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Section 57 of the Timor-Leste Constitution

Health

1. Everyone has the right to health and medical care,
and the duty to protect and promote them.

2. The State shall promote the establishment of a
national health service that is universal and general.
The national health service shall be free of charge
in accordance with the possibilities of the State and
in conformity with the law.

3. The national health service shall have, as much as
possible, a decentralized participatory management.

“a  process  of  reflection,  is  needed to draw lessons on what
has worked,  review  the  new  priorities  emerging from the
crisis, and factor these into a common platform for recovery.”

[Atul Khare, Special Representative of the UN Secretary-General in Timor Leste, quoting the Prime Minister,
Jose Ramos Horta, at the Launch of the Consolidated Appeal for Timor-Leste, Thursday 18 January 2007]

Destroyed shop, Dili   Photo:  Anthony Zwi
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Foreword
Timor-Leste: Health sector resilience and performance in a time of instability was researched over a
year in which our communities suffered the impact of political violence and instability, service breakdown, and forced
population movement.

Despite these fundamental challenges, this research reveals that the health system, along with our development
partners, demonstrated its resilience and was able to continue to offer key services to our communities. These built
on trust, partnerships, leadership and coordination. No major disease outbreaks occurred during the crisis, specialised
services were provided for groups at greatest risk, and within a couple of months, most of our systems were once
again operating to the best of their abilities. Much illness and some deaths are likely to have been averted through
our collective action. We, the Ministry of Health, the health workers working throughout the system, and our
development partners, should be proud of what we have achieved together.

This research, however, also revealed some weaknesses, in relation to national disaster planning, information and
surveillance systems, and the limitations and constraints affecting mid-level management within the health sector.
District administrators and district health services had little scope to allocate additional resources to address urgent
needs, something made worse by the fact that the humanitarian response was largely centred on Dili despite much
need in the districts.  Some of our services, like health promotion, were overloaded and require more support. Some
services collapsed under the pressure; mental health and psychosocial support were patchy. Some key resources,
such as the National Hospital in Dili, became home to large numbers of IDPs, affecting our ability to deliver safe and
secure high quality services. Our relationships with key development partners including the Cuban Medical Brigade,
UN colleagues and the NGO sector, would benefit from further streamlining.  Community engagement around health
issues could have been more extensive;  the community want us to assure them that the services provided by any
stakeholder are of good quality.

Community members believe our government failed them in the violence and disruption that occurred; and they
demand effective services as their right. One of the most powerful insights derived from this study is that our
communities believe that health workers and the health system must operate in the interests of the entire community:
they expect nothing less than professionalism, commitment, and service to all.  The community expected us to
perform, and we did. We need to continue to earn their trust.

The Ministry of Health with our development partners are now seeking to address longstanding weaknesses within
our systems.  We have recently completed a number of major initiatives: we have renewed our Basic Services
Package for Primary Health Care and Hospitals and have drafted our Strategic Plan for the years 2008-2012.  These
key documents will guide us in addressing the pressing health needs of our country in the years ahead.  The time is
ripe – we have a new government, the community wish to see instability and violence put behind them, they want to
see services improved, and development funds invested wisely.  This report calls for the health system to play its part
in nation-building and in consolidating the peace: health can only be secured in a peaceful environment in which
development can proceed and people can exercise their rights and entitlements.

Dr Rui Maria de Araujo
Minister of Health
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VVVVVision, mission and values of the Ministrision, mission and values of the Ministrision, mission and values of the Ministrision, mission and values of the Ministrision, mission and values of the Ministry of Healthy of Healthy of Healthy of Healthy of Health

VVVVVisionisionisionisionision

The Timor-Leste Ministry of Health recognises that health is influenced by a variety of determinants - education,
income, housing, food, water and sanitation being among the more significant of these.  With this broad
understanding of health, the Ministry’s vision is for:

“Healthy East Timorese people in a healthy East Timor”

The MoH envisages a Timorese community enjoying a level of health that allows people to develop to their
potential within a healthy environment.  The vision is achievable only through multisectoral efforts.  The
vision also reflects a fundamental aim to reduce poverty to a point where all Timorese are sufficiently endowed
to cover basic needs.  The Ministry believes that only a healthy community is able to achieve poverty alleviation.

MissionMissionMissionMissionMission

Consistent with its vision statement, the MoH is committed to:
• Ensuring available, accessible and affordable health services for all Timorese people
• Regulating the health sector
• Promoting community and broad-based stakeholder participation

CorCorCorCorCore valuese valuese valuese valuese values

• Right to health
• Equity
• Pro-poor

Service valuesService valuesService valuesService valuesService values

• Strong districts
• Good quality services - well managed, sensibly integrated, available, accessible, accountable,

affordable and sustainable
• Visible and transparent support systems - health information, communications, human resources,

administration and finance
• Strategic planning and priority setting based on achieving agreed Millennium Development Goals

(MDGs)
• Quality improvement and clinical audit

GoalsGoalsGoalsGoalsGoals

Overarching goal
Arising from the three components of its mission statement (ensuring availability, regulating and promoting
participation) the MoH expects to contribute to the overall goal of improving the health status of the Timor-
Leste people.

Operational goal
The MoH aims to provide quality health care for Timor-Leste by establishing and developing a cost-effective
and needs-based health system which specifically addressses the health issues and problems of women,
children and other vulnerable groups, particularily the poor, in a participatory way.

• Cultural sensitivity
• Solidarity
• Friendliness
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Executive summarExecutive summarExecutive summarExecutive summarExecutive summaryyyyy

Civil conflict and political violence in Timor-Leste erupted in late April and May 2006.  Over 3,000 homes were burned
and up to an estimated 150,000 people, around 15% of the entire population, were displaced. More than 64 camps
for displaced people were spontaneously established in Dili and then supported through the delivery of services.
Instability and insecurity continued into 2007.

The study presented here seeks to document the story of the health sector response to this national crisis and to
identify lessons.  The Timor-Leste Health Sector Resilience Study commenced in August 2006, three months after
the initial violence.   The broad goal of the study was to support the Ministry of Health to respond to instability and
insecurity and prepare for possible further disruption so as to mitigate impact. The objectives were to document the
impact of political turmoil and instability on the Timorese health sector; assess leadership, coordination and
performance of the Ministry of Health in response to heightened instability and need; and examine the responses
and roles of community, UN agencies, NGOs, and donors. It was hoped that the study would assist in learning
lessons for Timor-Leste and possibly other fragile states.

The Report provides contextual information, highlighting the challenges facing the health sector.  A  core interest was
in the Ministry of Health and the issue of resilience, considering how individuals, organisations and systems were
able to continue functioning despite significant adversity.  A series of policy briefings accompany the Report.

Research took place in Dili and four districts, two in the East (Lautem and Baucau) and two in the West (Ermera and
Aileu).  The research drew on both qualitative and quantitative data.  Multiple sources were used to construct the
story of what happened and to understand the different experiences and perspectives of key players.  Insights were
gleaned through specific enquiry around tracer conditions, notably primary health care services, the response to
malaria and tuberculosis (TB), and reproductive health.  Limited but valuable data were collected in seven camps of
Internally Displaced Persons (IDPs), enabling insights into community perspectives.  Ethics approval was obtained
through the Ministry of Health Timor-Leste and The University of New South Wales. Consent was sought for
participation.   Data obtained from interview and discussions were cross-checked and triangulated with information
from other sources.  Feedback workshops were held in Dili and each of the four districts to validate data and
emerging insights.

Insecurity, instability and rumour-mongering posed significant difficulties in the collection of research data. Issues
related to leadership, identity, values, performance, accountability and professionalism are sensitive and respondents
talk about these with varying degrees of openness   Systems and services did not operate as usual and routine data
systems were disrupted, with accurate data on the size of populations in IDP camps not available.  The retrospective
nature of data gathered meant that some information and key actors were missing.

While Dili bore the brunt of insecurity and population displacement, other districts were also significantly affected.
In Dili, health services were stretched and many closed down or were disrupted. Insecurity resulted in absence of
personnel or irregular staff attendances for months. A feature of the early stages of the conflict was its divisive nature
in relation to personal identity, whether lorosae or loromonu (Easterner or Westerner); this posed challenges to
health workers who risked becoming polarized by ethnic identity.

In the districts outside of Dili, IDPs were mostly absorbed into the households of family members and relatively few
IDP camps were established. The inflow of IDPs to the districts was sizeable, with some district populations swelling
by 20-30%, stressing available services.  District health services coped with reduced outreach services, cessation of
training, modified referral destinations, and limitations to normal supervision.  Drug and fuel supplies were impeded
by dependence on centralised services in Dili. United Nations and non-governmental organisations stepped in to
assist.
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The key challenge for the Ministry of Health was to maintain service delivery and prevent infectious disease outbreaks.
Maintaining health services required motivating health workers to overcome fear and ethnic identity, and ensuring
that services were seen as neutral.  Mobilization of additional resources was vital, and depended upon effective
coordination between the Government, the NGO community, the Cuban Medical Brigade, Timorese health
professionals, and incoming emergency response agencies.  As the acute crisis wound down, a key challenge was
to shift the balance from emergency responses to those focused on longer-term community and health system
development issues.

The Ministry of Labour and Community Reinsertion and the Ministry of Health took control.  They established structures
to coordinate efforts and deliver essential services.  For many IDPs in camps in Dili, food, water and sanitation and
essential health services were probably more accessible than usual.  The effectiveness of the health sector response
reflects well on the leadership and coordination provided by the Ministry of Health, with the active support and
encouragement of International NGOs and key UN agencies.  In other sectors, water and sanitation was well organised
and delivered by development partners. The ability to maintain essential services was prioritized, with efforts directed
to the National hospital, SAMES (Serviços Autónomo de Medicamentos Equipamentos de Saúde, the central drugs
and medical stores agency), ambulance services, and maintaining the community health centres in Dili.  Immense
effort went into the provision of 24-hour and mobile health services to IDP camps.  The Cuban Medical Brigade, East
Timor Medical Association, Bairo Pite Clinic, Church services, private general practitioners, pharmacies and others
also provided services.  Surveillance for epidemic diseases was established. Separate mobile services were set up
to identify pregnant women and provide them with antenatal care.  A maternity waiting camp was established at Dili
National Hospital. Immunization activities were intensified first in IDP camps, then throughout the country. Health
promotion messages included those directed at preventing malaria and other common conditions such as diarrhea,
and promoting breastfeeding.  Emergency distribution of insecticide treated mosquito nets was intensified through
NGOs although routine distributions were disrupted. A system allowing displaced health sector staff  to report for
service in other districts was put in place.

Flexibility in service operation and resource distribution was often evident.  IDPs reported some difficulties in accessing
services because of transport costs and insecurity.  No major disease outbreaks occurred.  Within weeks the Ministry
of Health was encouraging people to use routine services provided through Community Health Centres (CHCs).

The  Ministry of Health leadership went to extraordinary efforts to encourage health workers to be professional and
avoid getting drawn into the conflict.  They successfully did so.  The community expected health professionals to
provide health services impartially to all.  No explicit targeting of health workers or facilities was noted – but many
health workers lost homes, were displaced, or suffered violence as did other members of the community.

While health sector actors responded well to the challenges and developed coordinated service responses, there
were also some limitations.  Impediments to establishing a single outbreak surveillance system were overcome
within the first month, although there remained some uncertainty about the usefulness and form of some of the data
presented.  Population denominators remained difficult to establish, and surveillance covering the whole of Dili with
insights relevant to specific IDP camps was not readily accessible.   Some informants involved in the response
indicated they would have appreciated more guidance and advice from UN technical agencies. Human resource
constraints, especially in the districts, were identified. Immunization campaigns and nutritional screening activities
were not as effective as anticipated and in some cases caused frustrations and inefficiencies, in part due to limitations
in consultation and communication.   However, it should be reiterated that no disease outbreaks occured.  The ability
to quickly mobilize the Cuban Medical Brigade and the contribution they provided was highly valued, but community
members in Dili, and district health staff, raised concerns around language, cultural sensitivity and quality of care.
Analysis of TB services revealed a partial collapse of systems during the height of the unrest.  Patients with other
chronic conditions, including mental health problems, were often lost to follow up.
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Although district health services absorbed the additional IDP population and were able to address most of their
health and other basic needs there is evidence to suggest that services provided were constrained by a lack of
additional resources. District health services faced increased demands at the same time as having reduced access
to drugs and transport. Supervision from the Ministry of Health was limited. District administrators and health managers
complained that they had access to few, if any, additional resources to assist displaced communities.  There was a
perception from both district administrators and health managers  that services and communities in the districts were
not receiving an equitable share of the additional resources available through government, the UN and international
NGOs, especially given the underlying poverty and lack of resources in the districts.

Underlying health system weaknesses limited aspects of the response.  A comprehensive disaster plan for health
service provision in times of social unrest was lacking; prior disaster planning had focused on natural disasters and
had considered scenarios on a much lesser scale to that experienced.  National disaster response activities,
coordinated through the Ministry of the Interior, were not operationalised.  Health information and surveillance data
were initially confusing to many health sector actors; collection and reporting of district data were also impeded by
the incomplete roll-out of new information systems.  A  lack of depth in mid-level managerial skills within government
health services was apparent especially in districts outside of Dili. Limitations to decentralisation saw health managers
frustrated at their inability to mobilize resources for the IDPs in their district, and the families hosting them. Inequity
in service provision and allocation of resources to the districts was apparent.

Community members look to the government to assure them of the quality of services being provided.  The neutrality
and professionalism displayed by all levels of the health sector, even during the height of the crisis, provide a
valuable platform on which to build skills of health personnel to cope with future crises. The availability of additional
resources for development in Timor-Leste provides opportunities to develop the skills of mid-level health staff, to
train them in management, and to consider additional roles for the sector.  The health sector can play an important
role  in promoting reconciliation, nation-building and peace-building.  This deserves attention and resources.

Recommendations are directed specifically at the Ministry of Health but a broader range of issues requiring the
attention of multiple actors are also highlighted.  Participants identified resolving the political crisis as crucial to
promoting security and health, alongside addressing longstanding development issues such as youth education,
employment and participation, and the promotion of geographic and gender equity.  The National Disaster Planning
activities were identified as requiring the inclusion of a specific strategy to deal with civil instability.  The Ministry of
Health should focus on enhancing the ability to respond rapidly to civil crises through disaster planning, identification
of lead players with clearly identified responsibilities, and the mobilisation of additional resources to facilitate this.

District health staff participating in study feedback workshop, February 2007   Photo: Anthony Zwi
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Table 1: Estimated IDPs by District: June 2006 to December 2006. Source: Ministry
of Labour and Community Reinsertion, RDTL - www.mtrc.gov.tl

IntrIntrIntrIntrIntroductionoductionoductionoductionoduction

Estimates suggest that up  to 150,000 people, around 15% of the entire population, felt compelled to move from their
homes as a result of civil conflict and political violence in Timor-Leste in late April and May 2006.  Over 3000 homes
had been destroyed and dozens of lives lost.  In Dili more than 64 camps for internally displaced people were
established, and tens of thousands of people also moved to peripheral districts, where those displaced generally
were absorbed by extended family[1-4].

This Report documents the challenges facing the health sector and its response.  It assesses the performance of the
sector and its major actors at different stages of the unrest, from early 2006 to the first quarter of 2007.  The research
presented drew on documents and reports, interviews and group discussions.  It seeks to tell the story of the health
sector and to learn lessons of value in Timor-Leste and other countries threatened by civil instability.    The research
considered coordination and leadership within the health sector.  Insights gleaned through enquiry around tracer
conditions, notably primary health care services, the response to malaria and tuberculosis, and reproductive health,
shed light on system responses. The issues of vulnerability and resilience, considering how individuals, organisations
and systems responded to adversity, was of particular interest.

Instability and displacement
The humanitarian consequences of the Timor-Leste crisis were severe.  Half the displaced people took refuge in the
IDP camps in Dili; and the remaining 75000 were dispersed throughout the districts, living with local communities
and extended families.  Ongoing fear and insecurity were pervasive.  A brief chronology of the conflict is presented
in Box 1.  House-burning, stone-throwing, theft, arson, and conflict between gangs, martial arts groups, and clashes
with the security authorities, continued throughout the remainder of 2006 and early 2007. By late April 2007 there
were still an estimated 37,000 people in IDP camps in Dili. Areas considered to be safe have changed periodically.
The conflict shattered prior community perceptions of a shared national identity and risked fragmenting it, at least for
a while, along lorosae or loromonu (Easterner – Westerner) lines.

