMCO department to develop a 2-year
diploma in Family Medicine and Community Health,
to train general practitioners (GPs) in district health
care, becoming the liaison between the specialists

Family medicine as part of the Rwandan health care
system is a new idea that still has to find more ground
and support. The first Rwandan family medicine
residents will be graduating end of 2012 and they need
to find their place in the Rwandan health care system.
Several of them will become members of the new faculty for the FAMCO department; Rwandan ownership
of the program is needed, as presently only foreign
faculty members are working at the department.
Ongoing discussion between the FAMCO department,
NUR and the MoH is necessary to make sure that the
FAMCO department trains the doctors towards the
needs of the Rwandan people. Continuous advocacy of
the program is essential.
maaike.cotc@gmail.com
mievis@xs4all.nl
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Leny
Claessenvan Swaay:
honorary
member of
the NVTG

In April 2012 the General Assembly of the NVTG appointed Leny Claessen-van
Swaay as an honorary member of the Society. In 1985 she, together with the Working
Group ‘Doctors with experience in the tropics’, took the initiative to start the ‘Refera
tenblad’, now International Health Alerts. The goal was to supply Dutch doctors in
the tropics with useful and actual clinical-scientific information. This service has
always been highly appreciated. For over 25 years she has been the driving force
behind this service. Over the years her team numbered 12 people, all volunteers,
of whom Cor van den Boogaard (since 1987), Yme van den Berg (since 2000) and
Herbert Schilthuis (since 2003) should be especially mentioned.
In those 25 years an innumerable number of papers have been read and more than 4000 papers have been selected
and described. Leny directed the whole process, took care of the continuity and kept an eye on the deadlines. The
Society has honoured Leny as a tribute to the hard work of the whole team of International Health Alerts.

June 2012

volume 50 | 2



Practical Papers

Palliative Care in the Family Medicine
programme
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Qualified family doctors and registrars
at Baringo Seminar, November 2011

Fons Mathot
family physician and
hospice-doctor
Honorary lecturer
Moi University
Kenya

A rainy day in the Western Province of Kenya. With one of the registrars (aios) of the Family Medicine programme,
we are on our way from Webuye, a teaching hospital, to a small village. The road is slippery and the 20 kilometres
long journey takes more than half an hour. Thanks to the driver we arrive safely at a small house. Behind it is a
hut where our patient is lying under a bed net. He is a 30 years old man, diagnosed with AIDS/HIV and Kaposi
sarcoma. His left leg is amputated above the knee and the sarcoma has left the rest of his leg covered with bad
smelling sores. His condition is worsening and his family is very concerned about him. We apply Metronidazole
powder against the anaerobic bacterial growth on his ulcerations. We only have Codeine tablets for the pain. Liquid
Morphine is once again out of stock. The registrar communicates with the patient in the language of the Kikuyu.
Our patient seems to be comfortable. Meanwhile a tropical rainfall has started with heavy thunder. We have to wait.
Sitting in that hut, frustrated by the fact that we could not supply this poor guy with Morphine, I am thinking of
one of the main principles of palliative care: “we can just be there”.
History
In 2006, palliative care was introduced in the new
postgraduate Family Medicine training programme
at the Moi University of Eldoret in Kenya. What is the
meaning of palliative care in a country like Kenya?
How does it fit in a medical curriculum for the registrars? And how do we teach them on this topic? Each
of these questions could be the subject of an article,
but confine here to the main issues.
Sub-Saharan Africa has a long tradition in hospice care.
Already in 1980 a first hospice was founded in Harare,
Zimbabwe. Long before we started with such care in the
Netherlands. It is one of the positive influences of the
English health care system, where Dame Cicely Saunders started hospice care in the 1960s. Palliative care is
more than just end-of-life-care. According to the WHO
(2002) definition “Palliative care is an approach that
improves the quality of life of patients and their families
facing the problems associated with life-threatening
illness, through the prevention and relief of suffering
by means of early identification and impeccable assess-



