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TRAVEL TO TIGRAY AND AMHARA REGIONAL STATES

10-27 JANUARY 2000

PRELIMINARY REPORT ON HUMERA DISTRICT 

(Tigray Regional State)

Participants:


· Dr. C. Forni, HOAI Coordinator

· Tigray  Regional Health Authorities

Purpose of the travel

As indicated in the Protocol of Cooperation the “triangle” between Eritrea: Sudan and Ethiopia is a priority area for HOAI.

While the situation between Ethiopia and Eritrea remains very tense, The political context between Sudan and Eritrea and especially between Sudan and Ethiopia recently has improved considerably and it is now conducive for cross border collaboration. 

Based on the above, HOAI Coordinator traveled last December to The Sudan to negotiate with National Authorities the participation of the Country in the Programme.

A Memorandum of Understanding (MOU) was signed, where the border districts with Ethiopia and The Sudan have been identified as project areas (see travel report forwarded to your Office).

The purpose of the travel to Tigray and Amhara Regional States was to finalize with Regional Authorities, their concurrence with the MOU signed by WHO and The Sudan, in particular the identification of districts, bordering The Sudan, suitable for collaboration and the preliminary plan of action.  This was achieved.

Furthermore it was to be conducted a joint preliminary assessment of the present situation and priority health needs in bordering districts of both Regional States including cross border issues.

Given the emergency situation in Tigray this preliminary report will focus on this Region and in particular on Humera District, while findings about Amhara Region as well as the outcome of negotiations with both Regional Authorities will be illustrated in the comprehensive report that will follow.

The entire travel (4000 kms) has been done by road to better appraise the general context and in particular the quality of roads network in North-Ethiopia and availability of basic services as power, telephone, fuel, food stores, health care and to have an overall idea about the nutritional status and the crops situation.

Background

The conflict between Ethiopia and Eritrea continues despite efforts at reaching a negotiated political settlement.  A renewed flare-up of hostilities is possible.

Areas particularly affected are Badme/Sheraro in Western-Tigray and Tsorona/Zalambessa in the Eastern Tigray, along the road connecting Ethiopia (Adwa) and Eritrea (Asmara).

The number of displaced from the border area of Tigray is estimated to be 315,000 including about 60,000 people displaced from Humera town and neighborhood in October-December 1998 and deportees/returnees from Eritrea.

The population of Humera District living within the 30 kms range from the Eritrean border where resettled in Baker (60kms south of the border), in Bereket and Mycadra   respectively 70 and 55 kms from Baker and about 30 kms from the border.

While the Humera District Administration was relocated in Baker and Government intended to resettle there the majority of displaced for security reasons, in the past six months people progressively left Baker to settle in Mycadra where the extensive agricultural schemes can provide work opportunities and petty trade.

Although the displaced population is mobile, the number of people in the 3 centres is at present estimated as follows:

· Baker: 12,000

· Mycadra: 20,000-30,000

· Bereket: 12,000

An unknown number (10,000 ?) of Sudanese seasonal labourers is also present and accounts for the more destitute among the population.  

Displaced are assisted by Government (DPPC), WFP, UNICEF, MSF-Holland and REST (Relief Society of Tigray).  WHO contributed with emergency kits. Coordination is with the Tigray Emergency Coordination Committee.

It must be noted that Mycadra and Bereket are located west off the main road Gondar-Baker-Humera, about 60-70 km from the Sudanese border and they are accessible only through temporary tracks which cross farm fields.  This area is made up of black cotton soil which causes the roads to be virtually impassable during the rainy season (July-October) except by tractor.

Findings

The nature of the visit and time constraints allowed only a general overview of the situation with some more focus on health and cross border issue.

1. The Regional Health System

1.1 ADMINISTRATION

The Regional Health Bureau is based at Mekele (3 days driving from Baker during dry season, 4 days during rainy season).  

The staff is skilled and committed both in the Regional office and in the Hospital. 

The Zonal (Province) Health Department is located in Shire (one day driving from Mekele).  It is responsible for planning, supporting and monitoring the health services in Humera District.  The Office, hindered by lack of resources, is faced with problems of communication with Humera District due to his remoteness (the direct road Shire-Humera is now closed for security reasons).

The Woreda (District) Health Department is located in Baker with one Doctor in charge and one doctor for the local tent/hospital.

Mycadra and the health posts as in Bereket and in Humera Hospital (the hospital is closed) are under Baker Health Department.

In Mycadra there is a busy Kala-Azar diagnostic and treatment centre where 3 doctors are posted under the supervision and with the technical and financial support of MSF Holland who runs also a water/sanitation project.

All health staffs are civil servants except one expatriate MSF doctor in Mycadra.