Camps to accommodate internally
displaced people formed in places deemed
by community members to offer protection
and safety.  Most of these camps operated
within, or in association with, churches.  A
number were also established at UN and
other international agency sites, and at
health facilities, including the Dili National
Hospital and the Serviços Autónomo de
Medicamentos Equipamentos de Saúde
(SAMES).

The size of IDP camps ranged from several
families to over 10,000 people at Dom
Bosco, Airport, and Balide Cannossiana
Sisters camps [5-8].  Precise data on
numbers of IDPs have not been available.
Duplicate registration and population
movement complicated assessment of
numbers and of service requirements.

June 2006

5841
72872
8205
1795
7942
4380
2602
3340

25776
3572
2647
2326
5814

147112

September 2006

9332
69600
11487
2839
6507
7836
5246
11779
31507
3571
5017
2447
3405

170573

December 2006

11478
30000
18686
5886
4457
8935
6448
3670

38608
8275
5886
2200
6798

151327

District

Lautem
Dili
Viqueque
Manufahi
Liquica
Emera
Covalima
Bobonaro
Baucau
Ainaro
Manatuto
Oecussi
Aileu

Total

Estimates for number of IDPs in districts
at three points in time
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IDPs moved within and between neighborhoods of Dili and the camps and also between Dili and outer districts. Dili
and Liquica were the only districts to show a decline in the number of IDPs from April to December 2006 (Table 1).

Movement into and out of the camps varied daily, influenced by time of day and perceived security and safety.  Many
people left during the day and visited their homes or went to work, returning to the relative safety of the camps at
night.  This mobility presented the agencies who were supporting the IDPs with difficulties in determining how many
people were resident, what scale of services to provide, and how to address the issue of minimum standards.  The
Site Liaison Support agency (SLS, usually a UN agency or international NGO), while responsible for facilitating
access to services and resources, did not always have precise knowledge of the number of people present.  Comments
along the following lines were heard repeatedly:

There is no accurate data regarding how many people are in the camps…
-Program officer, International NGO

The reluctance of many IDP families to leave the camps resulted primarily from ongoing fear and insecurity.  In
addition, many people maintained a presence in the camps given the uncertainty surrounding how compensation for
property loss might operate, anxieties regarding safety if they returned home, and a desire to retain  access to any
resources or services being made available to IDPs.

The Ministério do Trabalho e Reinserção Comunitária (MTRC, Ministry of Labour and Community Reinsertion) operated
as the central Government Ministry through which organisation and facilitation of the humanitarian response was
managed. Communication and coordination meetings were established with Government, United Nations (UN),
NGOs, donors and community leaders.

Within a few days of the May violence, camp coordination structures were established with lines of responsibility for
playing key roles and delivering specified services (Figure 1).  A document defining the responsibilities of the SLS
was drafted in June 2006 but never finalized, agreed and signed off.  Over time different roles were consolidated as
agencies developed more specialized roles and provided these to multiple camps.  Some agencies have subsequently
transferred their SLS responsibilities to those more familiar with administering large refugee or IDP camps, such as
the International Organisation of Migration (IOM).

Figure 1: IDP Camp Coordination Structure

• Responsible Ministry for humanitarian coordination
• Collation and dissemination of information at Ministerial level
• Decision and policy making

• Manages camp
• Registers and communicates with IDPs
• Communication with SLS, reporting needs, identifying

development and assistance gaps
• Consulting on, deciding and organising camp-based activities

• Assists camp manager to access services
• Facilitation communication, shelter, water and sanitation,

health,  security, protection, food distribution

• Management of one sector within a specific camp (agency
may be responsible for this service in multiple camps)

• Focal point for specific role activities eg. Health

MTRC

CAMP MANAGER
(usually Timorese IDP or

community member)

Service Providers
(usually UN or NGO

or government)

SLS

IDP camp coordination structure

Health Coordination
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Box 1: Chronology of the current crisis – contributory events in 2006

Complex historical and socio-political factors contributed to the crisis of 2006/7, but key events in early
2006 were the primary catalyst.  In January 2006, 159 soldiers – all from the West of the country - petitioned
President Xanana Gusmao requesting that he intervene to have Government investigate claims that they
were discriminated against by senior army officers from the East [1,2,9].

The number of ‘petitioners’ grew, by April 2006, to around 600 military personnel from the West.  Having
‘deserted’ barracks the petitioners were dismissed from their posts, with the consent of the then Prime
Minister Mari Alkatiri, on March 16th.  Signaling heightened internal conflicts within the Timorese
administration, President Gusmao addressed the nation a short time later labeling the dismissals as
“incorrect” and “unjust” and warned that “divisions” would be exacerbated if the complaints of the petitioners
were not addressed [1, 9].

As a sign of their dissatisfaction with Government handling of the situation, the petitioners began a four-
day demonstration outside the Palacio do Governo, the main government building, on the 24th of April.
While initially peaceful, the Palacio demonstration escalated into violence on 28th April and two civilians
were killed.  Violence escalated in Dili and further civilian fatalities and shootings occurred. Private property
was attacked and 100 houses were looted and destroyed on April 28th alone. Many Dili residents, fearing
that violence between those from the East and the West would intensify, fled their homes and over 20000
people took refuge at government, church and embassy sites throughout the capital. The exodus continued
in the remainder of April and the whole of May, resulting in the displacement of possibly as many as
150,000  people [1,2,4,9,10]. Over time, those remaining displaced in Dili came to be mostly Lorosae,
from the East.

The alleged discrimination between officers from lorosae and soldiers from loromonu escalated to the
national police force.   On the 25th of May eight unarmed police officers were shot dead after UN personnel
negotiated their surrender to the national army. Sporadic fighting between the police and the military
resulted in further fatalities and injuries. Violence, around 39 deaths, and widespread destruction and
looting of property continued across Dili. ‘Gangs’ of disaffected people participated in the unrest [1,9].

Following an urgent request from the Timor-Leste Government, international forces from Australia, Malaysia,
Portugal and New Zealand began to arrive in Dili on the 26th of May.  “Non-essential” foreign staff were
evacuated from the country [1,9].  Although international forces quickly secured key installations and
much of the violence subsided, sporadic unrest continued and the security situation was still unsettled in
mid-2007.

Alongside and subsequent to these events internal political tensions mounted. The Minister of the Interior,
Rogerio Lobato, and the Minister of Defence, Roque Rodrigues, were accused of providing civilian groups
with weapons and ammunition.  Both were forced from office, resigning on June 1st 2006. Lobato was
since sentenced to a period of imprisonment.  Complicated by longstanding tensions between the two
men and wider friction within the ruling FRETILIN party, President Gusmao and Prime Minister Alkatiri’s
relationship deteriorated.  After a tense four-day stand off Alkatiri stepped down from the office of Prime
Minister on June 26th 2006. Jose Ramos Horta, the former Foreign Minister, was sworn in as Prime
Minister a fortnight later [1,2,9].

In subsequent presidential elections, Jose Ramos-Horta was convincingly elected in the second round of
ballots in May 2007.  Parliamentary elections took place peacefully in June 2007.
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TimorTimorTimorTimorTimor-Leste Health Sector Resilience Study-Leste Health Sector Resilience Study-Leste Health Sector Resilience Study-Leste Health Sector Resilience Study-Leste Health Sector Resilience Study

The Timor-Leste Health Sector Resilience Study commenced in August 2006, three months after the initial spate of
violence.  The broad goals of the study were to:

• support the Ministry of Health to respond to instability and insecurity

• consider how best to mitigate the impact of future instability and population displacement

The objectives were thus to examine the:

• impact of political turmoil and instability on the Timorese health sector.

• leadership, coordination and performance of the Ministry of Health

• responses and roles of the Timorese community, key UN agencies, NGOs, and donors

• document lessons for Timor-Leste and, where possible, other fragile states

Box 2: Specific objectives of the Timor-Leste Health Sector Resilience Study:

1. To document the impact of political instability and violence on health and health services.

2. To reflect on the challenges of assuring health care for those displaced both within and outside Dili.

3. To identify the factors affecting the performance and resilience of the Ministry of Health and other
key health sector stakeholders.

4. To examine a range of tracer conditions to assess the ability to deliver services, maintain health
information and surveillance activities, facilitate coordination and collaboration, and interface
effectively with the community.

5. To assess health sector flexibility in adjusting to rapidly changing conditions and to respond to the
disruption to services and development activities.

6. To assess the approach by the Ministry of Health in ensuring leadership, coordination and
communication with other development partners such as the UN, NGOs and others that were
operational as a result of the instability.

7. To consider the extent of budgetary shifts resulting from this period of political instability and their
impact on Timor-Leste’s stated health and development goals, priorities or objectives.

8. To reflect upon the lessons and insights that can be fed back into the Timor-Leste health system
and other countries living in a context of ongoing fragility.
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MethodsMethodsMethodsMethodsMethods

The study employed both qualitative and quantitative methods, drawing on available data and documentation (policies,
minutes of meetings, reports), and extensive in-depth interviews with key informants throughout the health system.
Research sites were selected following consultation with the Ministry of Health (MoH) and other partners: Dili and
four districts, two in the East (Lautem and Baucau) and two in the West (Aileu and Ermera) were studied.  Four
tracer conditions (general primary health care services, reproductive health, malaria and tuberculosis) were able to
be studied in more detail to reveal links between policy and service delivery at both central and peripheral levels, and
to shed light on the effectiveness of coordination structures and mechanisms.

One hundred and ninety-nine interviews and focus group discussions  were conductedl.  Stories were collected from
a broad range of respondents. Data are reported by broad category to contextualise the source of information
without compromising confidentiality.  Data gathering took place at central and peripheral levels, within Ministry of
Health and district services, and among key development partners such as international and local NGOs and
professional associations, the Cuban Medical Brigade, United Nations agencies, the Church and private sector.

Community perspectives from IDPs in Dili District were collected in September 2006 with the assistance of two
Timorese research assistants.  Camps selected reflected different sizes, whether run by the Church or not, and were
managed by a range of Site Liaison Support (SLS) agencies.  All seven camps were in Dili district, one of them being
45 minutes from the capital.  Data collection took place across the week and at different times, occasionally in the
evening. Camp visits followed consultation with the relevant SLS and typically comprised a discussion or interview
with the camp manager or coordinator, a camp “walk-through”, and informal discussions with one or more IDPs.

Interviews were recorded after obtaining verbal or signed consent; interviews were translated and transcribed, edited
and coded according to key research questions as well as additional themes emerging from the data.

ResearResearResearResearResearch apprch apprch apprch apprch approachoachoachoachoach

Research undertaken in unstable and politically charged environments is affected by safety and security as well as
participant concerns with confidentiality and political affiliation of the researchers and other respondents.  Despite
widespread distrust and rumour-mongering in Timor-Leste, the research team, which included Timorese professionals
from both East and West of the country, gained good access to people and data and received materials from a wide
range of organisations.

Ongoing insecurity prevented data from being collected from peripheral sites and more IDP camps. Some health
personnel, notably workers in remote sites and members of the Cuban Medical Brigade, were more difficult to
access.  Initial feedback by the Research Team was provided to the Ministry of Health, NGOs, and health policy
makers and managers in November 2006. A verbal report and presentation with draft recommendations was presented
to all health sector actors in Dili and four other districts in February 2007.

Ethics approval was obtained through the Ministry of Health in Timor-Leste and the Human Research Ethics Committee
of the University of New South Wales, Sydney, Australia.  Challenges included ensuring that informants were able to
talk in confidence about strengths, weaknesses and limitations and that expectations of service delivery were not
raised.  Permission for taking and using photographs was sought.  Interpreters signed a confidentiality agreement.
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ResearResearResearResearResearch Findingsch Findingsch Findingsch Findingsch Findings

The findings presented below cover the impact of the violence and instability on health services in Dili and the
districts; challenges facing the health sector in responding to the crisis; the response of the Ministry of Health and
other key actors, as well as their limitations; and the underlying weaknesses of the health system.

Impact on health services
The impact of violence and instability on health services, both within Dili and outlying districts, was extensive.    We
describe the impact in relation to health personnel and the availability of primary health care services, followed by
the impact on the National Hospital and the knock-on effects for other services.  We then turn to other infrastructure,
notably SAMES, the  ambulance services, and issues related to transport, training, and management support systems.

Health personnel and primary health care services
The peak period of violence in late April and May affected the Community Health Centres (CHCs) in Dili: Centro,
Becora, and Comoro.  All CHCs and clinics showed marked declines in clinic attendances, often dropping to half or
less of usual attendance figures.  This was repeated across virtually every service in Dili.  Centro CHC was open
throughout the period, but was not fully operational due to lack of staff on some occasions.  Both Becora and Comoro
CHCs closed: Becora for about five days towards the end of May 2006 and Comoro for a full two weeks.  Attendance
levels dropped substantially (Figures 2 and 3).

On 24, 25 May, no staff came to the CHC, but Cuban Doctors and I still came to help the CHC
- Manager in one of CHC in Dili

It [CHC] closed down during 2 days [in April]… After that the Clinic closed down again on 25 May, and the
Clinic reopened on 12 June. Completely no services… there were no services in the clinic.
- Senior Health Staff member in Comoro CHC in Dili

Even when staff and services were present, utilization levels were often low, reflecting community concerns regarding
security and safety.  When worried about safety, people tended to access only those services brought to them, one
of the rationales for the extensive 24-hour and mobile services developed:

We didn’t go anywhere because the security is bad and so we only see the [doctors] that come here to us.
- IDP group discussion

Data from Comoro and Becora CHC in Dili showed massive declines in May and June reflecting the impact of
violence, the closure of the service, staff absences and patient fears.    While utilization of services improved in the

Figure 2: Outpatient attendances in Comoro and Becora.
Source Timor-Leste Ministry of Health

Figure 3: Outpatient attendances in Bairo Pite Clinic
Source Timor-Leste Ministry of Health
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second half of the year attendance
levels were well below the attendance
levels seen prior to the April-May
conflict.    Lower attendance levels for
the rest of 2006 may have resulted
from people using a wider range of
services, or may reflect the reduction
in total population residing in Dili due
to displacement and  migration to
other districts.

Daily attendances at Centro, the
largest CHC in Dili, show gradual
declines over the 90-day period from
the beginning of April to the end of
June,  as  well as  considerable daily
variation (Figure 4).   The days in which no data are available were days at the end of May when the Cuban Medical
Brigade were assisting to keep Centro CHC open as usual staff were not at work; data were not submitted as per
usual on these days.

Examination of quarterly outpatient attendances from the five districts studied reveals similar patterns: most notable
are the large declines in Dili, with more marginal impacts in the other districts (Figure 5).

Data from other service providers, such as Bairo Pite Clinic in Dili, and the private Cooperative Cafe Timor, reveal
similar patterns of disrupted services in May and June.  For the first four months of 2006, an average of 18583
patients were seen by all Café Timor Clinics combined, per month; this declined by nearly 50% to 9866 patients per
month in May and June [11,12].  Mobile services as a group were especially affected: the average number of patients
seen per month in the three mobile services (Ermera, Liquica and Ainaro) combined was 6552 in January to April
which decreased to 1943 per month, less than 30% of usual levels, for May and June [11,12]. Seasonal factors are
also likely to have played a part in these patterns.

Health workers were themselves displaced, and many were anxious and fearful, in some cases failing to present to
work for several months.  The TB program illustrates well the range of disruptions resulting from the Crisis during

May-July 2006. The TB Central
Management Unit ceased to function
effectively because most of its staff
were absent from work for
approximately two months. A high
level of knowledge and commitment
by TB patients and their families, as
well as by health workers, is required
for treatment to be successful.  Many
program activities were, however,  cut
back, and program staff were not
available.

Daily attendances at Centro CHC
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Figure 4: Daily attendances at Centro CHC from April 1 - June 30 2006. Source Timor-Leste
Ministry of Health

Figure 5: Quarterly outpatient attendances in Dili and four study districts, 2006.
Source Timor-Leste Ministry of Health
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When the Marabia incident was happening on the 24th of May, 2006 , I moved-out immediately from  Dili,
stayed for  one  month in Baucau and spent another month in the [village]. So, I left my office for two months
because there was no security. - Senior TB Official

At clinic level, the precarious security situation restricted the ability of TB staff in Dili to undertake routine supervision
and clinic consultations.