ment and treatment of pain and other problems, physical, psychosocial and spiritual.” In this long sentence,
which you might have to read twice to understand, a
whole teaching programme is described.
Palliative Care in Kenya
The Kenya Hospices and Palliative Care Association
was founded is 2002. In the past ten years the number
of hospices has grown from 7 till 23. Also in Eldoret,
where Moi University is located, there is a hospice. The
care given is mostly home-based care by nurses. There
is no money for admissions like in the Netherlands
and the hospice itself is more a daily clinic for cancer
patients than a hospice in the traditional sense.
In the paper of the MOH “National Cancer Control
Strategy 2011 – 2016” it is mentioned that in Kenya
cancer ranks third as a cause of death, after infectious
diseases and cardiovascular diseases. About palliative
care it is written: “Palliative care should be provided
from the time of diagnosis of the life limiting illness.
Effective palliative care services should be integrated
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into existing health care system at all levels of care,
including home-based care. Palliative care should be
strategically linked to cancer prevention, early detection
and treatment. The objective is to improve quality of
life of cancer patients and their families. As one of the
interventions the report recommends: “Develop curricula and training materials for palliative care”. That is
exactly where our postgraduate programme has started.
Palliative Care in the curriculum
The goal of the Master of Medicine Program in Family
Medicine of Moi University is: “To prepare competent,
caring, compassionate family physicians committed to
serve their community by providing leadership in their
communities addressing the broad range of health
needs, rendering comprehensive clinical services, educating the primary health care team and committing
themselves to lifelong learning.” (see elsewhere in this
MT on the history of this post-doc programme).
According to his profession, a family physician has to
take care for his patient from birth until death. Doctors
all over the world are better in cure than in care. In
the African culture a doctor who is taking care for the
dying, could be seen as a looser. Not only cure, but
care, means changing in attitude. In the curriculum
we started palliative care as an example of the above
mentioned mission statement. The first course palliative care was given in February 2005.
How we started
Realising that we have to pass a mental barrier (from
cure to care) we just started with the own experience of
the registrars (aios) about incurable diseases and death.
We let them discuss about the following questions:
1. Remember a period in your life when you were confronted in your family or among your relatives with
an incurable disease
a. what made this period so impressive?
b. what happened with you and with the patient?
c. how were the doctors functioning, what did they
tell you, what did they do?
d. what could have been done better?
2. How were the last month, weeks and days of this
beloved one?
3. How and under which circumstances did this person die and what were your feelings?
4. Remember his or her last day. Were there symptoms
that could have been treated by a Family Doctor?
It was impressive and shocking what they brought up.
It was like an ‘opening of the graves’ of their beloved
ones. They started to realize that according to our pro-

fession as family doctors we have to deal with symptoms as pain, delirium, depression, anxiety, nausea etc.
We can’t speak about ‘lost cases’. They got the feeling
that something has to be done, from a medical point of
view, for all those patients who are given-up.
After this introduction the work was done in groups
who selected a special symptom, and each registrar
prepared a lecture based on materials we had brought
with us, and a search on PubMed. The presentations
stimulated discussion and exchange of information,
which provided us with interesting insights into the
African cultural settings in end of life care. For both
parties it was a learning process, and from the side
of a registrars a highly appreciated programme. After
this training session we regularly returned to Eldoret
for refresher and upgrading courses. Such as the last
seminar at Lake Baringo in November 2011, which
brought together in total 25 people, both qualified
medical physicians and registrars. (picture 1) One of
them, Jeremiah Laktabai, was my counterpart and
involved in the programme. He informed us about the
Kehpca (Kenya Hospices and Palliative Care Association) and the Kenyan list of drugs used in palliative
care. We discussed the Narcotic Drugs Act and the
Kenyan situation about Morphine.
Palliative Care Clinic at Webuye
At this moment (April 2012) at Webuye teaching
hospital every Thursday there is a palliative care clinic,
supervised by one of the qualified family doctors of
the Eldoret programme. Patients are booked to come
for review or follow up. The palliative care team sees
those who are admitted in the ward. Team leaders
are Jeremiah Laktabai and Patrick Chege, head of the
Department of Family Medicine. Both are trained in
the past 7 years. With Laktabai, an intensive e-mail
contact has started since we got some financial support
from a hospice in the Netherlands (hospitium Vleuten)
where I am working. Via e-mail he sent me the whole
programme of improvements and wishes: every day
palliative care clinic, trained nurses, a clinic room and,
last but not least, enough Morphine and access to essential drugs used in palliative care.
After seven years investment in teaching palliative
care, our Kenyan colleagues are now continuing and
implementing this core-business of Family Medicine.
But it is too early to lean backwards. Or as one of them
said: “We are no longer on breastfeeding, but we still
need our parents.”
a.m.m.mathot@umcutrecht.nl
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Primary Health Care in Nepal
Molly Verdegaal
MD, GP

Prevention and care for women with pelvic
organ collapse
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Dankumari Bika is a 32-year-old woman, who lives with her six children high up in the Nepalese mountains. Every
day at six in the morning just after sunrise, she starts her daily chores: fetching water from the well, making fire
and preparing food for her family and in-laws. When the housework is done she continues working the land. The
work is hard, especially considering her physical condition. She is suffering from a prolapsed uterus, ‘a balloon of flesh that comes out of her
vagina’, causing lower abdominal pain, back pain, infections. This balloon first appeared when she lifted a heavy pot, two days after delivery.
Dankumari is not the only one with this condition. (pictures/TBD)
Pelvic Organ
Prolapse
(POP) is
a physical
condition
in which
one or more
pelvic organs
descend and
even protrude through the vaginal opening. Women suffering
from this condition live in constant pain, experiencing difficulty in even the most basic activities such
as standing, walking, sitting, urinating, and sexual
intercourse. It is a common problem in Nepal: according to a 2006 population-based survey carried out in
six districts, POP was detected in 10% of the women.1
Previous studies suggest a prevalence of uterine prolapse in Nepal ranging from 10 to 45% in women of
reproductive age.2
Despite this high prevalence, responses from the staff
in the community health posts (HPs) appear to lack
knowledge and skills to prevent and treat prolapse
problems. Many of which can be prevented though
with a nutritious diet, care and rest during pregnancy,
delivery and post-delivery, and Pelvic Floor Exercises
(PFE). Treatment includes PFE in mild cases, insertion of pessaries and surgery.