1.2 INFRASTRUCTURES – HUMAN RESOURCES-AVAILABLE SERVICES

Humera:  Kahsay Abera Hospital (257 km from Gondar, 6 km from the border with Eritrea)

The Hospital was inaugurated in 1997.  It is an extremely well designed structure meeting all requirements for an appropriate and efficient Hospital in developing tropical countries.

The structure is probably over dimensioned in relation to the catchment area, having supporting services able to deal with more than the nominal 135 beds (probably 220-250 beds).  In fact it could be a Regional Hospital.  

The unit could easily be a referral point for the bordering district of Sudan and Eritrea as it started to be during the short period of his activity (18 months).

In October 1998, after the population of Humera was evacuated, the Hospital was closed and the equipment has been transferred to Baker and Dansha Hospital where until now is partially stored in containers.  Only a small clinic is still functioning serving the few people still remaining in Humera.

     Mycadra:  (250 kms from Gondar, 45 kms from Baker, 28 kms from Humera)

Recently there has been a sudden shift in population from Baker to Mycadra as mentioned above, from the original 6000 people, recent estimate indicates 20,000/25,000.

Because of the high incidence of visceral leishmaniasis (Kalazaar) MSF-Holland has shifted in December 1999 from Baker to Mycadra where they erected two Rubb Hall tents with a total capacity of about 45 beds.

This unit is also very busy, running both the Kala-Azar programme and the general health services.  Working conditions are precarious as for Baker but the demand is much higher and reflects the population size.

To cope with the increasing demand for services (80 outpatient visit per day), preventive services are now available twice a week only.  

The unit is staffed with 3 doctors (2 for the Kala-Azar programme), 6 nurses, 2 laboratory technicians, support staff.

Living condition for staffs are again extremely precarious.                   A solar system is available for light and one vaccine refrigerator.                                                 No transreceiver radio, no transport (except MSF-Holland vehicle), poor storing capacity.

Small health posts are also available in the area. Bereket (14 kms from Mycardra) having a displaced population of 8,000, may receive soon the remaining people still in and around Humera town.  The local Health Post should probably be strengthened.

     Baker Tent Hospital (205 km from Gondar, 75 km from Dansha, 

 50 km from Humera)
Baker is the location of the District Administration displaced from Humera.

Baker as Mycadra health units are the result of the displacement of Humera Hospital in 1998.  Both are Rubb Halls Tent facilities provided by MSF-Holland with 30 beds capacity.  OPD and Preventive services are available.

Staff:   1 Doctor in charge of the District, one GP, support staffs

Both inpatient and outpatient department are busy, in spite of the very precarious condition of work and leaving condition of health staff. (no rain proof houses, acute water shortage, poor sanitation, over crowding).

A laboratory is available.  

Power for the lab and the ward is provided for few hours by a small generator charging also batteries of the transreceiver radio.  Poor storing capacity.

    Dansha Hospital (152 kms from Gondar plus 20 km west off the main road)
The Hospital was builded by GTZ in 1993-1994 as part of a demobilization programme for EPRDF servicemen and was planned to serve about 15,000 people.  The structure, the size and services available are the ones to be found in a District Hospital, including basic surgery, lab and x-ray (x-ray and autoclave are not operational because of limited power of the generator).  

The Hospital is staffed with 2 GP, one field surgeon, 2 Junior anesthetists and adequate support staffs.  One transreceiver radio is available.

Hosting the resettlement area only 5000 people today and been far from the main road and major settlements, the Hospital is underutilized although is the sole available in a radius of 170 km.

 1.3       REFERRAL SYSTEM

While the health staff (at least doctors) seems to have the capacity to identify common emergencies for referral, the physical accessibility to the referral unit, Dansha Hospital, is poor due to the location of the Hospital and lack of transport.                                                                                                                In addition, during the rainy season Mycadra and Bereket are cut-off from the main road. The absence of a transreceiver radio in Mycadra makes referrals even more difficult.  

1.4     LOGISTICS

All mentioned units have serious logistic constraints due to:

-    poor management at Zonal and District level

-   long distance from the Zone Department (2-3 days drive) and very poor accessibility of some areas during rainy season

-   lack of transport from and to the Zone Department

· poor storing capacity in the District

· No mechanical workshop

2.  
Environmental Health 
The situation can be summarized as follows:-

marked overcrowding especially in Mycadra, precarious shelters both for population and health workers, water shortage, especially in Baker, poor sanitation.

3.  
Epidemiology

The profile is similar to other tropical areas with one peculiarity: visceral leishmaniasis (Kala-Azar).  The disease if untreated is fatal in 90% of the cases.  Kala-Azar is highly endemic in the border area of the Sudan and therefore is definitely the major cross border issue on Health.