We have four regional supervisors and they should visit districts or sub-districts monthly to supervise the
implementation of the TB program and to see how it is functioning. But when the crisis occurred our regional
supervisors could not go  - Senior TB Official

Only two TB staff members continued their routine work, including maintaining telephone communication with the
districts.  It should be noted, however, that there was exceptional evidence of commitment and engagement by a
number of these health service workers, as described later.

The heightened insecurity discouraged patients from visiting services and in some cases led to treatment cessation
and patients being lost to follow-up.

 I got TB in April and received treatment in the national hospital, and [was an] inpatient there during a week.
After, they issued me a letter and asked me to bring the letter to Aimutin to continue treatment. I had seven
pills in a day. The security situation became worse and I moved to Airport Camp and I did not go to receive my
treatment... I only had TB treatment for three months.  - TB patient living in IDP camp

Aside from TB-related services,
many other disease control activities
were disrupted.  Routine distribution
of Insecticide Treated Mosquito Nets
(ITNs) by the MoH ceased entirely
in Dili in May and June and levels
remained low in all the five districts
studied.  There was, however,
support for ITN distribution as part
of the emergency response, and
nearly 27000 ITNs were rapidly
distributed to IDPs by HealthNet and
CRS with supplies provided by TAIS
and the MoH.  Priority was given to
pregnant women and children,under
the age of five,  in Dili, Baucau  and
Viqueque.

Dili National Hospital (Hospital Nacional Guido Valadares)
Hospital Nacional Guido Valadares, in Dili, is the national referral centre providing specialized services not available
elsewhere in the country, as well as serving as a major training site.  It was able to remain open throughout all
periods of the crisis; for a period at the height of the violence in late May and early June the hospital drew heavily on
the Cuban Medical Brigade to maintain its activities.

also we asked help from the Cuban Doctor Brigade, their help was about getting the extra personnel that they
have in the districts,  so we had the support from nationals and from the Cubans
– Senior Health Manager, Ministry of Health

Figure 6:  Source: (Note: Aside from routine distribution, 26695 ITNs were distributed to
IDPs in Dili, Baucau and Viqueque as part of emergency response). Source Timor-Leste
Ministry of Health
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However, it is apparent that there was some
reduction in access and utilization of services,
illustrated here by the number of births taking place
in the hospital (see Figure 7). For comparison data
from Bairo Pite Clinic are also presented.  Both
showed marked declines, in May and June, with
some increase in deliveries in the second half of
the year.

We learned of at least two stories where pregnant
women preferred to give birth in an IDP camp
rather than risk, what they saw as a dangerous
trip, to the hospital.  The hospital was indeed
affected, in multiple ways, by insecurity: both in
getting to the hospital and within the hospital itself.

The Hospital itself became an IDP camp, with more than 5000 people living on the site.  Health workers and MoH
staff, with their families, took shelter at the hospital, encouraged by senior staff to do so for their own safety and to
enable them to continue working.  Pregnant women were also relocated from IDP camps around Dili to a maternity
waiting camp at the Hospital (Box 3).  The increased security offered at the hospital, due to the presence of Australian
military who were invited to secure the site from May 28th for a period (see below photo) led to a heightened sense
of security by surrounding community members who rapidly established an IDP camp in the hospital grounds.

A senior hospital manager indicated it was not desirable for the hospital site to serve as an IDP camp:  ‘it is not a
good thing, to set it up here… not good for themselves, not for us…” and that  “we didn’t want them to come here but
we have no capacity to reject them”.

Occasional outbreaks of violence between IDPs sheltering at the hospital, or between them and surrounding community
members, posed risks to people traveling to the hospital from within Dili or outlying districts.  It also had a direct effect
on patient care, especially at the height of the violence in late May 2006:

… some of them come
here to get security for
themselves so they
stay here very quietly
but some still make
trouble like throw
stones to people
outside this hospital
compound. They show
no discipline. They cut
the fence that we put at
the border, provoked
those from outside to
respond and throw in
stones to the camps
and they run away.  The
patients in the wards
are also confused.  At
that time someone who

Figure 7: Live births from Hospital Nacional Guido Valadares and Bairo Pite
Clinic. Source Timor-Leste Ministry of Health

Australian troops at Dili National Hospital   Photo: Sarah Moon
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had just had an operation two days before, also had to run away to her house.  During that week 28 patients
left the hospital and went back to their houses.” - Senior health manager, National Hospital.

Referrals were affected by physical security in accessing the hospital as well as patient fears.  Patients referred to
the Hospital from the Western Districts in particular were reluctant to attend; at one stage the hospital was thought,
by some community members, to be safer for  lorosae.

Normally we referred to Dili. However, starting  from 22-23 May we were not  able to refer patients because
there was trouble on the road….  …sometimes the patients don’t want to go to Dili because of the situation.
- Senior Health Manager, Ermera

Arrangements were made for patients from Ermera, for example, to instead be referred to Maliana Hospital.

Impact on other key services, as well as on infrastructure, transport and
management support
The Serviços Autónomo de Medicamentos Equipamentos de Saúde (SAMES) is responsible for the procurement
and distribution of pharmaceuticals and medical consumables and supplies.  It too housed IDPs within its grounds
(see above photo) in part to support its own staff and to shelter people from the surrounding community.

SAMES normally delivers drugs and medical supplies to the districts.  SAMES had only one truck available and,
fearing it might get damaged or destroyed, decided to keep it off the roads.   This placed an extra strain on districts,
themselves facing significant transport and logistics impacts from the disruptions in Dili.  Lack of fuel, security and
the lack of some essential drugs affected mobile clinics in the peripheral districts, some of which ceased operating
completely.

Fear and uncertainty affected ambulance services –
community members and NGO staff reported that
telephones were not answered by the abulance service
during crucial periods.  In addition, some drivers were
stopped at road-blocks, threatened, and were therefore
unwilling to travel to areas thought to be dangerous.
Ambulance call-out data (Figure 8)  reveal wide
fluctuations with particularly low levels in May, known
to be the period of peak violence.   Ambulances
operated by Bairo Pite Clinic and UNFPA, assisted in
transporting patients. Figure 8: Ambulance activity in Dili district 2006. Source Timor-Leste

Ministry of Health

IDP camp at SAMES    Photo: Tinuko’o J. Vas
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Fuel was not able to be procured due to bureaucratic impediments: district health services had vouchers to obtain
fuel from one particular company, Belak, which had closed down because of the crisis.  Districts had no cash with
which to approach other providers, and the vouchers they had were not transferable.

Outreach and mobile services were affected not only by a lack of fuel, but in Aileu and Ermera, also as a result of fear
of armed groups operating in the area.  Although health facilities or personnel were never specifically attacked,
health workers were anxious about traveling to peripheral areas, and fears for the safety of female health workers,
given the armed groups operating in the area, were reportedly present.

Instability in Dili affected training across the country.  Health workers from peripheral districts were scared to travel
to Dili and supervisors unable to go to the districts.

Training activities were not able to be implemented or had to be postponed … those activities like trainings
where we have to go down [to districts] or those activities that required assistance from national level… We
could not go down because of this crisis, people from East could not go to West and people from West could
not go to East, these were the things that did not happen. - Senior MoH policy-maker and director

Communication limitations added to the difficulties of getting things done.  During the height of the unrest mobile
phones were not functioning and MoH staff were advised to use radio contact. This form of communication was
limited as only a fraction of staff had access to radios, and even those senior staff who had access found relaying a
message difficult and time consuming.

At that time the mobile was not functioning at all. The Minister advised us to use radio contact, ah our radio
contact was limited as well, but lucky for us we could find our logistician. [It was] even difficult just to send the
message, it took about a half an hour or even one hour to deliver messages. And our logistician was trying
hard for each of us to get one contact radio each. So at that time our communication went through the Contact
radio, SAMES, Ministry, Ambulance and the National Hospital  - Senior Health Manager, MoH.

Key challenges facing the health sector and the rKey challenges facing the health sector and the rKey challenges facing the health sector and the rKey challenges facing the health sector and the rKey challenges facing the health sector and the responseesponseesponseesponseesponse

The health sector faced, and continues to face, numerous challenges as a result of the Crisis.  These related largely
to maintaining health service delivery and reassuring the community that health care would be available and accessible;
demonstrating that the government was in charge and able to lead and coordinate; promoting health sector neutrality
and professionalism despite a divided community; maximizing the use of the resources available; and balancing
emergency needs with longer term development and system improvements.   We describe each of these challenges
below and then turn to how the health sector responded. The perspectives of the wider community towards these
responses will then be highlighted and discussed.

Maintaining service delivery and reassuring the community that health services
would be available and accessible
Periods of instability and violence pose heightened risks to health as a result of population displacement, disrupted
shelter, lack of adequate water, sanitation and food, and increased exposure to infectious diseases, injuries and
distress.  Not only is risk increased, but the ability to respond is often undermined.  Public services are  typically
disrupted, resources  such as people, money, and supplies, may be unavailable, logistical support for training and
transport compromised, and the morale and capacity of service providers undermined.  In Timor-Leste there were
substantial fears and risks of epidemic disease given the number of people displaced and housed in camps, the
ongoing fear and insecurity, and disruptions to service provision.
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Community members, experiencing distress and insecurity, look to the government, in particular, to ensure access
to essential services.  We have already described the impact on services and the fact that the CHCs in Dili were
affected, with some closing down for variable periods, and all affected by staff problems and insecurity.  The National
Hospital operated by drawing on additional support through the Cuban Medical Brigade (CMB).

Dili National Hospital, SAMES, and the Ambulance Service faced difficulties, but succeeded, in maintaining their
operations.  Local leadership in each setting facilitated innovation and adaptation.  SAMES established an emergency
team, comprised of a member from each of procurement, warehousing, distribution and transport.  It sought to retain
its ability to support activities across the health sector:

Other places did collapse but SAMES didn’t collapse. It did not collapse because at that time the Health
Ministry had the drugs. We can say that those who are working in the Hospital are the guns and the drugs are
the bullets, if at that time there were no drugs, they could do nothing. It was clear, and proven, that in this
difficult situation we were still in control. - Senior Health Manager, Dili

Where certain drugs were out of stock or deliveries had not yet arrived from suppliers, SAMES obtained assistance
from USAID, WHO and UNICEF.   At SAMES they were proud of their ability to maintain services:

… this is something we are proud of, there was not a single request that was not responded to or got stopped.
So this is our pride, [people were] brave, and the willingness, the sense of willingness to help the Ministry in
order to be better, so we felt proud of this – Senior Manager, SAMES

In Dili particular effort went into ensuring that services were delivered through Health Centres and to the IDP camps.
Services, delivered by the CMB, were set up to operate on a 24-hour basis in nearly 20 IDP camps for a month.
People in these IDP camps gained better temporary access to health care than some would have had in their
previous areas of residence.

Timorese
Doctors

Austcare

Bairo Pite

World Vision

Dr Sergio

Denore

Carlitas

No Necesita

Mobile Services

24 Hour Services

Table 2:  24 hour and mobile services established in early phase of the crisis

Metiauat, Colegio, St Josep, Sabraka, Laran SBSS Sisters, Surverdi Kuluhun, Carmelita Sisters, Has Lran
Canossa School, Airport, Metinaro, Hera, Bebonuk Clinica, Baucau

Bomberos/Fire, Central National Pharmacy, Vila John Michael, Tasi Tolu (Masi Lido BTN), Tasi Tolu (FDTL and
Military Police), Dominican Sistaers, Dare, Baucau

Prison Bercora, Palapaso Yayasan Hak, Lao Hamutuk, SAHE, Palapaso CRS Compound, Palapaso IOM Office,
Radio Lorico Lian, Fundacao Haburas, Bahai Centre, Palm Spring Estate (Aust. Embassy)

Vila Verde Igreja Catedral, Mota Maloa, Clinic Bairo Pite, Comoro Police Academy, Arte Moris

Dominican Sisters & Orphanage, Farol Belun Office (2 sites), Tasi Tolu (Masi Lido BTN), Tasi Tolu (FDTL and
Military Police)

Balide Seminario Minor, Seminario Jesuita/Concento Jesuit

Culau

Bebora Ingresia Hosana

Aimutin PRR Sisters Clinic

Provider

Cuban
Medical
Brigade

Camara Ecleziastica, Canossa Lecidere, Obrigado Barracks, Toko Baru Dili Hospital, Balide Igereja, Becora
Salauan Igreja Prinicipal, Becora Canossiana Sisters, Jardin Nicolao Lobato, Motael, Balide Salesiana Sisters,
Balide Cannossiana Sisters, Fatumeta Seminaro Major, Comoro Dom Bosco, Comoro Salesiana Sisters,
Noviciado de Madres, Tibar, Atauro

Camp

Cuban
Medical
Brigade
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Community members in some IDP camps had enhanced access through mobile services and in-camp clinics, as
well as being able to use non-government clinics such as Bairo Pite, private clinics and pharmacies when the
security situation allowed.   High levels of utilisation were observed in these services at early stages of the emergency.
The graph below indicates diagnoses for three common conditions: malaria and diarrhea (graphed together) and
upper respiratory tract infections.  No major outbreaks of communicable diseases were identified, although a number
of possible outbreaks were identified and investigated.   As described later there was some confusion regarding
surveillance data.   Where cases of diarrhoea and poor water supplies were identified this was corrected by chlorination.

However, the effort that went into providing IDPs and the general community in Dili with access to services was not
replicated in the Districts where services were placed under considerable additional strain as they sought to cope
with larger numbers of population fleeing from Dili in search of safety and family support.

Until now, we never get money or ‘rent’ for this… to solve some problems … you know the IDPs come here
and maybe something happens and we can’t help… we don’t have the money for that – District Administrator

Figure 9: URTI Disease Trend 29 May - 24 December 2006.
Source Timor-Leste Ministry of Health

Figure 10: Disease Trends 29 May - 24 December 2006.
Source Timor-Leste Ministry of Health

IDP camp at SAMES, February 2007  Photo: Tinuko’o J. Vas
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Some districts, such as Lautem, went to the trouble of arranging for the District Administrator and others to visit the
IDP camps in Dili and inviting people with family ties in the district to come home.  Transport and support were
provided. The District established two “Commissions” to provide emergency support,  to coordinate all the available
community resources, and to reassure people of their commitment to impartiality and non-discrimination.

Most district services coped with the additional load, at times using innovative strategies to keep services functioning,
such as sharing drugs between clinics.  There were strains, however, often relating to lack of fuel supplies for
community-based activities:

During the crisis our health services ran as normal, we gave treatment as usual to inpatient and outpatient
services; everyday we still attended the patients. The drugs was still sufficient, … Also we maintained our
immunization program for several sucos but some sucos we didn’t do because the situation did not allow. But
the services at Health Posts and Health centers still functioned as in normal time.
- Senior health manager, Ermera district

Pregnant women were identified as a group requiring particular attention.  UN agencies, working with government
and NGOs promoted the establishment of a Maternity Waiting Camp (MWC) within the national hospital.  Although
this was an innovative idea, seeking to improve access and safety, it also had some unanticipated negative effects
(Box 3).

Although routine services continued to be provided, immunisation activity through the Dili district CHCs declined
dramatically in May and for the rest of the year, in respect of DPT-3 immunisation (Figure 11).  For measles, activity
increased in the third quarter and then spiked, reflecting major measles immunisation campaign activities in November
(Figure 12).

Demonstrating that the government is in charge: leadership, coordination and
flexibility
In times of crisis, effective government leadership can help ensure that emergency and humanitarian issues are
addressed within the context of existing policies and strategies.  It may also help ensure that national capacity is
developed during the emergency and that lessons can be learned and fed back into the system.  Failure to demonstrate
leadership may result in the international community (United Nations and international NGOs and others) assuming
responsibility for addressing basic needs and providing services.  The Government and public sector may be sidelined
and unable to control how the international community engages locally.  One effect of this may be that additional
resources bypass and even undermine national and local systems.  Where fragile and weak states lack the resources
and the capacity to respond to essential needs, the intervention of the international community is justifiable.  But
where national government is able to demonstrate its sovereignty and ability to respond, the international community

Figure 12: Measels immunisation in Dili CHCs Centro, Becora and
Comoro. Source Timor-Leste Ministry of Health

Figure 11: DPT-3 immunisation in Dili CHCs Centro, Becora and
Comoro. Source Timor-Leste Ministry of Health
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Box 3: Maternity Waiting Camp  – Some unanticipated effects experienced

Soon after the violence erupted there were reports that some women had given birth in IDP camps, at times
without a skilled attendant. Throughout the crisis access to comprehensive obstetric emergency care was
limited as a result of fear in seeking care at the hospital because of insecurity in its environs, and limited
ambulance services. A maternity waiting camp was established at Guido Valadares National Hospital in response.