Women Foundation3 – it became clear to them that
addressing POP should be the main aim of their work.
From the beginning it was also clear that support
towards women’s health should not be an isolated undertaking. From 2007 onwards, Nepalese doctors and
mid-level health workers have been actively involved
in the programme, receiving training on the management and treatment of POP. The strength of this
approach is that the women can be treated near their
home, and that health workers at the HP have gained
skills and knowledge and don’t feel shy anymore to
assist in the field of gynaecology.
Despite the positive outlook, there are challenges to
overcome like motivation of the nurses, the frequent
changes of HP staff, the shyness of women who
hide their private problems and the cultural aspects
including gender imbalances. The role of the government is essential. We experienced that it is crucial to
involve local health officials, discuss their demands
and let them take the lead and responsibility. For
example, three years into a programme in one of the
districts the local District Health Officer is in charge
together with our Nepali counterpart. At the moment
we are closing our assistance in several areas, but we
intend to develop a system to check the HPs in the
coming years. Hopeful development is that the Nepali
organisations we work with are increasingly taking
over regarding the prevention and treatment of POP,
especially in the rural areas.

Soon after the initial visits in 2003 by Dutch female
family doctors to Nepal – organized by the Women for

m.verdegaal@vrouwenvoorvrouwen.nl
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The Dutch contribution to promoting
Family Medicine in resource-poor countries
Family Medicine (FM) is a medical specialty that provides continuous and comprehensive health care for the individual, the family and the community. It is considered a right to which all people are entitled. Such was the shared
paradigm by the Family Physicians (FPs), the group of formerly tropical doctors that formed the Working party of
FM and International Health (WHIG).1 Already in 1997 on the occasion of the 90th anniversary of the NVTG the
idea of FM in resource-poor countries was discussed, though at that time heavily criticized (Heres, 1998)2. The
WHIG was anxious to avoid exporting a Western concept, but it appeared that a growing number of African doctors
were interested in family medicine and supported the introduction of it in their countries.

Pieter van den Hombergh
MD, PhD, GP (np)
chairman NVTG
policy adviser LHV
(Dutch Ass. of GPs)
Wim Heres
MD, GP, GP-trainer
member of the board of NVTG
and WHIG member LHVcouncil

How it started

FM in Kenya
In 2005 the postgraduate training in Family Medicine (M.MED FM) eventually started at Moi University in collaboration with INFAMED, a Kenyan
Protestant faith based medical organisation.4 The
Ministry of Health (MoH) was also interested in the
initiative particularly because of their intention to
establish a ‘Family Medicine Policy’, outlining training and expansion of Family Medicine throughout
Kenya. This MoH-support and the recognition of
FM as a medical specialty in its own right - including specialist salary-scales – helped to keep the
momentum and was a strong encouragement for
the initiative.
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It was not an easy start though. The message was difficult. Few people understood that FM-training is meant
to produce generalists who are in close connection with
their immediate context: helping resource-poor people
in search of basic medical care. This implies acute surgery, obstetrics, but also chronic care for HIV, non-communicable diseases as well as palliative and psychiatric
care. It is a good question why such a specialist-generalist training had not been established earlier.
Hardship conditions
Undergraduate medical students receive 6 years of
training to become Medical Officers (MOs). As in
the Netherlands (before 1973) every MO is expected
to work as a generalist, and perform interventions
in the fields of surgery and obstetrics. In Africa,
after graduation they have to comply with three
years’ compulsory service in rural areas without any
additional training or support. Other countries with
equally large rural areas like Australia, Norway and
Canada consider this training essential
for a good performance of Medical Officers.5 This shortcoming is increasingly
becoming a frustration to the MOs. In
addition, those who remain motivated
to work in rural areas, and are willing to
enter the professional training programme to become a FP, have to face
hardship conditions of leaving the family behind, of living in (often) isolated
areas, and having to pay for tuition fees
and other expenses. However, in spite
of these hurdles, since 2005 more than
35 MOs have entered the training, 20 of
whom have graduated; 15 are in still in
training. Patrick Chege – one of the first
trainees – is presently head of department of Family Medicine in Eldoret.

