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Continuing Medical Education in Iraq:  Care to Care

Karl Stobbe

Summary:  

In November 2003, three rural family physicians and one administrative assistant went to Iraqi Kurdistan and delivered more than 26 hours of Continuing Medical Education topics in workshop, small group session or lecture format in two rural communities and two urban settings.  Based upon evaluations of these sessions, the three physicians returned to the same locations in April 2004 and added, by request, three urban settings.  We provided forty-six hours of continuing medical education.  Through both visits, the Iraqi participants completed a total of 796 individual evaluations.  Each trip lasted about 3 weeks.

10 years of sanctions (between the 2 gulf wars) included medical information.  This has resulted in a medical system that is out of date.  Initiatives which have taken hold worldwide during this time include evidence-based medicine, the use of the internet to support patient care, an emphasis on life-long learning, and an ever increasing number of protocols and Clinical Practice Guidelines, to name a few.

Project Development:

1. The physicians are members of the Society of Rural Physicians of Canada (SRPC), and supported by the Society.

2. Funding for the project came from a Quaker organization, Toronto Monthly Meeting.  

3. Assistance was also provided by Canadian Friends Service Committee.

Travel Partners

Acquiring visas or documents to travel from Turkey to Iraq required the assistance of several organizations.  In Turkey, Frontier Missions assisted us; Helping Hands took over at the border of Iraq.  Helping Hands was an affiliate of Northwest Medical Teams International which itself is funded by Millennium Relief and Development Society.  All 3 names were important at various times to overcome obstacles (roadblocks, meetings with officials etc.)

The first 2 trips were funded by a Toronto Quaker congregation, with support from the international arm of the Quakers, as well as the Society of Rural Physicians of Canada.  Sustainable funding is being sought, with a focus on CIDA and other international aid organizations.

Curriculum:

The curriculum in November 2003 was built from clinical topics already taught by the faculty in Canada.  

The second visit included requested topics from November with updates and additions reflecting feedback from the participants in November 2003.  Besides common clinical topics, these included:

The Canadian Medical System

Long-term effects of chemical weapons

Communication skills

Evidence-based medicine

Internet literacy

Population health

Sexuality and sexual dysfunction (considered a somewhat risqué topic)

Needs Assessment and “Knowns””

1. Sanctions produced gaps in supplies.  Physicians told us that there had been no CME for 10 years.

2. The language of medical school education and textbooks is English.

3. Locations:  Rural sites in similar-size communities were selected in the 2 major political regions of Kurdistan.  Our contact with NWMTI was able to make the necessary introductions to Deans of Medicine, and Ministers and Directors of health.

4. A literature search for similar international continuing medical efforts produced no results.  

5. WONCA (World Association of Family Physicians) statements suggest that rural physicians suffer from isolation and lack of access to CME worldwide.

6. Peace and conflict impact assessment was used:  a tool to measure the security of an area and any impact the project might have.

What did we learn?

Besides learning how to fold a jamadani, how to count to six in Kurdish and the weight of a Kalishnikoff, we learned:

1. The project was well received.  As all physicians deal with primary care, interest was expressed in most topics.  Three statements occurred many times:  “please come back”, you give us hope”, and “we need more of this”.

2. There is no culture of family or general physicians.  Physicians who work general practice are physicians who are waiting to get into a specialty.

3. Most rural physicians are recent graduates assigned to location for their two years of government service.  They work six-day weeks living away from their family, friends and support systems.

4. Physician reimbursement is both fee for service and salary, but in both cases it is extremely low.  Physicians tend to have a high volume in an effort to increase their incomes.

5. There are no clinical records and no referral system.

6. In this hierarchical culture, physicians dictate treatment to patients.

7. Gender issues: 50% of medical school students are women but they are limited in their access to specialty training.  Female physicians can treat both men and women; men can treat only males.

8. Population stresses:  Everyone has been affected by the violence of the past decades.  One man asked, “How can we be healthy where there is so much war?”

9. Needs assessment must be carefully considered, to include perceived and unperceived needs.  A person’s self-assessment is limited by the medical culture, and the possibilities that one is aware of.  

10. Careful assessment of the medical system to focus our efforts where they will be most helpful is important.  While our target is practicing rural doctors, the reality is that these are 2-year government appointments, after which most move to the city.  Knowing this, future trips will be focus more on preparing final year interns for rural practice with the hope that this will encourage more to stay rural.

11.  As foreign “experts”, we are in a position to make respectful recommendations to government officials, which are taken seriously.

12. Local contacts are essential for success.  To be maximally effective, these local contacts should understand both cultures.  They serve as cultural interpreters, arrange teaching sessions, make introductions to officials, organize border crossings, transportation, and housing, and most importantly ensure the safety of team members.  

Where do we go from here?
1. Iraqi Kurdistan there is no culture of rural health care.  We have requests to provide specific educational modules to the medical schools and urban physicians. How should we respond?

2. Academic medicine in Kurdistan is in short supply. Participatory teaching is considered novel, and was well-accepted. Topics such as evidence-based medicine, sexuality, internet literacy, communication skills and population health have been missing from the curriculum. 

3. Security issues:  Despite the relative safety of Iraqi Kurdistan, the uneasiness with which the entire world views Iraq means that recruiting future team members will be difficult.  

4. Sustainability Issues:  Funds for this project have been depleted.  To sustain the initiative, another funding source must be found.

5. Peace and Conflict Impact:  Kurds are locked in an atmosphere where cycles of violence are the social norm and they struggle against enormous odds to have a vision of peace, security and health.

Conclusion:

We are fortunate to live in a society with security, access to health care and input into a multi-cultural civil society which, for all its failings, aims for equity and justice for all.  The Care to Care team will continue to explore funding opportunities to return to Iraqi Kurdistan.  Meanwhile, planning for the next trip is on-going and will focus on obstetrical care, the most-requested topic.

It works!  Our team members have developed relationships with Kurdish physicians.  We have been warmly received by many: ministers of health, deans of medical schools, faculty, and practicing physicians.  Frequent comments on evaluations are: “Please come back”, “I’m happy to know you care about Kurdistan”, as well as the usual feedback on the sessions themselves.

A culture of CME and life-long learning has begun to develop.  During our second visit, some of our Kurdish friends proudly told us how they resolved a clinical dilemma by using evidence-based resources on the internet.  Surprisingly, some health ministers seem to have changed policy from keeping all the resources in the urban centre to providing some help to rural centers as well.  Our teaching was “strongly encouraged” at the medical schools and for practicing urban physicians as well as rural, and was well-received there.

Opportunities for involvement, for further growth:

Needs assessments from past trips have indicated that ALSO or ALARM plus neonatal resuscitation should be the focus for the next few trips.  Certified instructors are needed and welcome.  Our plan is to develop the infrastructure for these courses to be available using Kurdish instructors across the region.  This will require major funding and several trips to implement.

Until funding is secured, small 4-doctor teaching groups will continue to visit, to maintain the relationships that have developed.  One or 2 experienced team members will accompany 2 or 3 new members.  

Requirements: rural practice background in Canada, having some workshops or talks to give, or a willingness to develop these; topics based on requests from Kurdistan.

Contacts and current team members:

McMaster: 
Karl Stobbe stobbek@mcmaster.ca


Len Kelly lkelly@mcmaster.ca
University of Saskatchewan:
Dale Dewar (team leader) mdmd@sasktel.net
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