The maternity waiting camp (MWC) sought to remedy the problems of access to birthing services and emergency
obstetric care. This strategy was largely based on the maternity waiting home policy that had been developed
in 2005 [13]. After consultation between UN agencies, the Ministry of Health and hospital management 20 tents
were set up as a maternity waiting camp at Dili National Hospital in June. These tents were designated for
women in the final stages of their pregnancy. A local NGO, Rede Feto,  supported by the UNFPA, was responsible
for locating, encouraging and transporting pregnant women from IDP camps to the MWC.

Initially, miscommunication as to when the camp would be ready and what commodities would be offered was
evident. At the MWC pregnant women received three meals a day plus snacks (provided by the hospital), and
non-food items such as mattresses, washing tubs, water containers, baby clothes, stoves, hygiene kits and
kitchen utensils (provided by the government, UN agencies and NGOs). Health promotion activities at the
MWC were conducted by local NGOs, and included information on the risks associated with pregnancy, the
importance of skilled attendance at time of delivery, essential newborn care, breastfeeding and early
immunization.

An evaluation conducted by Rede Feto in August 2006 found that 74 pregnant women had been transferred to
the MWC. The evaluation identified security as a major concern including lack of security during transfer to the
MWC, difficulty for mothers and babies to sleep due to noisy conditions in the camp; postpartum women being
asked to return to their homes by hospital staff but were too frightened to do so; and some who did return home
experienced intimidation and returned to the hospital camp [14]. More positively, the evaluation highlighted as
beneficial the safety women felt being close to medical assistance and the availability of good food.

Negative experiences included the lack of security and overcrowding at the hospital. The hospital already
housed a large IDP camp when the MWC was established, and because the 20 tents for pregnant women were
set up all at the same time, but women were brought in gradually, the tents that were designated for pregnant
women became occupied by other families from the surrounding camp. Thus the MWC may have contributed
to increasing the number and crowding of IDPs at the hospital. There were also issues of equality, with IDPs at
the hospital camp expressing resentment, and in some cases open hostility, toward women at the MWC because
these women received significantly more food and non-food items.

While the government tried to decommission the IDP camp at the hospital, the MWC continued to operate, and
the end date for the project extended. By 20th February 2007 there were no pregnant women staying at the
MWC, and 49 postpartum women and their families occupied the tents. Once women had their babies, they
were reluctant to leave because they felt safe at the hospital and were provided with food [15].

The hospital director complained and then I took the issue to [an international NGO] and asked them not
to set up more tents. The Hospital Director didn’t feel brave to get them out of the tents. The other
problem is that the police didn’t function at that time so it is difficult to control them, the IDPs didn’t trust
us, and also the security guards ran away as well…the IDPs were angry at our midwives and the
director of hospital because they did not want to get out from the tents, [but] they were told to get out. –
Senior manager, Ministry of Health

Despite the effort made to increase access to birthing
services for displaced women, the actual number of
maternity admissions to Guido Valadares in the latter
part of 2006 was down considerably from 2005 (Figure
13, see also Figure 7). These reduced admissions to
the maternity ward probably reflects both the reluctance
to attend the hospital due to security fears and the
reduced number of pregnant women in Dili as they
fled to the districts.

Figure 13: Total number of admissions to the maternity ward at
Dili National  Hospital, per month for 2005 and 2006. Source
Timor-Leste Ministry of Health



TIMOR-LESTE HEALTH SECTOR RESILIENCE AND PERFORMANCE IN A TIME OF INSTABILITY 25

should support this position. In Timor-Leste while some arms of government collapsed, a small number of Ministries,
including the MoH, were able to continue functioning and to respond to the many challenges facing it.

While some arms of the Timor-Leste government ceased to effectively function, a small number of Ministries, including
the MoH, were able to continue to operate and respond to the numerous challenges presented during the crisis.
Many government ministries were ransacked, and with staff fleeing the conflict, many services and government
offices were forced to close.

Well before the worst violence in May, senior leadership within the MoH had decided not to attend the World Health
Assembly in Geneva.  The Minister and colleagues believed they needed to stay in the country and be available
should the situation intensify. They anticipated well.

The MoH acted within days of the most acute period of violence in late May 2006, to show that the post-referendum
scenario of 1999 in which the international community dominated, would not be repeated.  All stakeholders collaborated
with the Ministry of Health in its efforts to coordinate with the UN agencies and international NGOs.

There’s always the typical organisations that fluff their feathers but there was no one that was denying who
was in charge.  Absolutely not.  And there was no one there that I saw that was obstructive to that process,
definitely not. – Local NGO worker

MoH personnel took control of health services delivery and coordination.  The Minister identified the core services
that needed to continue uninterrupted.  He mandated Sra Ana Isabel Soares, Director for Health Services Delivery,
to coordinate the health sector response and Sr Macario, Director of Dili District Health Services to organise the
delivery of  health care services in Dili District including the IDP camps.  The Minister of health developed an effective
communication strategy, using the local television network, newspapers and radio to inform the community about
available services, “asserting again that the Ministry is here and we are operational” (Local NGO worker).

A high degree of flexibility and innovation characterised the health sector response.  A senior member of the MoH
team was provided with access to substantial funds and a mandate that these funds should be used, with discretion,
to support essential service delivery activities.

it was not very easy to travel around we even decided to ask [senior member of MoH team]  as the one to hold
some cash so that the districts would
come and then pick up cash from him
instead of coming here because this
whole area was a very …uhhh…  kind
of war zone area here – Senior policy
maker, MoH

Dili National Hospital became a base for
senior MoH personnel, with many
relocating to the hospital, living in wards or
tents.  Senior Timorese managers met on
a daily basis to review needs and develop
strategies to address them.

… before the situation became worse
the Minister, Vice Minister and me we
decided to look for one alternative place
to concentrate together in order to

Sr Macario, Head of Dili District Health Services and Sra Ana Isabel Soares, Director,
Health Serices Delivery, MoH, February 2007     Photo:  Anthony Zwi
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maintain our work. The Health Minister chose the National Hospital as a base. So for us we could stay at
home, but at 4 pm we had meetings at the National Hospital to get information and to take decisions. So
because at that time there were people shooting each other around Dili and near the hospital, I thought I had
better stay at the National Hospital even though the Minister and the Vice-Minister could still stay at their
homes. At that time I took all of my belongings and family to the National… - Senior policy maker, Ministry of
Health, Dili.

A number of International NGO leaders played an important role in motivating and supporting the MoH to coordinate
the range of actors seeking to participate in the response. Some malae  were able to provide additional support to
the Timorese health leadership. Development NGOs working in the health sector “had built trust and rapport” [NGO
informant] over years of negotiated partnerships with the MoH and were able to work actively together in the immediate
period of crisis and violence.

The level of trust could only come because we had these programs going on for some time.
- Senior program coordinator, International NGO

A Health Working Group (see Figure 14) was officially established on 31 May 2006 to coordinate those health
services and activities that were beyond the normal functions of the MoH – especially for those related to the living
conditions and additional health risks facing IDPs.  A number of sub-groups were established under the Health
Working Group; separate coordination structures, relating to other Ministries and structures, were also created to
address Water and Sanitation, Protection, and Gender-Based Violence.   All structures fed back into the MTRC-led
Humanitarian Coordination Group.

The health working group meetings began as an opportunity to bring those involved in the emergency response
together and to allow the MoH to assess and monitor the situation as it evolved.

There were 2 spikes in the crisis. [During the first spike in April] The UN and NGOs were providing assistance
to the camps. It was not very coordinated and they didn’t think it would grow. The second spike was in May
and that was more violent. The government reacted strongly and put the UN and NGOs together and started
to coordinate with them. - Program officer, UN Agency

The health working group was initially
large and became a venue for sharing
information, opinions and gathering
ideas. It allowed delegation of specific
responsibilities and regular report-
backs on action taken. Smaller sub-
groups were established to focus on
more specific areas and deal with
technical issues:

…we tried to divide into smaller
sub-groups looking at different
things from new treatment protocols
to infant and child feeding, trying to
hammer out some of the gaps we
could identify during the emergency
or before.
- Program officer, UN agency

Figure 14: Health Working Group Structure
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Health Coordination meetings were chaired by Sra Ana Isabel Soares and were conducted in Tetum.  They routinely
covered health services issues (including medical assistance, mother and child health and immunization, nutrition
and mental health), epidemiological surveillance, vector control, and health promotion.  Early meetings within the
health sector identified needs and distributed tasks according to available personnel and expertise.

when we first had the health co-ordination meeting I think that gave us the impression that you know we are
still in charge and things are moving ….  the even bigger satisfaction for me was that it was not me doing that
but the mid-level directors and the Permanent Secretary were taking up that responsibility and managing,
solving the problems, and if you like, it’s very good ‘cause you know you don’t need to go and do the work.
You talk to them and they know what they want to do.  They talk with the NGOs and they make sure that the
NGOs comply with the co-ordination system … comply with the rules and regulations that we have, they talk
to the Ministry of Labour and Solidarity at the wider co-ordination meetings that they have and the Minister
today is saying we have a very good team in the health sector I said ‘they are the actors’.  It was very
rewarding after all these years of working with these people…. – Senior health policy maker, MoH

Health services delivery was a particular focus and coordination meetings offered an effective avenue for the Dili
District Health Services, in particular, to identify and respond to needs within the community and IDP camps.  Meetings
were attended by MoH and Dili District Health personnel, NGOs, the Cuban Medical Brigade, and numerous other
stakeholders.  Minutes were distributed and a number of sub-committees established.  A standard agenda and terms
of reference were established.  Meetings initially took place daily but over time were reduced to twice weekly, then
weekly and fortnightly.  The extensive range of committees and structures varied in their effectiveness, with some
limitations in follow-up and implementation of identified issues.

An example of flexibility was the loosening of usual bureaucratic requirements for accessing pharmaceutical supplies.
At SAMES, during the early stage of the Crisis, normal procedures were simplified to allow quick release of drugs to
meet the needs of people.

… we just grabbed the ambulance, turned up and asked for the drugs.  In the normal process it goes through
Dili district  to approve it but because those people had run away and it was all closed down they just issued
it straight away which was very good and there were people there to issue it as well which was great.
- Health manager, non government clinic

Ministry of Health, Dili    Photo Anthony Zwi
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Senior MoH staff identified the services that were most vulnerable and needed to be protected.

Service delivery, primary care and hospital care … and then emergency and ambulance services.
- Senior Policy Maker, Dili.

Within the hospital and other services new priorities needed to be established. Some activities ceased while those
deemed most important were prioritised.  Health managers in some cases took stock of the personnel available to
them and redeployed them:

In the beginning we can say 90% of the nurses were active here, but after several days there were rumors
and it started to influence the family and the neighbors so some of them ran away to the districts.  So still, here
there were about 60%. But with this number we tried to make the work run well; the work that we thought was
not too important had to be canceled.- Senior health services manager, Dili

Leadership and innovation were also apparent at local service levels.  The TB management team and other partners
demonstrated resilience through the development of a range of strategies to adapt to the difficult circumstances in
which they continued to provide care for their patients (Table 3).  They developed a series of innovative strategies to
maintain client contact and treatment: many of these strategies can now be built upon and have validity in relation to
international recommendations.

Promoting health sector neutrality and professionalism despite a divided community
Early in the 2006 Crisis the issue of ethnic identity was placed at the forefront of the conflict with some political
leaders using ethnic identity - lorosae or loromonu - as a mobilizing tool.  A significant threat to the entire Timorese
population was whether all individuals would feel pressured to themselves identify with one or other side to the
conflict.  Within the health sector a fundamental challenge was to ensure that health services and health professionals
retained their identities as politically “neutral” without getting drawn into the conflict itself.  Failure to do so could
leave health services as possible ‘targets’ in the conflict, and health workers offering services only to those with
whom they identified an “ethnic” bond.

Effective and engaged health workers are crucial to any health system.  In times of crisis health workers may
withdraw from their professional activities and spend their time and energy on pressing family and community matters.

Table 3 : Strategies to ensure the continuity of TB treatment and care in Timor-Leste.

Strategy
Applied

Family
members
trained to use
DOT

Maximise the
fuctions of TB
motivators

Provide TB
drugs for a
month

Early transfer
of patients to
districts

Visiting IDPs
camps

Purpose

Maintain TB
treatment under
supervision

Maintain TB
treatment under
supervision

Ensure patients
have continued
access to TB drugs

Ensure patients
arrive in safe place to
continue treatment

Ensure patients
staying in IDP camps
continue TB treatment

International Recommendations

Family DOT not recommended by
WHO and IUATLD

Effective, but requires contrant
supervision from TB staff.
Recommended by WHO

Difficult to ensure patients complete the
treatment. Contradicts the principal of
DOT under routine NTP management

Effective. Recommended by NTP and
WHO. But need to ensure patients
report to destination clinic

Effective. Highly recommended.
Conforms to international
recommendations

Comment on applicability to the recent
crisis

Worth considering where the security and
transportation difficulties prevent daily
clinic visits

Especially useful where people relocate a
nd stay temporarily for indefinite periods of time

Useful for patients who stay in city but could not
attend clinic daily. Should be avoided once the
situation improves

Useful in Timor Leste. Phone contact needs
to be made with destination clinic to ensure
patient continuing to receive TB treatment

Very important to apply this initiative to all IDP
camps and to start TB Care activities in camps.
Requires commitment from top management
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Maintaining morale and motivating health workers is thus essential to the delivery of services.  Failure to do so can
lead to high levels of absenteeism, a decline in the quality of care provided, and leakage of staff out of the sector, with
the risk of some never returning.    In Timor-Leste the challenge was to maintain a commitment to providing services
to the community and to avoid being drawn into the conflict in any way.  Given that the health-related human resource
base is extremely limited to start with, further disruption would pose significant problems.

At the height of the conflict and immediately after the most severe bout of violence, there was a real risk of polarization
amongst health workers themselves and the provision of differential health care on the basis of ethnic background.
The following experiences at the National Hospital is illustrative:

… people from both FFDTL [army] and PNTL [police] came to the National Hospital.  It was clear that they
hated each other, every one became enemy for the other.  Even some staff looked too confused about who
they had to deal with first.  Some first dealt with their family… there was almost a division between the staff.
So we almost lost our professionalism as the health professionals. – Senior Health Manager, MoH

Some health personnel treated patients differently, like those who come from West didn’t want to attend the
East patients, and likewise those who came from the East didn’t want to help the West.
- Senior Health Policy maker, Dili

There was at least one report of language and ethnic background becoming a point of tension between Timorese
staff in one part of the National hospital.  Ethnic preferencing in the provision of care was disciplined by senior
managers who were anxious to make sure that health professionals refuse to be drawn into the conflict.

Since that time I told them that those who don’t want to work according to their professions, they should go
away. - Senior health policy maker, Dili

The Minister Dr Rui de Araujo, working together with the Vice Minister, Sr. Luis Lobato, and the Permanent Secretary,
Sr. Feliciano Pinto, demonstrated a solid commitment to promoting neutrality and professionalism across the public
sector.  The Minister, supported by others, met with the leadership of the National Hospital, Ambulance Service, and
SAMES to reaffirm an emphasis on professionalism and neutrality. This followed personal contact by the Minister of
Health who spoke at meetings and made regular telephone calls to senior managers in both Dili and the districts.
There is strong evidence of this message being passed on from managers at every level to those with whom they
worked.

…the bulk of the leadership working at the Ministry
was of the belief that it was our responsibility to
ensure that services were provided and to make
sure that we were not, involved in any impression
of discrimination of service provision for the
community …- Senior MoH policy-maker

Within the hospital the issue of neutrality was strongly
promoted:

… we here are neutral, we do not stand for one
part, even our family, we have to stand for both,
this we could do and explain to the victim  that they
have to trust in us… here we are neutral because
of our oath…
- Senior Manager, National Hospital

Timor Leste Minister of Health, Dr Rui de Araujo   Photo: Ze’sopol Carlito
Carminha
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The Minister implored staff to retain a strictly professional identity.   He recalled the sorts of things he told the staff:

You have to be very impartial, I and the others we conveyed that to each other.  In our culture the beliefs
about one’s self, the roots in our tradition are there, but please because you are a doctor, because you are a
nurse, because you are a midwife, please forget that for a while and think that you are here as a doctor, as a
midwife… that’s very important because otherwise, you don’t even have to take sides, you start to panic…
- Minister of Health

District personnel too received and responded to this guidance.