Photo: P. van den Hombergh

In 2001 we heard about an initiative for a postgraduate FM-training in Eldoret Kenya, which the Dean Prof
Otsyula had tried to start, but that had failed to take
off. We couldn’t understand why and decided to visit
Moi University in Eldoret to find out what were the
major stumbling blocks. It appeared that Protestant
reluctance to admit non-Christian students to the FMtraining had grounded the initiative. Some ‘neutral’
help by the Dutch was welcomed. The Dean Otsyula
- a thoracic surgeon trained in the UK and firmly
convinced of FM – was invited to the Netherlands to
visit, among others, the Maastricht University Centre
for International Cooperation in Academic Development (MUNDO). The Centre agreed to support the
initiative, since they were already active in Eldoret
in the undergraduate medical curriculum in the
context of the ‘Problem Based Learning Universities
Programme’. Geraldine van Kasteren (MUNDO and
WHIG member) has supported the FM-training over
the past ten years, as well as a newly formed Dutch
Support Committee.3 The training still receives Dutch
support, which started with Peter Manschot (†), after
whom many FP trainers have followed.



Debate
The future of family medicine in Kenya

Experience from other countries in Africa

The first Kenyan FPs are living up to their promises.
None has emigrated and all are highly wanted for their
generalist skills. Medium sized (sub-)district hospitals
are enthusiastic about employing FPs, because of their
assistance in the field of surgery and gynaecology,
thereby freeing up surgeons’ and gynaecologists’ time.
FPs are capable of handling almost all emergency procedures. As quality of care increasingly is becoming
an issue of concern, well-trained FPs are sought after
to upgrade the quality and play a role in ‘repairing bad
health care systems’. For hospitals it becomes attractive to develop a community-oriented FM approach,
because it increases their performance. FPs often
become Medical Superintendent of the hospital and
proudly mention reduction of waste and positive hospital year results. Districts are keeping health statistics
on their population and how they score compared to
other districts.

Besides Kenya, other African countries are introducing FM, such as Rwanda. The context in Rwanda
is vastly different though, because of its small size,
poverty levels, and a population which still experiences
the trauma of the genocide. The infrastructure for FM
is ideal because nearly every hospital is within two
hours’ driving from the capital Kigali; an advantage
for the FPs who have easier access to urban areas. Because resources are scarce, the Minister of Health was
obliged to put the training on hold and hence, decided
to cut the length of the training. (See the article of M.
Flinkenflögel and M.Visser elsewhere in this edition
of MT.)

FPs are trained to develop a patient-centred approach,
and are competent to give state of the art palliative
care. (See the article of F.Mathot elsewhere in this
MT.) Experience with FPs in the Kenyan health care
system has shown their leadership skills and has
also shown how they give new spirit to the rather
conservative health care system. The wind of change
also seems to trickle down to other members of the
medical staff – nurses and clinical officers – who still
take care of a major part of the patient care. A more academic approach is introduced to help them improve
and increase the standard of care.
The Kenyan Ministry of Health is keen to position FPs
in responsible positions and to increase their training
opportunities.