MSF-Holland, in collaboration with the Department of Communicable Disease Surveillance and Response (WHO-HQ)and local health authorities, has set up a control programme in Sudan and in Humera District as already noted.   A more extensive report will be prepared in due time concerning this issue..                                                                                   Here must be note that the incidence of Kala-Azar is steadily increasing in the area, patients often need hospitalization, diagnosis requires special skills and supplies, treatment lasts about 20 days, it is quite expensive but provide high rate of cure when the disease is not compounded with HIV/AIDS.

Malaria is probably the other major public health problem, been the District located in an endemic area where some of the population, coming from  highlands, is non-immune.  Malaria ranks among the most frequent causes of death especially in children.                                                                                

The incidence of TB needs to be investigated because the number of sputum + is decreasing inspite of a week programme and the increasing incidence of HIV-AIDS.  Probably the problem is with case finding and lab diagnosis.

Immusable diseases:  They don’t represent at the moment a major problem, but overcrowding and poor nutrition represent a constant risk.

HIV-AIDS: Incidence is not assessed but disruption of families, and lack of income in women headed families, all suggest that the displaced population is at high risk of contagion.

Due to environmental hazards, waterborne diseases are frequent but until now epidemics have not been reported.

Surgical emergencies need to be considered in connection with the referral system.  Common emergency cases can be dealt with in Dansha Hospital, where one field surgeon  ( a GP with basic training in surgery) is based, or in Gondar.

During the visit at Dansha Hospital the surgeon was in Addis Ababa therefore all surgical cases where referred to Gondar (5 to 7 hours driving).  The same happens with more complicated surgical cases.  The register of Dansha Hospital shows that few emergency cases are dealt with.  Is not clear therefore what is the percentage of emergencies referred successfully to Gondar and the number of emergencies left unattended.  The problem of surgical emergencies and his possible implications in the future need a special attention.

4. Nutrition

The joint efforts of Government, WFP, and NGOs have until now averted major food shortage in the District.  However must be noted that WFP will exhaust in food stock within March 2000.  

Conclusion

The situation in Humera District is critical if one compares demand and services availability, but probably still better than one year ago just after the displacement.                                                                                             Nevertheless the health status of the displaced (and host communities) is deteriorating steadily been constantly exposed to hostile environment, social stress and food shortage.  At the same time the challenge and pressure experienced by the Health Staff during their work, who are also displaced from Humera Hospital, compounded with scarcity of commodities, suggest that the health services, and in turn the health of population is like to deteriorate further especially during the next rainy season.                                              

Again must be noted that even in case a cease-fire will be signed in the coming months, the majority of displaced are not likely to return soon to their original residences.  Land mines, insecurity, no trading opportunities across the border, loss of houses and properties are some of the reasons preventing the people to return.

At this point the main question is: if the conflict will extend involving Humera District (and according the view of local Authorities this is possible as suggests the recent move to evacuate completely Humera town and neighborhood towards Bereket) will the Health System be in condition to deal with the increased number of displaced and, in the worse case, with civilian causalities?     There is no contingency plan for that and anyhow no management capacities and resources to implement it are at present available.  Therefore while appraising priorities for action, emergency preparedness should be considered

Recommendations

A contingency plan for Humera District should be workout by the Regional Health Authorities.                                                                                                                 Based on the findings the following areas should be considered for support:-

-    Management

Particularly at District level considering the atypical and volatile situation in the district (splitting of health services between Baker and Mycadra, possible sudden movement of people and increase of needs) and the distance between Zonal Department and District Department.                                                                         Short-term consultancy may be required for this.

-      Training:                                                                                                 

Particularly in the areas of:

Emergencies (including surgery)

Laboratory

Surveillance and epidemic control

Case Management (C.Diseases)

-     Logistics

 Storing capacity (containers ?)

Radio communication

Transport (tractor – 4x4 vehicles ?)

Mechanical workshop

-   Supplies

Emergency kits

Basic hospital equipment

Lab equipment

Emergency stockpile (epidemics, war causalities)

Sheltering

-     Support to programmes

Water and sanitation

Health education

Because of the critical situation in Humera District, HOAI should plan for the first 1-2 years to support mainly the implementation of the contingency plan in areas as management, training and supplies, while cross border operations should be limited to priority sectors as Kala-Azar control, surveillance and epidemic control.

These recommendations should be considered within the framework of the Relief Action Plan and Appeal for the year 2000 launched by UNCT on 28 January 2000 and in particular within the UNICEF/WHO/UNFPA programmes for war displaced (a copy of the document will be forwarded the soonest).

Dr. Cesare Forni
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