I had instructions from the district [administrator], the minister, permanent secretary. During the crisis almost
every day I got a call. If we didn’t call them, one of them called us in order to give support and ideas, for us to
not feel down. They always advised us to maintain our job, be quiet, if there is any necessity like fuel or drugs,
to please [make] contact, for us to look for the solution for that problem. For the staff he said don’t stick with
the situation, just keep your work going. Nobody can disturb us; never disrupt us at our job.
– District health manager

When asked what district personnel drew on to continue with their work in a difficult period, members of a focus
group in Ermera indicated that the attitude of the community was crucial:

We have the spirit of work and the community as our strength...  The community said that the health services
are neutral services. And we have to maintain our job as neutral people. We show our good performance for
the community, so the communities from almost every level still sympathize with us. That’s the main thing that
could support us to handle this job during the crisis. People still trust us to allow us to perform our job in the
health service – Health manager, Ermera.

Although one donor agency representative commented that the Minister of Health “tried singlehandedly to resist
ethnic roles” becoming entrenched in the health sector, it is clear this went well beyond the Minister, and reflected a
commitment by Timorese health leadership and workers to serve all of their community:

… for the TB program despite the crisis,  we still have good mood and motivation to continue work. Because
this is our profession and we need to attend our patients who need us most, we must attend them.  When they
need us to provide treatment we must attend them, we must not say for example he is loromonu, he is
lorosae. We shouldn’t allow ourselves to belong to either group because this will dishonor our profession...  -
TB worker

At SAMES, tensions between staff members with different backgrounds were addressed by the Director.  He indicated
that they work for the SAMES family, “just one family” in which one does one’s job and should not be seen as coming
from East or West.  When there were tensions the Director encouraged them to speak openly and to consider how
important it was to protect their relationships and their work base:

…they have worked here for a long time in SAMES, they also think that SAMES is like a rice field or a garden
for them, so they have the willingness and courage to work here, up to now they still work
– Senior Manager, SAMES

… They all think that is our garden and rice field.  If we go out from here it is difficult to find another job
– Senior Manager, SAMES.
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Across the health services, the community perception of the neutrality of services was crucial to maintaining the
commitment of health workers and protecting the activities being undertaken.  The broader community was also
supportive and health services were not targeted even when other government services and offices were:

…they never pointed their guns to the hospital, they never pointed guns to the pharmacy, and they never
pointed guns to the ambulances … that’s why those services continued to function…
- Senior Health Policy Maker, MoH

A Senior Policy Maker reflected on the importance of this:

One of the lessons learned...was that health structures were not targeted by the conflict so to me it’s very
important that in all societies, in all societies, please really understand, that the health structure, whatever
you want to call it, Ministry of Health or health service, that the institution in the society in charge of health,
should be really seen as an impartial institution.  That’s very important.

… and I’m not saying that we are an exemplar of governance here at the Ministry of Health but at least if
people believe that you are performing and you are impartial, then people will say okay this all belongs to us
so we should respect them

… and that is also reflected in some of the things that we hear … the petitioners…  those from the forces that
were dismissed when they started to do actions from surrounding Dili… some of the health staff in the
districts were very affected emotionally and they went and spoke to those people and they said: ‘don’t worry
you wear your Green Cross and because you are from the health sector we won’t touch you’.   That gave me
the impression that when you are impartial and people really believe that you are impartial then it’s a good
thing for the society particularly in health.- Senior MoH policy-maker, Dili

Others too contributed to reasserting the stance of neutrality and professionalism.  Below, a church leader described
how he encouraged clinic staff to remain neutral,

The clinic nurse here had a good reputation… the refugees trust her a lot and think that she gives the right
medicines. She had her house burnt down and so she was living in the camp as a refugee, I spoke to her, I
wanted to explain to her – there is no lorosae and loromonu here. We are all Christians, we are all God’s
children, we are all Timorese. We are one here and there were no problems, people who came to the clinic
were all treated [the same]. - Padre, Camp Coordinator

Community members were generally reassured and were not concerned about discrimination from the mobile teams
or any of the health service providers.   Most IDP respondents expected that health workers would stay on the job,
and be neutral and professional during the crisis.

They have to stay…it’s their job.

Well we can only survive if they [hospital staff] do their job, without them… we would not survive. They are the
ones with our lives, and there are many serious sicknesses and injuries now so that’s why they must do their
work there.  - Group discussion, IDP Camp

IDPs reported feeling that if they needed care at the National Hospital that the staff there would treat them.

I don’t have any experience of this yet [going to the National Hospital], but I think that a doctor or a nurse
should just do their job.  If they do not treat everyone the same, if they treat people differently, they are a
stupid doctor… you can say they are stupid. - Elderly woman, IDP camp
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I don’t think there is a problem if the staff are lorosae or loromonu, we don’t worry about that.  For example, at
the National Hospital, we go and see any doctor but the problem is the area around the Hospital is not safe
and to travel on the streets there, it’s a security problem. - IDP focus group

One camp coordinator suggested that not everyone trusted the Hospital at a given moment, considering anxieties
that it was controlled by gangs from the East which could easily enter the hospital and harm people from the west…

I think here we have a situation where people don’t feel secure to go to the National Hospital… we can find
that Lorosae will go to the Hospital and Loromonu to Bairo Pite Clinic… - Camp coordinator

There were some reports of seriously injured people being attended to at the kerb-side or being taken into IDP
camps for care, sometimes staying in the camp to recover, because they did not feel safe going to the Hospital. This
was more common during the most acute phase of the emergency. People were concerned about the insecurity in
and around the hospital, with considerable anxiety concerning ambulances being stopped at road blocks or attacked
on the way to the Hospital.

You know the ambulance has many difficulties if they try to pass by [Comoro Rd], sometimes the young
people will stop them or throw rocks at them, they will ask who are you going to get – lorosae or loromono?
- IDP

Several people commented on the need to inform the community about the neutrality of health staff.

I myself sometimes must go down there and talk to them… tell them that this is social justice, this is just the
ambulance, it is for everybody in East Timor, not for lorosae or loromono and they must let the ambulance
pass… - Padre/Father, IDP Camp

They [staff at the Hospital] will treat everyone the same because it is their job but some people don’t understand
that, especially the young people… and that’s why they make trouble at the hospital and in the camp.  - IDP

Maximizing use of the resources available
Crisis places systems and resources, which are always limited, under additional pressure.  Available resources need
to be used wisely; which implies directing them to where they will be most effective and contribute to achieving
socially just and equitable outcomes.  Additional resources, in the form of people and money, may be available
through international support.  These also need to be deployed wisely and directed to where they will be most
effective.  In Timor-Leste, the large cohort of development agencies (which have been present for some time), the
Cuban Medical Brigade, the presence of major UN agencies, and development NGOs, provided substantial pre-
existing and additional resources to address the intensified needs. Existing programs and their staff needed to be
used most effectively to maximize the response available.  Another challenge was to draw in and consolidate the
availability of additional funds that were also able to be mobilized to support these activities.

A key issue was maintaining support for health care workers.  An important and widely used strategy in response to
the insecurity was to offer health workers the opportunity to seek shelter and live on institutional premises.  This
strategy simultaneously demonstrated care for health sector employees, while preserving their ability to continue
working.  The strategy was employed right across Dili in multiple organisations and was evident not only at Dili
National Hospital, but also at SAMES, Bairo Pite Clinic, and numerous Church and NGO facilities.  Displaced health
workers were informed, as were teachers, that they could present themselves and work in other districts.  Baucau
received more workers formerly from Dili, than any other district (Figure 15).
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Additional resources were mobilised to both provide
health services to displaced people in IDP camps and
continue delivering mainstream hospital and CHC
services in Dili.  The MoH, Hospital Director, and Dili
District Health Services had access to a unique additional
resource: the Cuban Medical Brigade (CMB).  Based in
Dili, but distributed across the country, the CMB was
directed to support areas of increased need.

The CMB, working within the MoH and reporting directly
to the Director of Dili District Health Services,  contributed
crucial “surge capacity” when mainstream services were
stretched.  The hierarchical management structure
allowed staff members based in  districts to be rapidly deployed to Dili; with the fact that they were not party to the
conflict enabled them to offer services without fearing for their own safety.  Extensive 24-hour and mobile services
were established.  The CMB also played a significant role in staffing Dili National Hospital .

It’s an IDP situation in an urban environment where there are a lot of clinics and people are not living in the
camps 24 hours but the Ministry did a pretty good job of getting the Cuban doctors based there, understanding
that there were still some cultural differences between the Cuban doctors and the population and not everyone
felt comfortable going to them but they were there in the sense that in an emergency and if there was an
outbreak of chicken pox or whatever they could help to respond… - Manager, international NGO, Dili

In the early stage of the crisis, NGOs and UN Agencies assisted by providing or obtaining needed fuel and drugs to
maintain operations, especially in the peripheral districts.

Bairo Pite Clinic provided its usual services and was well utilised; the service was known to be operational and
trustworthy.  It was considered safe to attend, although in early 2007 violence in the Bairo Pite area affected perceptions
of safety.  At the height of the crisis, the Bairo Pite ambulance was able to go to areas otherwise inaccessible to the
national ambulance services due to road-blocks, violence, or fear.

Many services also redirected their limited resources and energies to where they were most needed; those considered
low priority ceased.

Things that were not too important at that time, like physiotherapy, we canceled it and all of the staff came to
help … and also from the outpatient department, we needed them to cover all the wards, and also we asked
help from the Cuban Doctor Brigade and their help was about getting the extra personnel [doctors and
nurses] that they have in districts,  so we had the support from nationals and from the Cubans.
- Senior health services manager, Dili

No evidence of inappropriate charging for services was identified; health workers did not take advantage or seek to
exploit the situation of need for personal benefit.  Rather, the opposite is often evident with a number of policy
makers and practitioners extending themselves to be of service to the community.  This sense of commitment is
especially evident in the following quotes from TB program officers:

As a human being I did not feel secure, but for the sake of our professionalism, our job and our nation, we
must be patient, despite my personal situation not being secure.  I kept committed and maintained the principle
that when I did not commit any wrongdoing to other people during the crisis, I will stay to continue my work.
That was the reality.  When the crisis was getting worse, I still stayed to continue my work. I stayed in my

Figure 15: Displaced staff accommodated in Districts.
Source Timor-Leste Ministry of Health



34 TIMOR-LESTE HEALTH SECTOR RESILIENCE AND PERFORMANCE IN A TIME OF INSTABILITY

Box 4: Malaria: impact, response and challenge – insights from a disease control program

Malaria is a major public health issue in Timor-Leste. The annual clinical incidence (ACMI) rate in 2006 was 177 per 1000 population while in 2004
and 2005 the ACMI was 220 and 148 per 1000 respectively. The MoH has included malaria in its Basic Package of Services delivered by all
Primary Health Care facilities across the country. The Global Fund for HIV/AIDS, Tuberculosis and Malaria has been instrumental in funding the
delivery of a comprehensive malaria control program since 2003.

The political instability affected approaches to malaria diagnosis and treatment, vector control, insecticide treated nets (ITNs), health promotion,
surveillance, resource mobilization and accelerated progress in policy reform.   The crisis has impacted on the continuation of Global Fund
support as Timor-Leste was unable to put together the requisite proposals for Round 7 funding.

Diagnostic and treatment approaches in most parts of the country still follow the 2002 Malaria Management Protocol [16].  Artemisin based
Combinations Therapy (ACT) and the new rapid diagnostic test (RDT) are now being introduced in the country as part of the overall malaria
control program and will become standard for malaria treatment in Timor-Leste.  The crisis accelerated the introduction of these changes. ACT is
a new potent anti-malarial drug which is effective in treating malaria resistant to both Chloroquin and Sulfadoxin-pyrimethmine. The introduction
of RDT is intended to assist health workers to accurately diagnose malaria cases in places where it is impossible to perform confirmatory
diagnosis with microscopes.

The crisis disrupted the routine distribution of Insecticide Treated Nets (ITN), but the vector control working group was able to rapidly distribute
ITNs to the IDPs.  The MoH, partnering with several NGOs, played an important role.  The Vector Control Working Group was established quickly
and began to implement fogging and larvaciding as well as training volunteers to help in these interventions. The Health Promotion Working
Group included malaria in its six major health promotion messages.  Malaria continues to be monitored by the Integrated Disease Surveillance
System established by the MoH with technical support from the WHO office in Dili. Coordination with other stakeholders such as NGOs and the
International troops worked well. A Rainy Season Preparedness and Response policy, developed by Oxfam in consultation with other partners,
was formulated to anticipate, prevent and plan for the increased health risks arising due to the rainy season. These activities together are likely to
have contributed to preventing malaria becoming worse during the crisis.

Some weaknesses were observed in relation to prevention: despite rapid ITN distribution there were limited mechanisms for monitoring subsequent
use and retention of the nets.   The emergency distribution of ITNs covered IDPs in 3 districts while IDPs in other districts were initially not able to
be covered. Fogging was only done once instead of repeatedly.  Fogging is not recommended in emergency response [17].  Diagnosis and
treatment in IDP camps was, for the most part, based on clinical symptoms.

Some problems with malaria control activities were reported:

the routine activities also get disturbed, for example, the Global Fund program.  Actually we have to finish it but because of this crisis we
have to request  an extension until December. And we were not able to develop proposal for the Global Fund, next round. - Program
Implementer, Ministry of Health

They distribute bed nets, but just for pregnant women and children…. only  14 families got bed nets.  Those ones that came here first they
received bed nets.  Those ones that came later, they have not received bed nets until now. - IDP

Looking at Insecticide spraying, I have to admit, MoH, HNI and CRS have different ideas about what should happen.  In the end the MoH
did space spraying, using insecticide and spraying large areas. They use chemical organophosphate which persists in the environment,
that was the decision.  We were not excited about that, MoH did it, that was the decision of MoH. We were advocating residual spraying
(IRS) on the tents.- International NGO senior officer

Some NGOs argued that the emergency situation, with populations concentrated in IDP camps, provided an opportunity for health services to
undertake a more rational diagnostic approach, either using microscopy or rapid diagnostic test, in order to type the parasites in Dili.  Knowing the
type of parasites would assist clinicians to treat malaria cases
properly, and assist in the rational use of anti-malarial drugs.

Emergency responses to malaria will benefit from reinforcing the
objectives of the overall malaria control program:

1) diagnose and treat malaria promptly,
2) protect high risk groups with ITNs and intermittent presumptive
treatment (IPT),
3) establish a safe and appropriate vector control program,
4) detect and contain epidemics,
5) increase community awareness through intensifyied health
promotion activities, and
6) improve coordination among stakeholders to maximize malaria
control

In comparison with 2004 and 2005, no increase in malaria incidence was observed in 2006, as reported through routine statistics (Figure 16). It
appears that the condition has been controlled despite large numbers of internally displaced people and environmental risks. Data from the end
of first quarter 2007 will indicate whether the most recent “malaria season” has been associated with raised numbers of cases (see figure 16).

Figure 16: Malaria reported cases in Timor Leste 2004-2006. Source Timor-Leste Ministry
of Health
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house, I never ran. At that time, most of my colleagues were not here, I was here continuing my work and
maintained communication via telephone with the districts to assure them that if there was something running-
out [drugs/supplies] we could attend to it from here… - Senior TB Official

Once the security situation improved, most of the TB staff returned to their posts and worked as usual. One TB-CMU
staff had had his house looted, and experienced physical threats, while one TB nurse could not return to his house
because of ongoing insecurity. Despite these problems they remained committed and motivated to work.

A referral system was established to facilitate medical care for police (PNTL) and army (FDTL) personnel who were
wounded early in the violent conflict.  With the support of personnel in Timor-Leste and Australia, the Minister of
Health Timor-Leste signed a letter enabling the Northern Territory Chief Health Officer, to facilitate the evacuation of
the worst affected personnel to Darwin to receive life-saving treatment.