Photo: L. Blok

The financial outlook, however, is difficult to sketch.
The training is expensive. To date, approximately more
than one million Euros have been invested (30-40,000
Euros per FP). Whether this investment will prove to
be cost-effective is unknown. However, we hope that
the promising results so far will tip the balance. The
Moi University in Eldoret has decided to upgrade the
Division of Family Medicine into a Department starting January 2012. Without any doubt this is a political
sign of trust in the FM-training so far. Training FPs is
foremost investing in leadership. If that results in better governance in hospitals, smaller or bigger, return
on investment may be secured.
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In Uganda the Gates Foundation negatively influences
the willingness to enter the FM-training because they
compete with high salaries for doctors. Such large
(private) funds are altering the ‘playing field’ – despite
their good intentions. They ignore the plea of the ‘15
by 2015 campaign’6,7 in which donor organisations
are urged to spend 15% of their budget to integrated
primary care instead of financing vertical programs
like AIDS and Malaria. Several professors from all
around the world, including Nelson Sewankambo, Jan
de Maeseneer, Khaya Mfenyana and Chris van Weel
support this plea. In spite of the obstacles, Uganda is
committed to FM, and new students are entering the
training programme.
Other countries with FM experience are South Africa,
a leading country in this field with lots of expertise on
the ground (enjoy the interesting and entertaining Inaugural lecture of Steve Reid, Professor of PHC at the
University of Cape Town, and piano player!).8 Botswana recently started FM training; and in Nigeria many
doctors are being trained in family medicine, though
they all go into private practice. Sudan has recently
started four-year family medicine training; results are
yet to be obtained.9
The future
It is only a matter of time and FM will become an established part of the Health Care System in resourcepoor countries. However, starting FM-training and
having a reasonable number of domestically trained
FPs to act as a flywheel takes many years. We hope to
see that more countries decide to tap into this development, which could prove to be the route to achieving equitable, accessible and patient-centred health
care for all people in Africa, and other resource-poor
countries.
p.hombergh@chello.nl
w.heres@gcleonardus.nl
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An insight
into the
Community Oriented FM
practice in Kenya
One of the aims of the training in FM is to make the
future family physicians more aware of problems at
community level, and stimulate them to connect to
other health workers active outside of the hospital
setting – such as in health centers, dispensaries,
or the community health workers (CHWs) in the
community. To understand more of health care in
the community in rural areas, the FM-curriculum in
Kenya encourages doctors to take part in community
health by providing a rotational training for a month
in community health. The FPs are encouraged to team
up with the CHWs who – after an official training
of two weeks in basic health problems, hygiene and
communication – work as volunteers at the community level, each supervising some 20 households. FPs
also work with (former) traditional birth attendants
(TBAs), most of them local midwives who received
additional training, including Prevention of Mother to
Child Transmission of HIV (PMTCT). In our practice,
CHWs meet once a month in the hospital, to report
their activities and discuss the problems they have
encountered, as well as receive support from the FPs.
Overall, the supervision and support from the health
facility/FPS has proven to be of great importance to
the health workers. It increases their knowledge and
motivates them to continue their voluntary work. The
benefits are recorded in several researches, among
others some of which done by the FM registrars (the
MOs in FM-training) in Naitiri. Their research has
outlined some of the challenges ahead, such as the
poor cooperation between staff members, especially
nurses, midwives and administrative staff members in
the hospital with the CHW’s. Especially when CHWs
bring their patients to the hospital, the admission
is far from ideal. In general there is a strong feeling
of hierarchy, which results in a condescending and

haughty attitude on behalf of the staff. A relatively
large group of CHWs and the TBAs who are trained in
PMTCT feel their work is not appreciated in the hospital and that they are not welcome as ‘health workers’
in the hospital. The attitude of the clinical officers is in
general better.

Hans Bakker
MD, GP
Marianne Bakker
MD, GP

Other challenges in the community orientation are:
how to motivate the aspirant family physicians to link
with lay health providers, and how to motivate them to
spend time outside of their medical habitat, ‘surviving’
in low-resource rural areas of a considerable amount
of time?
To overcome these challenges, futures FPs are exposed
to fieldwork, in order to experience for themselves the
problems local health workers face on a daily basis.
These weeks in the field proved valuable in making
them understand, and be aware of, the challenges
CHWs are facing, but also recognize the extensive
experience CHWs have and their influence in the
community. Community health workers might even
be of greater importance than the M.O. in basic health
affairs. Therefore the support of medical staff, including the M.O. is of the greatest importance! With basic
prevention and education more people are reached
and saved than with the work we can do as doctors
in the hospital. We are trying to develop this small
hospital in Naitiri into a model of more cooperation between hospital staff and health worhers at the
community level (CHWs and TBAs). During this
process the future family physicians can be of great
value. Naitiri is a perfect rotation site in community
health for these new specialists who have been able
to develop a different attitude and approach towards
patients and their communities.
holtbakk@xs4all.nl
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Controversy

E. van Zanten
MD
J. Borgstein
MD, PhD

For all the wrong reasons – or none at all
Why would anyone travel to a poor country to spend valuable free time doing professional work for which they are
overqualified in a location with no facilities to speak of and for no salary at all? Is it pure altruism; do we go there
to teach others – and if we do, do we even know how to bring across our Western message to other cultures? Are
there any lessons we can learn there, or do we in the West always know what is best for the rest?
Travelling to other, and often exotic, countries has in
recent years become increasingly popular among medical students, young doctors, and more experienced
professionals. Volunteer work is no longer just an
advantage on your curriculum, it has become almost
mandatory. Nor is it restricted to the medical field, for
working in other countries, and exploring freedom
while travelling during a gap year is a common story.
Even the ambitious businessman or lawyer may have
to take a relaxing ‘sabbatical’ to get over the inevitable
burn-out symptoms resulting from their high-powered
and ethically challenged lifestyle. Charity travel has
become the common denominator among the middle
or upper class population of the Western ‘front’.
Lecturers in tropical medicine passionately expound
on symptoms and diseases no longer seen in a regular
Western hospital. Listening to them is meant to
induce a mild tachycardia of excitement. If they are
politically correct (and which lecturer these days can
afford not to be) they will of course make mention of
the local traditional care providers, whom you should
‘collaborate’ with, so as to educate them on the correct
standardized working methods we use in the West.
So, there are many reasons to travel, or work abroad.
Some go to help less fortunate people (less fortunate
in what way need not be specified), more often a
combination of beautiful environment with ‘doing
good’ for local people applies (the nature part is very
important and it makes you wonder a little more about
the first point). In our individual search for happiness
some argue you develop by being thrown upon your
own resources in a more remote area of the world.
And from a scientific point of view, you can discover
rare diseases, perhaps even publish a case-report in a
good journal.
But who these days really travels to meet other cultures? In all the selfishness displayed by the West,
its haughty disregard for culture is perhaps the most
serious concern. Culture is defined as: ‘the ideas,
customs, and social behaviour of a particular people
or society’ (Oxford Dictionary). Even the minority
who travel for days to get to the most remote destination, routinely wake up without potable water,
are driven mad by malaria loaded mosquitoes until
dawn, and work in the paralyzing heat, do not seem to
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have much intention of actually learning from other
cultures. They have come to ‘teach’, and in spite of
the temporary hardships they still have the certainty
of a hot bath, a cup of double decaf mochachino and
full medical services a short satellite phone-call away .
They must work according to (frequently inappropriate) Western protocols that cannot be adapted. And
even the more professional volunteers (with their
SUVs, foundations, registered bank accounts and carefully planned projects) have based their altruism on a
former culture shock, and therefore fund their help on
a Western perspective.
Even after living in a foreign country for years, speaking the language, eating the food, you still wonder
why some things are done in a certain way. And as
often as you ask and have been answered, you will
realise that you still cannot fully understand. It takes
time, respect, patience, thorough analysis and above
all open-mindedness. It is much easier to seek out
what is different, so that we can impose our customs,
that almost by definition must be better than those of
‘economically challenged’ areas (if you are so smart
why are you not rich?).
In general medical journals you will read occasionally about the developments in the developing world.
A recently published article stated that there are
large gaps in the various fields of medicine, and that
we can only cover these gaps by letting ‘knowledge
travel’ (Ned. Tijdschr. Geneeskd. 2011;155:C1148). It
was clearly implied that this knowledge had to travel
from the Western world towards the developing world
(and from the laboratory towards the clinical care).
Interestingly, no ‘and vice versa’ is ever added to these
laudable intentions. Is there really nothing we could
learn in return?
In our ideal to change the rest of the world into a pale
shadow of the West, we miss an important part of
social anthropology. There is by definition very little
reciprocity in aid work, and with the accelerating pace
of life in the West, even less time to reach a level of
mutual understanding. However, only a level of mutual understanding can serve as starting point of help;
as in any doctor-patient relationship. It is never really
possible to impose one’s opinion.
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Controversy - Column
“So…” the cynical aid worker may ask,- “what can we
possibly learn from them?”
Perhaps we could learn something about the real
meaning of time – not as in ‘time is money’, but
the unmeasured time you spend with patients, your
friends and your loved ones. We might learn that
herbs and plants are still widely used among populations in the developing world, as they have been for
millennia. And instead of denying its use, we can
discover they are the base for many current synthetic
drugs. Why should you spend your very limited resources on enriching a multinational pharmaceutical
company when the medication will grow in your back
garden? Certainly for much symptomatic treatment
this is a very viable alternative. We might learn much

from water management, using nature for housekeeping materials, building biodegradable housing, travelling efficiently, machines powered by one manpower
instead of a thousand horsepower of non-renewable
contaminating electricity.
We in the West have always felt that we know what is
best for the rest, but not only is this position becoming
increasingly difficult to maintain under the current threats
of global warming, contamination and destruction, it is
becoming increasingly clear that the basis for any relationship is mutual interest and understanding. We still
have a lot to learn, and only a short time to learn it in.
borgstein@gmail.com
evavanzanten@gmail.com

Guyknee

Eva Stortelder
MD specialized in
tropical medicine

Zomba Central Hospital, Malawi
Because that’s how it is pronounced here. Gynaecology turns into ‘gyn’, and with big-lips-Malawian-English it is pronounced as ‘guyknee’. So that’s where I
am posted at the moment; on the labour ward. By the
way, in any case a suffix like ‘knee’ or ‘gie’ or ‘sie’ is
put behind all the possible words here. Ward becomes
‘woardie’ and age turns into ‘agie’ with so many ‘yearsie’. To give an example: this morning I placed my bag
in the changing room on the ‘bagsie’-shelf.
Therefore guyknee. The ward appears as one big concrete space of approximately 100 square metres, with a
nurses’ station on one side. This place, no more than a
wooden bar with some desk chairs, is not only used by
nurses but also by midwives (male and female), that
are lying in the chairs throughout their shifts.
Seated here one can oversee the whole ward, which is
divided in two equal parts by a wall. This overview can
be lifesaving because of the absence of electronic guidance of the women in labour and their unborn babies.
Both sides of the ward contain 4 delivery beds, each
fenced off with pale blue coloured shower curtain,
which are hovering in the air about 1 meter above the
ground. (To ensure that one can easily see underneath
when lying in a chair.)
In this labour ward the average amount of deliveries is 25 each full day, which comes on average to 1
baby per hour.