Balancing emergency needs with longer term development and system
improvement
Crisis situations force health and other systems to redirect energy and resources away from longer-term development
programs and goals and to instead focus on immediate relief and humanitarian needs.   The rapidly changing
dynamics of an emergency require quick responses and solutions with clear goals and outcomes to protect lives and
livelihoods. In the longer term however, health care systems, policies and programs, require continuing reassessment,
development and reform in order to identify, plan for, and address the changing needs of the population. If such
activities are suspended because of an emergency, much momentum and ongoing opportunities for improvement
may be lost.

The crisis in Timor-Leste presented significant challenges for government, the NGO sector and donors in developing
appropriate responses.  Timor-Leste had well developed MoH-NGO relationships within the health sector.  Both the
MoH and development NGOs sought to demonstrate that this would not be a repeat of 1999 when local infrastructure
and decision-making was overwhelmed by incoming powerful agencies:

...some of the emergency response actors, felt that they were now in the lead.  Meanwhile the government
and all of the local players who’d been here all along kind of felt that they [emergency relief agencies] were
making decisions without truly understanding the context and instead of really giving us the support and the
training or the skills to continue doing the roles that we were doing there was more of a competition ....-
International NGO manager

there’s just a different mindset between people who have as their career emergency response and people
who were responding to an emergency but are long term development workers and so we were responding
to the same situation but our perspectives were very, very different and the sense that emergency response
people say this is an emergency and we know how to respond and development people saying this is Timor
and we have a pretty good idea how to respond or maybe ‘there are other things that you need to think about
‘– International NGO manager

There is always a risk in resource-constrained environments that the rapid influx of additional resources, technical
expertise and interventions from external agencies (ie UN and INGOs, donors), could overwhelm domestic capacity
and undermine local autonomy over health system management, coordination and planning. Development NGOs
with an established presence and the MoH thus sought to shape the response, and over time redirect resources to
longer term development efforts:

…maybe because we’re development agencies who are here for the long term and will be here beyond the
emergency, often times we would ask development related questions of the emergency response initiatives
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because we understood the implications that they could potentially have had on programming which again
informs our response to things like therapeutic feeding centres or changing malaria protocol …
- International NGO manager.

One of the greatest things about this emergency is there’s an extraordinary number of people with a
development background working in it, so it’s been a very different approach and I think a better approach.  I
think it’s been more community focused.  [There are] A lot more people who are working in the emergency
who know the community, who know the culture, who know the language; there’s not been so many incidents.
So often, you hear these stories of expats coming in and just doing really stupid, stupid things and I don’t think
that’s happened.  I think it’s been really, really balanced in response.- International NGO worker

Thus alongside the provision of emergency services and addressing newly uncovered needs, there has been an
imperative and commitment to continue with longer term planning; an imperative which, for the most part, Timor-
Leste managed to meet.   For NGOs this has meant recognizing that the emergency has passed through its most
acute phase and that ongoing challenges and the chronic crisis need to be managed in a different way:

as an organisation we’re a development organisation and we weren’t put in here as an emergency response
although we were here during the emergency and our programming at that time was certainly emergency
focused.  We made the transition out of that.  I mean at some point this isn’t an emergency anymore, it’s a
sustained conflict, low level conflict situation and we have to return back to a longer term approach
– International NGO worker

Throughout 2006 and 2007, and covering the emergency period, the MoH continued with long term planning and
development  processes including preparing its five-year plan and strategy for the health sector, assessing its future
human resource needs, and preparing for future decentralization of government health structures. It demonstrated
its intention and capacity to maintain authority over both the emergency response and longer-term health sector
development through coordination structures and ongoing engagement with the NGO community and donors.  While
dealing with ongoing service delivery within the IDP camps, and the needs of the districts, the MoH has also sought
to identify lessons learned through this experience and to reduce vulnerabilities for the future.
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IDPs, in general, retained access to health care during the emergency.  Indeed some IDPs noted that the ability to
access a doctor for consultation and treatment actually improved:

Here in the camp, it [health care] is better than before. We would always have to look for the doctor and then
try to go to the clinic somewhere but now the doctors visit us here.-  Young mother, IDP camp

Additional services were also provided by private practitioners and professional associations during the early stages
of the emergency.  Prior to the mobilization of ‘organised’ responses,  some GPs worked with local pharmacies to
offer treatment free of charge in order to address immediate needs.

Dr... visited here – and the people were very happy, it was in the first week and he came here once or twice
with medicines for the people. - IDP

While IDPs valued the additional services provided they recognized that 24 hour and mobile services would not
continue to be offered in the longer term.  When there were no doctors in the camp many IDPs identified alternatives
for care such as local health clinics.

People feel content/happy that there is a doctor here. From the beginning until now there have been doctors
here… before it was Cubans and East Timorese nurses together and they were available for 24hr clinic. Now
the clinic is just for the daytime.. the treatment is free. If we get sick sometimes we now go to the Comoro
clinic if the camp clinic is not open. - IDP

Some IDPs acknowledged that health services had been managed well by the MoH.

I think they do a good job actually, and compared to the other government [ministries] they’ve done a good
job. I think they have cared about us during the emergency. - IDP

Community members in IDP camps appreciated and were able to access the range of services provided.  They saw
the MoH as central to their coordination.

Redo feto came here… together with the Health Ministry they looked after pregnant mothers… there were
private doctors who came to visit… the medical team from Singapore, they worked with the Health Ministry…
they all gave treatment here gratis and the people are happy with them. - Camp sub-coordinator

However some camps remained relatively isolated with IDPs frightened to travel on foot and unable to afford transport.
When 24-hour and mobile services were reduced, those in these camps felt especially vulnerable.

When we get sick, we don’t feel brave to go out, because every day we hear many people throw rocks at each
other and some of our refugees here have had rocks thrown at them so we don’t feel brave to go… sometimes
we ask Sister to drive us to the hospital…especially the men are afraid to go out. - Female IDP

We don’t pay anything [for treatment] at the National Hospital, Centro or Bairo Pite Clinic but the problem is
the money for transportation. -  IDP

Levels of satisfaction varied with different providers.  Most IDPs recognised the services provided by the Cuban
Medical Brigade in the camps, especially at the beginning of the emergency. While some appreciated the support
provided by having medical staff available, many complaints were also raised.  Some people suggested that Cuban
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doctors are not able to diagnose diseases accurately, that they provide treatments that do not ‘match’ with symptoms
and that many different conditions are treated with only one or two drugs.

the treatment is not good…maybe three or four [consultations] are required before you are cured. -  IDP

we consult about many different things but just receive the same medicines…
- it’s just like paracetamol, paracetamol, paracetamol! – IDP camp group discussion

some people complain about the Cuban treatment, they say [it] is no good and that when they go to the
Cubans they don’t get better.-  IDP

IDPs who consulted Cuban doctors complained that they were administered different drugs to those they usually
received for common conditions like malaria.  When treatment did not meet their expectations, it fuelled a belief that
the Cuban doctors had poor knowledge of Timor-Leste and were inexperienced.

…maybe they don’t know abuot the problems here for East Timor. Because here everyone knows about
malaria but in Cuba they don’t have this so they don’t know how to treat it. They have no experience.
-  IDP camp group discussion

Many women especially are frightened to have their baby delivered by the Cubans [because of reported
neonatal deaths] - Camp coordinator

Some IDPs commented on the attitude and approach of some of the Cuban team members and felt they had failed
to develop rapport with the camp populations.

when we go to Cuban doctors with too many problems they are angry with us, they speak to us in a harsh
manner, they are not happy with us…  IDP

 [the Cubans] don’t like to come to this camp…they complain the people are dirty… they treat the old men
badly…if they are chewing betel nut they think this is dirty…they don’t understand our conditions here [in the
camp], how it is for us… if the children go near them they get angry and strike the table or tell them to go
away…  IDP

These feelings, however,  were not universal. Even in camps where problems with the Cuban doctors were expressed,
other IDPs felt their treatment was good. They were aware of the feelings of others but reported receiving good
treatment themselves.

My family was sick and the Cuban doctors were able to treat them, they know the [correct] treatment for the
children. I don’t know about other families if it’s been the same.
- Elderly woman in group discussion, IDP camp

In two camps we were told that attempts have been made to complain about the Cuban service. There was also
some confusion about the change from emergency clinics involving the Cuban doctors to regular services. Although
most people reported that the Ministry of Health organised the Cuban clinics, and that the Cubans work for the
Ministry, the Ministry was not seen as responsible for the withdrawal of services.

Some community members specifically recommended that the services provided through the CMB be assessed,
highlighting concerns around services utilization:

The Ministry of Health should know why the people feel afraid to consult and why they are not enthusiastic
about the Cuban doctors.- IDPs in camp setting
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Generally I think it is good for them [the Cubans] to come [to the camp]. But the problem is that the people
don’t trust them, so the Ministry needs to make an evaluation… we don’t know if they give good treatment or
not because we’re not the specialists… and now they have very few patients if they come… because of this
reputation. - IDP

In some settings community members were confused about whether or not payment was required for health services.
For example, services at some Church clinics, such as Motael, were provided free care during the emergency but
normally operated on a fee-for-service basis.  Some community members, including IDPs, saw private providers as
offering better quality, and sometimes more accessible, health care than those provided free through the MoH.

Many refugees here are going to the private doctor to get treatment but some still go to Centro Clinic or the
National Hospital… - Camp Sub-Coordinator

Some of the refugees feel it is not a problem to pay, they will go to the doctor and pay, the important thing is
that they have good health. The Timorese like quality, so they will pay for good treatment rather than take the
free treatment that doesn’t work. - Camp Coordinator

Occasionally service arrangements were complicated by multiple providers, all working in the same camps, on
different days, with different staff, offering slightly different services, with little communication or follow-up between
them.     People in camps were often confused about the difference between health campaigns and ongoing services

here we got immunisations but just once and also the program for malnutrition but it just came once… – IDP
camp member

we asked for a nutrition program but they never came. And then they just collected information, measured the
children’s arm [upper arm circumference for screening] but they never brought any food…
- Young mother, IDP camp member

There was little community awareness of the measles vaccination campaign, many believed this was the start of a
program, but it stopped after one visit.  In some camps, few people seemed to know what the vaccination was for or
who should receive it.

Assessments were often confused or misunderstood with people feeling disappointed when no program or distribution
followed.

[they] came for a program with pregnant mothers but it wasn’t effective, they just took down names and made
a list but they didn’t do anything…we thought they would bring mattresses for the baby or mosquito nets or do
education with the mothers but they didn’t do anything… - IDP Don Bosco Camp

Cooking utensils, IDP camp   Photo: Tinuko’o J. Vas
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Although not thoroughly explored, some IDPs were
confused about the distribution of non-food items.
It was sometimes unclear who was entitled to these
resources.

We’ve heard in the other camps they got plates
and cooking things but they didn’t bring those
for us. - Elderly woman, Balide

In the beginning they gave mosquito nets but
they were not enough and then sometimes we
asked for them but they didn’t bring any so we
buy them ourselves.
- IDP, Jardim Camp

Communal cooking pots, IDP camp   Photo: Anthony Zwi

Water and sanitation has been a central concern in many IDP camps.  One of the biggest differences in camps that
articulated dissatisfaction with their health situation related to water supply.  Failure to secure water reduced the
ability of IDPs to promote their own health:

what can we do here, without water - IDP

The availability of information to IDPs varied, despite the fact that each camp had a well maintained public notice-
board.  Service schedules and campaign dates were sometimes unclear.   Information was especially needed to
avoid confusion when services or entitlements to supplies were changed.  At times community members felt let down
by service providers.

Some NGOs are providing support here, with food and water…[UN agency] made some plans like they would
work here but they never implemented anything, …[International NGO] were coming to do activities with the
children but that has stopped now…many other NGOs have not kept their promises.
 - IDP community members

As the conflict changed, so too did people’s willingness to travel for health care. What was a ‘safe’ area or route one
week became insecure the next, contested by gangs or martial arts groups.  Not surprisingly when discussing health
and well-being, people reflected also on their personal insecurity and on the political conflict.

For the health, it’s ok, but the problem is this situation. We have to finish this [political] situation… all of us
East Timorese have to take responsibility, we have to resolve this situation… nobody can do this for us…
- Male teacher, IDP

After discussing a range of minor health issues, a group of mothers reported that the camp conditions were generally
ok, the water and latrines were adequate but:

The main problem for people now is that they can not sleep at night, they are frightened by the rumours of
fighting and they are always worried. - women, IDP camp

Psychosocial health was a concern in all the camps as well as in the broader community.  The mental health services
provided through the MoH were unable to respond to this broader level of community concern.   Community-based
initiatives have not always elicited support.
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the women would like to do things but they have no materials so with no support they can not do anything…we
asked for support for a women’s handicraft group but it has not happened yet. So it’s difficult for women, when
they can’t do anything they are just sitting and thinking too much, becoming stressed and they just sleep and
do nothing. - Male IDP

Community members, while appreciating the wide range of services available, believed they were entitled to them.
The government was seen as bearing responsibility for the violence and displacement, and hence for responding to
the needs identified:

Well, good or not… I think the government must look after that [health services] and they must do this for us
because they caused the problem, they created all of these problems and they are the reason we are in the
camp with our houses burned down.  So they should look after us and especially during the emergency when
we are in this situation. They are the ones who are responsible for this, it is the government’s responsibility,
so no … now we are still in the camps, and people are frightened even to go to Becora Clinic (down the road).
- IDP Man

Health system and crisis rHealth system and crisis rHealth system and crisis rHealth system and crisis rHealth system and crisis response limitationsesponse limitationsesponse limitationsesponse limitationsesponse limitations

General responses to the crisis, by all health sector actors, as already described, were impressive.  Government, the
UN system, and the well developed international and local NGO networks all contributed greatly to averting more
serious loss of life as a result of the violence and extensive population displacement.

The issues raised here highlight some areas where weaknesses were identified and where further attention may be
warranted to enhance effectiveness, efficiency, quality and equity of response.  In a number of cases, we also
present the emerging responses to these problems, highlighting the ongoing reform efforts and lesson-learning
taking place within the Ministry of Health.

Disaster preparedness and planning
Although at the time of the emergency there was a National Disaster Plan in place, the structures and systems
developed were not activated.  One reason is that the Plan had been structured primarily to respond to natural
disasters and not civil crises.

In situations where some disaster planning had been undertaken, the scenarios considered were quite different from
those that actually occurred.  Dili National Hospital, for example, had prepared for possible protest demonstrations
in late April 2006 but did not foresee the type of problems that subsequently occurred:

… there was a rumor about 28th of April that a big demonstration would happen, so if there would be a  big
demonstration something might happen, for example, people might faint due to  the hot temperature or get
hungry. At any point, we never thought that people would shoot each other or kill each other but we just
thought of people fainting or [being] hungry, that was our preparation. …   - Senior Service Manager

Prior health sector disaster planning had not been followed through and the draft disaster plan developed with the
support of a WHO Consultant had not been revised or refined.  The lead MoH  officer responsible for disaster
response is not at a sufficiently senior level to have a good overview of all health sector resources and activities, nor
to mobilize necessary resources at short notice if required.

…when it comes to preparedness, epidemic preparedness, emergency preparedness, emergency response
we have so far talked about it but I think a lot of people have difficulties to visualise what that stands for so it
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has been one of these planning exercises, planning with air, because it has been so difficult to feel the
substance in it - UN Agency Adviser

Health services delivery
Access to sites at which health services were operating, including the CHCs and key clinics in Dili, and the National
Hospital, were impeded by violence and fear on a number of occasions.  People were anxious about going to the
hospital, or were prevented from doing so due to insecurity in or around the hospital, or because of an absence of
safe transport.  These problems were mostly reported in the second half of 2006:

The problem we have now is that it is not safe to travel to the hospital.  You can not go on foot and during the
crisis many people were afraid to go there because there was no vehicle to take them.
- Elderly man, IDP Camp

…now there are IDPs at the Hospital… there are rocks thrown, even a grenade has been thrown inside the
hospital! … people  asked the Australian military to secure it but after they left there was lots of fighting.
– IDP camp member

On the road there is fighting and near the bridge and they are using boraisa tiru manu [sling shots] but also
sometimes they throw rocks into the hospital. - Father, Becora Camp

Public health issues with a broad population focus both inside of the IDP camps and across Dili, received less
attention through coordination activities and structures than health service delivery and organisation.  Many NGOs
became the mainstay of broader population public health activities: TAIS, CRS and HNI in relation to vector control
and mosquito-net distribution, Oxfam working with the water and sanitation coordination group and the Ministry of
Natural Resources, Minerals and Energy Policy in relation to wet season planning.  UN agencies also contributed.
Many of the weaknesses observed in population health reflected long-standing limitations and human resources
constraints in key areas like health promotion and mental health.