This morning I could immediately start working. ‘Doctor Eva could you check on this one?’ Shower curtain
1. A young, soon-to-be mother, putting herself out to
produce her first descendant, with a tuft of newborn
hair between her thighs for some time already. Though
not pushing very efficiently, as it appeared to me while
standing beside the bed putting on gloves. ‘Maybe you
can do a vacuum extraction?’ the nursie asked me.
‘Yeah, let’s see’, I mumbled. With some instructions in
very basic Chichewa, encouraging words and a small
episiotomy (which here means a cut with a disposable
blade), an artificial delivery was luckily unnecessary,
and a young Malawian man was born.
Mother nature took a hand in the final part and I repaired my ‘cut wound’. After that I congratulated mum
and asked her for the name of the baby. The ‘guardians’
(family members) as well as the involved midwives,
laughed out loud because as I then found out, this is
seldom directly known. I laughed as well and looked
from the cute little baby boy, who was already seeking
with his mouth for one of the nipples, outside through
the window. The big trees in front of the labour ward
rustled like the sea; it might be raining soon. Big, black
and white coloured birds on long legs, flew on and off. I
took a closer look and couldn’t help a bright smile:
.........just above the labour woardie reside white storks!
evastortelder@gmail.com
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The use of
amniotic membranes
in burn wound
treatment
Femke Veldman
MD
Baptist Medical Centre

Klaartje Olde Loohuis
MD
resident tropical medicine
Maarten Dekker
MD
resident tropical medicine

Case report from Baptist Medical Centre
Nalerigu, Ghana
Setting
The Baptist Medical Centre is a mission hospital in
the Northern Region of Ghana. It has 123 beds and
60,000 outpatient visits, 10,000 inpatients, 1,200 major operations and 3,000 minor procedures annually.
The Baptist Medical Centre is equipped with only the
most basic first aid materials.
Case report
Within a short period of time two girls came to our
hospital with severe burns. Both girls had no previous
medical history, were in a good nutritional condition
and were HIV negative.
First, a 9-year-old girl presented with second and third
degree burns on her lower trunk, both arms and both
legs, involving a total body surface area (TBSA) of
70%. Her clothes had caught fire in the courtyard. She
was haemodynamically stable.
Initially, treatment consisted of rehydration, analgesics and prophylactic tetanus toxoid. After 5 days the
necrotic skin was removed by multiple debridements
with intervals of one or two days to prevent anaemia.
In the following weeks she regularly developed fever
indicating infection, sometimes requiring treatment
with antibiotics. Despite these episodes of infection,
the girl was doing reasonably well. Contractures were
prevented by the father, who mobilised her burnt
joints every day.
Shortly afterwards, a 1-year-old girl presented with
mainly third degree burns on her back, right arm and
hand, covering a TBSA of 20%. Her armpit was not
involved. Because of a circular eschar formation on
her arm, an eschariotomy was performed. She was
given a fluid regimen for the first few days and regular
debridements were started.
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Wounds were dressed with sterile gauze and semisterile Vaseline. Minor wounds were treated daily in
the wards by a wound dresser. More extended wounds
were treated with debridement and dressings in our
minor theatre under ketamine anaesthesia.
In order to discuss other possibilities for the treatment
of these extended burns, including the use of amniotic
membranes, Consult Online was contacted for surgical advice. In the literature amniotic membranes have
been proven to reduce pain and length of stay in the
hospital1,2. Ravishanker et al. promoted the use of amnion banks with long-term glycerol preserved amniotic
membranes in developing countries3.
Advice from the specialists
One surgeon replied within 1 day and in total 4 surgeons responded the first 4 days. Among the practical
words of advice from the Dutch surgeons, there was
a link to the Burns Manual by Van Hasselt, a comprehensive guide on the management of burn wounds in
developing countries4.
The specialists gave the following treatment advice:
The removal of necrotic material
The removal of necrotic material is important, since
it can be a source of infection. However, dry necrotic
covering can be left in place, for it could function as a
barrier to pathogens. The removal of necrotic material,
or necrotomy, can be performed in two ways: excise up
to the fascia or use a Humby knife to perform tangential excision until small bleeding points can be seen.
The Humby knife is a very useful instrument to
perform tangential excision and preparation of skin
grafts. The blades can be reused and sharpened with
fine sandpaper or micro abrasive film4.
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When fine bleeding points can be seen, apply warm
moist gauze to dry the wound. Then apply amniotic
membranes with the amnion side towards the wound
and leave the wound covered for two to three days.
Remove the membranes earlier if a smelly or large
exudate arises.
The use of amniotic membranes
• Collect the amniotic membranes during caesarean
sections on mothers who are tested negative for
HIV, Hepatitis B and C. Wash with saline solution
and mark the amnion with a stitch. The membranes give the best results in first and second
degree burns.
• Using amniotic membranes will frequently be accompanied with resistance of local staff due to fear of
infections.
• In the Netherlands, limited research has been done
on the use and storage of amniotic membranes because of good successes with donor skin grafting.
Miscellaneous
• First aid for burn victims, fluid resuscitation, early
enteral feeding, management of infection, excision
of dead skin and skin grafting are described in detail
in the Burns Manual4.
• Do not use systemic antibiotics prophylactically or in
infected wounds without signs of systemic infection.
Instead, treat the wound with topical agents like acetic acid (or vinegar), betadine, eusol, gentian violet
paint, honey and gee, papaya, flamazine, tannin and
zinc oxide cream a.o.4.
• Vinegar is a cheap and fine method to prevent Pseudomonas superinfection. Commercial vinegar normally has a concentration of 5% which needs dilution to a
concentration of 0.5 to 3%. It needs to be applied on a
normal dressing two times a day. To prevent frequent
painful changes of dressings, the diluted vinegar can
also be poured over the dressing in situ4.

without proper feeding while waiting for the debridement treatments. She sadly died soon afterwards.
The 1-year old girl recovered well. Soon after her
hospitalisation a skin graft was placed on her elbows
and wrist to prevent contractures. The placement of
a second skin graft on her back was scheduled three
weeks later, but unfortunately she returned later than
agreed with a huge crust on her back. Papaya pulp was
applied with a regular dressing to deslough the crust.
This immediately relieved the pain. Two days later the
crust fell off easily. At this point there were enough
areas of regenerating skin, which made the placement
of a skin graft unnecessary. Wound dressings were
performed for a few weeks with good results.
Amniotic membranes in the care of burns
Human amniotic membranes have been used as
wound dressing since 19105. Since then, amnion
has also been used in the care of burn wounds6,7.
The advantages, such as reducing risk of infection,
minimizing pain and reducing the length of hospitalization have been well documented in the literature1,2,3.
In deep dermal burns, however, the membrane is less
useful because of early disintegration8.
After collection there are many ways of preserving the
amniotic membranes2. To give an example: Ravishanker
et al. collected membranes after caesarean sections
from patients who were tested negative for HbSAg and
HIV, without history of premature rupture of membranes, infection or meconium stained amniotic fluid.
The authors prepared the membranes with 85% glycerol and stored them at 4 °C. Some of the membranes
were stored for 2.5 years. The article demonstrates that
the use of amniotic membranes is a good option in situations where medical resources are stretched3.
Transmission of syphilis, AIDS and hepatitis B and C
can be checked and prevented by serological testing
before collection and 6 months later, before using the
membranes9.

Course
Despite all effort we could not convince the local staff
of the benefits of using amniotic membranes for the
management of burns in our hospital. There was little
trust in this unknown treatment and people feared
risk of infection. Apart from the complaints of the
local workers, setting up an infrastructure with an
amnion bank would take a lot of effort. Therefore, in
the end it was decided that implementation of this
method was too difficult in our hospital.
Unfortunately, due to a combination of sepsis and
weight loss, the condition of the 9-year-old girl deteriorated after 6 weeks. A contributing factor for the severe loss of body weight was the recurrent long hours
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Reflection
According to the World Health Organization, firerelated burns were responsible for 238,000 deaths
globally in 2000. More than 95% of these fatal burns
happened to people in low- and middle-income
countries10. Children and persons under 44 years of
age accounted for the highest proportion of global firerelated burn mortality10.
Burns are frequently caused by inattention and the
majority of burn wounds occur in or around the
house4. Also poorly controlled epilepsy commonly
leads to burns4. Disabilities and disfigurement caused
by burns can result in personal and socioeconomic
problems4.
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Burn wound treatment in low-income countries differs from treatment in high-income countries. Different circumstances like lifestyle, ignorance about safety,
poverty and less hygiene make it difficult to deliver
optimal care4.
In our hospital there are wound care managers, but
they often lack materials and knowledge to treat burns
optimally. With implementation of protocols about
burn wound care and working together with the local
staff we hope to further improve our care of burn
victims.
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Unfortunately, we could not implement the use of
amniotic membranes for burn wound treatment in
our hospital. Although serological testing can prevent
transmission of HIV, HBV and HCV, fear of these
diseases play an important role in the resistance of
local staff. Nevertheless, the multiple advantages, great
availability and relatively easy methods for preparation
and storage, make amniotic membranes a very good
alternative for expensive wound materials or autologous or donor skin grafts in developing countries.
femke.veldman@gmail.com
klaartjeoldeloohuis@gmail.com
m.dekker.vu@gmail.com
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