Some issues, such as mental health, were regularly on the agenda of the Health Coordination meetings, but received
little attention or action because key MoH personnel were not available.  Those requiring mental health care for
ongoing problems faced difficulties and service responses were acutely limited as a consequence of staff absences.
Patients, usually cared for by the mental health manager, were lost to follow-up in Dili, with no clear strategies to
address this, even after the acute violence and insecurity ended.  One mental health worker explained that “first we
have to think about ourselves… if we survive, we can attend” emphasising the daily stress under which health
workers and community members live.

One Timorese mental health staff member indicated that there were differences between how a Cuban psychiatrist
was approaching treatment and how they had been trained to approach it.  Language difficulties did not help:

I speak Indonesian and Tetum and they speak Portuguese and Spanish … even they can’t speak English…
it’s a problem.

However, there was little demonstrated high-level effort to proactively consider psychosocial distress and needs
resulting from the conflict and forced population movement.  Although numerous NGOs operate in this field and
continued to provide valuable services, there was not a clearly articulated and coordinated response to this issue.
Other issues, such as HIV/AIDS and sexually transmitted infections, injuries, chronic diseases and TB control also
received limited attention in health coordination structures.  While not requiring ongoing emergency attention, some
guidance would have been of value especially as the intensity of the emergency subsided.  Some initiatives were
taken: PLAN International identified a number of TB patients who had been displaced to IDP camps and had lost
access to care, arranging for them to be reassessed and for their treatment to be continued.
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A participant at the feedback workshop in Dili in February 2007 stressed that increasingly a “whole of Dili” (Internal
NGO worker) response is required for addressing population health needs in the city; and that a more integrated
overview is necessary to take account of heightened mobility, ongoing low-level instability, and the changing nature
and in some cases increasing permanence of new urban settlements in relation to IDPs.

Human resources and capacity
While displaced health workers were informed that they could present for work in districts to which they had fled,
there was a lack of detail about how and when workers would need to resume their usual employment.  It was
unclear how decisions regarding alternative responsibilities and arrangements were made, and for what period
personnel could draw their salary without being present at work.

Human resources are spread thin and there is a lack of management depth especially outside of Dili.   Despite
impressive gains in policy-making and management capabilities within the head office of the MoH, this has not been
replicated to the same extent in districts.

The CMB are a unique resource operating across the Timorese health system.  The CMB have made a significant
contribution to providing care in areas which are otherwise severely under-served.  In the acute emergency phase,
these personnel provided unprecedented “surge capacity” and enabled services to be delivered at the National
Hospital, and in Dili-based 24-hour clinic and mobile clinic services, as well as in the Dili CHCs.  Their contribution is
broadly acknowledged and recognized, yet this study has revealed a number of areas requiring attention if this
valuable resource is to be used most effectively.

The CMB see themselves as an integral part of MoH systems, responsive and reporting to the Ministry.  However,
many health stakeholders had a different view.  District managers, in particular, declared they had limited control and
organisational oversight of the Cuban personnel posted to their district.  Decisions regarding which Cuban personnel
were being brought to the country, where to post them and for how long, are made at central level, with little consultation
with local district and hospital managers.  District managers reported not being involved in assessing the background
levels of training, skill and experience of Cuban personnel.  In some cases this was so extreme that Timorese
personnel suggested that Cuban health workers were using the Timorese population for their own training.  Concerns
about quality of both specialist and general care were expressed by a range of different informants, Timorese and
malae, and some reports of poor practice were highlighted.

Managers also voiced concerns regarding
having to support the CMB locally with
resources, such as housing, transport and
fuel, which were not available to Timorese
personnel.

MoH/DHS provides transport facilities
and vehicles for Cuban Doctors, but for
us, we have to try for ourselves and
sometimes we needed to call to Sr.
Macario as Dili District Health Services
to provide us a vehicle, but there is no
vehicle.  - Leader, health professions
organisation, Dili

Distrust and skepticism by district health
managers was apparent: Dr Joao Martins, in-country coordinator, and Senior Cuban doctor at Cuban Medical

Brigade head-quarteres   Photo: Anthony Zwi
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At least there should be some coordination and also at least they should show their curriculum vitae and
degree certificates. From those we can see what type of doctors [they are] and what specializations they
have... -   Senior Health Manager, District outside Dili

Community members and Timorese health professionals also criticized the CMB with respect to their language skills
and cultural sensitivity:

…there is a problem with language…maybe they give good treatment but we’re not understanding them, and
then we don’t know the treatment or maybe they don’t know what are the problems when we explain them. I
think it’s better if it’s possible to have one East Timorese nurse come to help them. - IDP Camp resident

For Cuban Doctors, there is a problem with language. Communication is not going well, they need translation…
- Health manager, district outside Dili

The language gap was a huge issue.  They spent a lot of time adhering to Cuban protocols without adhering
to national protocols which led to a problem.  They kept their medical notes in a different language than
Timorese doctors and Timorese staff couldn’t read them.  They would prescribe medicines that we didn’t
have.  There was a lot of assimilation issues about how they fit in and I assume they worked through a lot of
them but it was certainly an interesting situation for a very long time. - Manager, international NGO, Dili

One of the district administrators with whom we shared our initial findings suggested closer working relationships
and communication be established with the Cuban Medical brigade.

We need to improve cooperation between Ministry of Health and districts, we need to involve Cuban Doctors
in meetings so that they can share their experience and ideas, it does not mean that they would interfere with
our internal affairs, but it is important they [the Cubans] share their ideas and experiences in order to improve
our capacity and our understanding so that our health can be improved nationally. This needs good  cooperation
– District Administrator

All the above comments draw attention to the need to improve the interface with the MoH, to enhance the transparency
of management of the program, and to assess the quality and community perspectives of the quality of care provided.
Community members clearly wanted reassurance from the MoH that service quality, from all providers, was appropriate.
In the absence of these interventions the CMB program will not maximize its potential.

Health information systems and surveillance
A great deal of information was collected and presented to coordination meetings.  However some of the data were
perceived by a number of informants to be less useable than anticipated.  Problems included multiple sources of
information, sometimes in parallel, with a lack of clarity about precisely how data were collected or should be interpreted.
Denominators were unclear, reflecting a lack of certainty, throughout the system, about IDP population size and the
utilization  of services both within and outside of camp settings.  There were particular difficulties in linking the
treatment of particular diseases, which could occur at a variety of services and CHCs, with the camp in which the
person lived.

Technical support in interpreting and responding to surveillance data was felt by some to have been less explicit than
wanted with a number of NGOs and MoH respondents indicating that they had hoped the UN technical agencies
would provide more guidance in relation to managing epidemic threats and outbreaks.

Parallel data collection systems operated for a period with some data collected and analysed separately by the
Cuban Medical Brigade during the emergency phase of the crisis.  Initially, data presented at health coordination



TIMOR-LESTE HEALTH SECTOR RESILIENCE AND PERFORMANCE IN A TIME OF INSTABILITY 45

meetings were difficult to interpret. Four weeks into the crisis, and following a process of negotiation with all actors
collecting data, the Ministry of Health issued a standardized surveillance format and guidelines though the coordination
structures.

… in initial stage because at the time we have not worked together yet, what happened was the Cubans did
their own data analysis, we also did our own data analysis.  The constraint was about language, they speak
Spanish and I don’t understand and I expressed my views but they did not understand me. It took a bit of time
before we came to an agreement that we should come out with one information, it should be clear to everybody
that the information is only one. We had arguments during the meeting, and also colleagues from NGOs also
made some mistakes because they shared their data to others through internet, when some people asked us
about the data, we also did not know. At that meeting Director of Policy and Planning chaired the meeting and
he took a decisive decision that information must come out from one place, that is, the Epidemiology and
Surveillance unit. Therefore, all information and data has to be channeled to the Epidemiology and Surveillance
Unit.  The Unit will share the information with others. - Senior officer, Ministry of Health, Dili

Despite the introduction of a new Health Information System across the sector, this had not been fully implemented
by May-June 2006.  The emergency disrupted the process, leaving some Districts still using the former data collection
and recording systems while others moved to the new systems.  Personnel responsible for data collection in districts
had variable training. In one district, while the person responsible for data collection and surveillance was highly
intelligent and well educated in a field outside of health, he had received little training for his particular role and had
no understanding of how the data he was working with were collected in the field, nor how to interpret the data he was
collating and presenting to others.  The crisis disrupted his ability to visit sites to see how data were being collected,

Box 5: TB reveals ongoing health management challenges and limitations

An examination of TB illustrates the complexity of managing vertical programs during a period of transition.  In Timor-Leste,
Caritas Dili was originally responsible for TB programming but has now been replaced by the Global Fund on TB, Malaria
and HIV Infection (GF) [18].  A Project Management Unit (PMU), established to support the Central Management Unit
within the MoH, was to assist implementation of the TB program during the first year but was very slow to disburse
allocated GF funds.

Limitations to management capability are also revealed through examining key tracer areas: in relation to TB, management
functions were undermined by the failure to recruit high level leadership into the National TB Control Program, especially
since the loss of many skilled Caritas staff with institutional memory.  Management of the Central Management Unit in the
TB Program was left to relatively junior staff, despite the complexities of managing issues such as drug orders and supplies,
reporting, training, and executing the NTP budget.

The TB Program exhibits a number of ongoing challenges and weaknesses: these include the reluctance of expatriate
physicians, notably those from Cuba, to adopt and routinely use the national guidelines for TB.  The decentralization of TB
diagnosis and treatment to sub-districts is at an early stage and requires greater attention to supervision and training.  The
TB-CMU staff themselves struggle to cope with the administrative requirements for ordering the drugs from the Global
Drug Facilities and there have been delays in signing a contract between the MoH and SAMES for storing and distributing
TB drugs.   The staff working in TB are ethnically homogenous which posed difficulties to working in all parts of the country.

There were difficulties procuring certain drugs using capital funds from the TFET budget and prior limitations in drug
procurement were amplified.  Both TB drugs and drugs to control epilepsy ran out in the latter part of 2006, suggesting
inadequate earlier procurement of supplies.  Although for some drugs and supplies tendering was done in November 2005
certain drugs on order were not delivered when the crisis occurred due to delays in shipment and perceived insecurity at
the port in Dili.  Poor long term planning and some wrangling between SAMES, the Ministry of Health and the Global Drug
Facility delayed TB drug stocking.  This contributed to TB drugs running out during the crisis.  The impact was mitigated by
WHO and UNICEF which stepped in to help procure drugs through other channels.
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a weakness exacerbated by poor communication between the district and sub-districts.  He did not know where data
collected prior to his recent appointment to the District were kept.

Equity
INGO activity was seen to be largely concentrated in Dili as this was the location of much of the violence and
instability.  However, tens of thousands of people were displaced to districts outside of Dili, where the availability of
expertise, additional resources, and INGO support was comparatively limited.  District personnel, including district
administrators, were concerned that resources did not ’arrive’ along with displaced people so that the additional
burden on local communities and services could be met.  Where additional resources such as food were being made
available, some informants advised that these be made widely available and not too narrowly targeted, to avoid
creating divisions and tensions among the large number of resource-poor households in these areas.

District administrators reported food insecurity as a particular problem in a number of Districts.  This was especially
the case in Lautem which had already experienced three years of drought.  A joint assessment of IDPs outside of Dili
conducted by the UN, NGO’s and the Red Cross in June 2006, highlighted several District constraints and difficulties,
such as water shortages, poor sanitation and lack of pharmaceutical supplies [4].  In early 2007 peripheral districts
were further affected by a locust outbreak thus worsening the availability of food, and the whole country faced
shortages and massive price increases for rice, the staple food.

In Dili, the original focus was on the IDP camps, but by early 2007 it made sense to adopt a “whole of Dili” approach
to  respond to population health and health care needs.  This became especially relevant  as supplies and services
were no longer being distributed through camp structures, changes to resource distribution promoted via the process
of Simu Malu.  Agency personnel confirm, in a matter-of-fact way, the Dili-focus:

During the emergency we for sure didn’t have much effort for communities outside of the camps.
- Program officer, UN agency

Community engagement
Camp management structures have been complex with each having an appointed or elected Timorese manager
typically a madre, padre or other Church manager.  The SLS - an NGO or UN agency appointee - was responsible for
assisting the camp managers to obtain services from those NGOs or UN agencies who had agreed, for a specified
period, to take responsibility for the water and sanitation, shelter, nutrition, health, and protection needs of individual
camps.  Over time the camps have consolidated, as has responsibility as SLS and provision of services.

Camp structures were not well suited to encouraging community consultation and participation.  For example, systems
established to monitor gender-based violence, mistakenly assumed the ease with which this problem would be
reported.  Community members were provided with limited training and were asked to refer cases of sexual and
gender-based violence to camp authorities, in many cases men.  As is common in a variety of settings, victims of
gender based violence in the camps were unlikely to use male-dominated systems to disclose and report abuse.
The potential to provide support and follow-up was also more limited in such circumstances.  Training conducted
with community members by  local NGOs was ‘patchy’ and somewhat unreliable.  Personnel monitoring cases of
abuse sought to collect data, by mobile telephone, from IDP camp managers; and some Timorese staff of relevant
UN agencies were personally worried about visiting some of the camps and thus failed to do so.  The resulting
system and data were biased towards underestimating cases of abuse.

Efforts by health agencies to engage community members, a basic principle in health promotion and public health
activity, were limited. This reflected an emergency orientation in the response and the initial  perception that the
population displacement would be short-lived.  Another reason was the high degree of mobility amongst many IDPs,
with the populations of some camps being much reduced during the day as people got on with their lives.  One
manager from an international NGO remarked that it was “difficult to organise people not there” and that her staff
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sometimes felt they were “running a baby-sitting service, not an IDP camp”.  Although a response to this might have
been to work more with camp communities in the evening, security considerations ruled this impractical as a strategy
that could be routinely employed.

Some informants reported a considerable degree of apathy among the IDPs as a particular concern: itself
understandable amidst ongoing insecurity and uncertainty about if and when they might return to their homes.
Church-dominated decision-making operated at Church sites and camp leadership was sometimes unstable, again
increasing the complexity of developing longer-term strategies to engage community members.  One INGO respondent
suggested that, to some extent, the social fabric had been broken in Dili, with fewer community members being
willing to volunteer for leadership positions.

Nevertheless, many NGOs made efforts to engage communities.  Some employed “animators” to help promote
awareness and engagement around health issues.  Oxfam brought in a well-trained team to facilitate consultation,
information sharing, and engagement around water and sanitation issues.  In some cases, however, communication
was less ideal.  In relation to immunization, for example, SLS and camp managers often did not receive the required
details of precisely when proposed campaigns and immunization activities would commence.

As the period of displacement has continued over time, people in IDP camps, and the NGOs working with them,
have better organised themselves to articulate their concerns to government, local authorities, and agencies working
with them.  Women in a number of IDP camps have indicated to local NGOs their desire to participate more actively
in shaping the camp and service environments.

Technical assistance
UN Agencies worked closely with the government and NGOs to deliver services and respond to identified needs.
The UN role has generally been regarded as positive, constructive and supportive, but there were a few areas
identified where there was room for improvement.  These concerns, raised by members of the MoH and International
NGOs related, in particular, to the availability of sharply focused and timely technical advice, leadership and guidance
at key periods, and processes of consultation and communication  in relation to campaigns and proposed policy
changes.

WHO, in the years since independence, has an impressive track record in supporting local capacity enhancement
through human resource training and management, and policy advice.  In relation to the increased needs associated
with the crisis, WHO assisted with surveillance of communicable diseases and helped identify those conditions that
needed to be monitored more carefully for epidemic risk.  It also arranged blood donations from within the UN
compound and provided, with UNFPA, fuel for the hospital, and access to drugs when they ran out.

One limitation reported was in relation to the provision of technical assistance in following up reports of unusual
patterns of illness.  When a number of cases of chicken-pox were reported in one of the camps, little advice was
perceived by some NGOs to be immediately available on how best to deal with this problem and what form of
epidemic control was necessary.  One SLS, was reported to have over-reacted and considered establishing isolation
tents.  He reportedly said he did not “want” IDPs with chicken-pox in “their camp”, highlighting the social aspects of
infectious disease control that need close attention and prompt guidance.  However, cases of infectious disease are
normal in populations with high numbers of children and require no special response other than timely advice to
those less familiar with their epidemiology and control.  Informants suggested that NGO anxieties and uncertainties
regarding epidemic control would have been averted if the UN technical agencies had been more proactive in
providing information and guidance into the Health Coordination structures.

On another occasion, follow-up and communication regarding a suspected case of acute flaccid paralysis (AFP),
potentially indicative of polio,  was perceived to be sub-optimal.  In another situation, an NGO indicated that there
were cases of “smallpox” and meningitis in an IDP camp where they were working and these incorrect data were
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tabulated and reported prior to careful checking.  They were withdrawn the same day when reviewed by WHO and
others, but were circulated in error again. A UN official reflected on some of the difficulties of working with data in this
environment:

Many NGOs participated in data collection and also recieved reports and it was very difficult for the Unit to
balance the different needs, cultures and in some cases, different individuals, who came in and then were
replaced after a relatively short period of time - UN Staff member

Some UN agencies attracted criticism for how they handled the UN Flash Appeal in the early days of the crisis.
WHO was one of few UN agencies that actually consulted with government and gained approval for its component
of the Appeal. Furthermore, as UN agencies are not implementing agencies, once the flash appeal funds became
available some UN agencies had to seek out partners capable of implementing the proposed activities.  “If you are
not an implementor and you say you are not an implementor then don’t pretend to be an implementor” said an
international NGO worker when talking about key UN agencies  Some NGOs approached in the study, felt they had
not been adequately consulted in advance and were dissatisfied with being offered small sums of money at relatively
short notice to fill gaps in UN agency programs.

UNICEF, while working effectively in water and sanitation and child health, was also the focus of some NGO concern.
One informant suggested this may have been a reflection of UNICEF’s high level of activity – “the more active you
are the more negative views you attract” (UN official).  There were some breaks in communication around the
measles immunization campaign launched soon after the peak period of displacement.  It was reported that not all
SLS and Health Coordinators had been provided with the information required to maximize community engagement
and participation.  Sometimes they did not know when particular camps would be visited or precisely who was to be
immunized, despite requiring this information to work with camp managers and community members.

… we had been begging them for a schedule… just begging them for a schedule so that we could do our
work… - International NGO worker

One UN agency was also criticized for initiating nutritional screening with inadequate consultation of precisely how
the program would be implemented and what would be done to support those children identified as having more
significant problems.  In addition, concern was expressed that policy changes were being promoted without working
through the usual consultative processes.

One UN agency was criticized for inefficiency and not delivering effectively:

They thought they could do a lot really quickly, but they did a little, slowly – International NGO worker

A small number of NGOs also came in for some criticism: in one case the NGO-facilitated delivery of non-food items
in one district ceased prematurely and without adequate fore-warning; in another case a local NGO responsible for
training in camps was criticized for not meeting the training commitments it had taken on, due to capacity constraints.

In large part, however, all development partners were seen to have worked well, in partnership with key line ministries,
and to have supported effective service delivery in a difficult time.
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Box 6: Immunization challenges

Timor-Leste has the lowest vaccine coverage rates of the South East Asia Region, with DPT 3 at 55% and measles at
48% [19].   This is well below the MDG child health targets of 80% vaccine coverage in 80% of all districts.

The Timor-Leste Expanded Program of Immunization (EPI) is under the responsibility of the Maternal and Child Health
division of the MoH.  There are two trained health professionals, one with public health training, operating at central level.
At district and community levels EPI is one of many activities included in the basic package offered in CHC and Health
Posts.  There are no EPI dedicated staff at district level.  EPI covers the two major immunization activities – Routine and
Supplementary (campaign) and all support activities including service delivery, logistics, vaccine supply and quality,
advocacy and communication and the general health system’s policy and procedures.   The vaccines administered
include measles, polio, DPT and BCG, for children and tetanus for women of child bearing age.

EPI activities and vaccines are funded through the external support of international partners.  There is no dedicated
funding line earmarked in the national budget for EPI.  While there is a broad national immunization strategy, there is no
specific multi-year plan, nor agreed indicators.  According to a UN Officer interviewed: “there is an intention to do this,
while the Ministry of Health has been supportive of EPI, there have not been sufficient resources nor time dedicated to
the program”

During the upheavals in the period reviewed, routine EPI activities were most affected in Dili district.  Reasons cited for
program interruption included lack of fuel for transport and cold chain, absent health staff, closed health facilities and
security concerns. In all other districts routine EPI outreach activities continued uninterrupted.

Following the movement of people into IDP camps in May 2006, a supplementary measles vaccination campaign was
implemented, led by UNICEF.  Originally planned only for Dili IDP camps, the campaign was later extended to all districts.
The target group included all children aged between 6 months and 15 years, who were to receive not only measles
vaccine but, in children over one year old, also Vitamin A supplementation.

In total 166 000 children representing approximately 45% of the target population were immunized against measles,
77,000 received Vitamin A supplements and 106 000 received deworming medication. According to a UN Officer interviewed:
“the initial impression of the campaign was that planning particularly micro planning was not done well and as a result
lower than expected coverage was achieved”.

Community perspectives from the Dili IDP camps revealed a lack of knowledge of what the vaccination was for.  Where
IDPs could remember the campaign (many could not) none was able to recall that it concerned measles.  There was no
recollection of a follow up visit to ensure defaulters had been identified and immunized.

As UNICEF are a technical advisory agency, not implementors, the campaign was conducted with supporting NGOs and
MoH staff.  NGOs reported inadequacies in the communication and cooperation with the existing IDP camp and MoH
coordination structures.  Some SLS and camp managers reported that only one day advance notice of the immunization
activity had been provided, resulting in lower than expected attendance for vaccination.  Mobilization was largely passive,
requiring on mothers to come to the post rather than a more active promotion strategy.  The lack of effective social
mobilization resulted, in part, from dependence on an already over-stretched health promotion sub-group within the
MoH, and insufficient time to alert mothers.  There were some eports of poor management of logistics with raised vaccine
wastage, insecure disposal of sharps boxes and inadequate registration of those vaccinated.

Considering the issues raised above, the measles campaign was valuable but did not reach the hoped for 80% of the
target population.

It should be noted, however, that despite high levels of displacement, and low levels of prior immunization, no outbreak
of measles or any other vaccine preventable disease occurred during the crisis period.

Immunization posters   Photo: Anthony Zwi
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Observations and RecommendationsObservations and RecommendationsObservations and RecommendationsObservations and RecommendationsObservations and Recommendations

The resilience of the health sector in Timor-Leste is built on a foundation of many motivated and capable leaders and
managers.  They demonstrated their ability to take control and work effectively with a variety of development partners
during a period of crisis. This Report has highlighted the impressive achievements of the sector, but has also identified
weaknesses and limitations.  We suggest changes that will bolster the effectiveness and equity of response to
difficult circumstance.    A stronger health system will contribute to nation-building, restoring stability, and promoting
health gain.

While our recommendations are directed at the Ministry of Health, our informants and our team also highlighted
issues of relevance to national government, as well as NGOs, the UN and donor agencies.  In this section we also
integrate the views of participants where they proposed relevant recommendations.

Health workers and community members were frustrated with the lack of higher level national political leadership
and resolution of the conflict in 2006 and early 2007: they saw this as crucial to promoting health and security and
resolving the conflict:

… this crisis is a test of leadership, our leaders must have open hearts, govern with good heart and be wise,
embrace everybody.  If not this crisis will have no end.  If our leaders had this kind of character before, we
would not have faced this crisis  – Political leader

Many also emphasized the education and training of young people, their employment and participation in shaping
their own, and the country’s future.  Others pointed to the need to ensure that the districts received a greater share
of development opportunities and that more resources and benefits were made available for people living in rural
areas.  Some mentioned the importance of promoting gender equity.

The National Disaster Plan, which had not been activated in the emergency, should contain a clear module for
dealing with civil unrest and political instability.  Contingency planning may assist through consideration of  a range
of possible scenarios.

The Director  of each key service such as the National Hospital, SAMES and the ambulance services, should be
designated as responsible for coordinating and managing disaster response activities.  Contact details for each of
these leaders should be available to all those concerned with disaster mitigation and response.  The lead person
should be in a position to rapidly draw on at least one full-time health worker and one administrative support person
to work alongside them in times of crisis and to facilitate coordination with other strategic agencies.

Plans to secure access, to essential health sites (e.g. MoH head-office, National Hospital, SAMES and the ambulance
services) at all times should be negotiated with the relevant security forces.  The establishment of IDP camps at any
of these sites is to be avoided.

A national database of all health facilities (public, private, NGO) and their capacities and resources, by district,
should be established and maintained.  The MoH should consider how best to assure the availability of buffer drug
supplies, or have some other plan in place to access them if required.  Key health service sites should identify
alternative fuel, electricity, transport, communication channels and accommodation that can be relied upon in times
of emergency.  The MoH should consider encouraging key sites to develop a basic Facility Disaster Plan along with
agreements with NGOs, churches, schools, government departments and private sector concerning joint working
arrangements should an emergency arise.  The MoH should consider the development of systems which would
enable funds to be made available to local institutions in emergency settings, following an agreed approvals process.
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A mechanism to link different ambulance providers and to facilitate communication between them would assist the
general public and others to locate an ambulance, in times of need, even if one particular provider is not operational.
Attention should be paid to exploring ways for local  radio to be broadcast in all camps. This is a valuable mechanism
for disseminating health promotion messages and accurate information.

The flexibility employed by the Ministry of Health in ensuring that displaced health workers could resume work within
the district to which they had been displaced was laudable.  Clear policies and guidelines are required on when and
where staff need to present  if they are to retain their employment in the MoH.

Psychosocial issues were a concern in many camps as well as in the broader community.  MoH services did not
fuction effectively. Interventions to enhance safety and ‘protection’ and to help cope with displacement during  times
of difficulty are required.  People with pre-existing mental health problems may have their conditions exacerbated by
conflict and displacement and are likely to benefit from access to community-based and professional services.

Clear policies should be established for minimum services to be provided at all sites in respect of TB, mental health
care, and all aspects of reproductive health.  Systems should be established to ensure that patients who have been
diagnosed and are already on treatment in one facility, are able to resume care in other settings.  A universal  patient-
held record may assist this process.   The development of strategies and policies aimed at ensuring continuity of
care for conditions such as tuberculosis, mental health problems and epilepsy, and other chronic conditions should
occur in consultation with patients, their families, and service providers.

A Dili-wide and district-wide approach to emergency response planning is required in order to avoid community
tension over inequitable resource allocation and to integrate camp-specific needs and services within the context of
broader population health and development activities.

The professionalism demonstrated by health workers should be commended and a greater awareness of the ethics
and social responsibilities of health workers and the skills required to assist communities in crisis should be promoted.
The Minister of Health should consider establishing an annual award for health workers and/or facilities which have
performed admirably in difficult times.

Legislative and policy changes are required in order to ensure that government officials, in particular district
administrators and district health managers, have the authority to effectively respond to, and mobilize necessary
additional resources and technical expertise, to address urgent local needs and challenges in times of crisis.

While the Cuban Medical Brigade made an impressive contribution to the emergency response, the study revealed
a number of underlying concerns relating to the CMB program and, perhaps, more generally, to the management of
external health workforce contributions. The development of systems, policies and procedures are required in order
to govern and respond to community concerns regarding quality of care; district administrators and district health
service concerns about lack of consultation and participation in implementation of the CMB program; the range of
issues associated with insensitivity to culture and language; and the inconsistencies resulting from use of different
treatment and diagnostic protocols.

Improved communication systems are required to ensure community members in IDP camps are informed about
regular or modified service schedules and the purpose of any special campaigns or visits.  Community members
must be provided with  the opportunity to present their views and participate in the development and roll-out of those
services seeking to address population needs.  Community-based structures, including those within IDP camps,
may also offer valuable opportunities for health sector agencies to engage with the broader community around
health promotion issues.
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It is important to ensure that additional resources are made available where needs are greatest. This suggests some
redistribution of resources and increased effort is directed towards districts that have accommodated large numbers
of IDPs from Dili.

At a time when the country is fragile, but health services are being expanded with new personnel and an inflow of
resources, consideration of the role of health activities in nation-building deserves attention.  This is especially so
given that the health sector successfully avoided being drawn into the conflict, and health professionals, almost
across the board, managed to retain their identity as neutral professionals.  The Health and Peacebuilding Filter [31]
may assist in planning and designing future health-related interventions.

While the experiences which unfolded in Timor Leste are unlikely to be replicated in other settings, they raise a
number of issues which deserve consideration by other countries.  These include ensuring that whatever disaster
planning has already taken place can be activated at short notice, ensuring a designated leader has been identified
in the health sector, and rapidly invoking an agreed coordination structure to enable communication with all relevant
actors including the NGO sector.  Disaster plans should consider political violence and instability as an important
scenario around which to develop response strategies. The Timorese experience highlights the importance of solid
and supportive working relationships between the UN, international NGO community and the government.  Good
levels of communication and trust assist coordination and more effective programming.  Equity in response requires
attention.  Listening to community members, service providers, and decision-makers is invaluable if gaps are to be
identified and better responses instituted.

Recommendations:Recommendations:Recommendations:Recommendations:Recommendations:

Ministry of Health:
1. The Ministry of Health should enhance its ability to respond to future disasters and emergencies by:

a. Appointing a very senior  named MoH leader  to coordinate and plan all  health-related disaster  prevention,
mitigation and response activities and to drive contingency planning;

b. Ensuring that the directors of key health institutions, such as the National Hospital, SAMES, ambulance
services, and district health teams, are trained in, and take responsibility for, developing institutional and
sectoral emergency plans;

c. Develop plans with security structures  to make secure public and emergency access to key sites, such  as
MoH HQ, National Hospital, SAMES, and Ambulance HQ.

d. Prioritise alternatives for IDPs to avoid camps being based at SAMES and National Hospital.
e. Strengthen the capacity of regional hospitals and Level 4 CHCs to deal with emergencies.
f. Consider establishing secondary sites for key functions (i.e. training, drugs distribution) to ensure continuing

support for core MoH activities should Dili be inaccessible.
g. Maintain a national database of health facilities, health professionals, agencies and their capacity to assist in

situations of heightened need.
2. Reinforce current attention to human resources in the health sector and strengthen their capacity to  effectively

respond to emergencies, crises and instability:
a. Establish a rolling program of training around disaster management and mitigation and minimum standards

of care in emergency situations.
b. Reinforce commitment of professionals to providing impartial and equitable services through service contracts

and training
c. Clarify policies governing  the reallocation  and deployment of health  workers who  have been displaced to

districts/locations/camps and  unable to  report to work at their usual location.  Further, guidelines should be
developed to clarifywhen and how these health workers mayreturn to take up their  employment.

d. Initiate a mechanism to determine how the MoH and Cuban Medical Brigade can better work together and to
 address concerns relating to community responsiveness and cultural sensitivity, lines of responsibility, training
and preparation, clinical policies and guidelines, and information systems.
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e. Establish an annual award for  health workers and facilities who perform admirably in times of adversity and
who demonstrate a commitment to the values promoted by the Ministry of Health

3. Develop enhanced policies and systems for maintaining continuity of care for pregnant women and patients with
TB and other chronic conditions: consider a patient-held record card.

4. Recognise and  devote  more  attention to mental health  needs and psychosocial challenges during  periods of
instability, and ensure  that ongoing and effective care and support  is available to those with differing needs.

5. Enhance processes of consultation and engagement  with the community and civil society organizations around
health issues.

6. Explore the role of the health sector in nation-building and peacebuilding and promote training and use of relevant
design, planning and monitoring tools

7. In relation to services made available to the community in emergencies:
a. Periodically  assess and audit  the quality of  care provided by health care providers in  keeping with quality

improvement initiatives
b. Ensure access to mosquito nets and water and sanitation where coverage has been found to be incomplete.
d. Improve the quality of communication strategies for health related campaigns; provide additional technical

support to health promotion
e. Develop a  system  to rapidly identify security impacts  on health services such  as unsafe access routes to

designated  key health facilities.

National Government and MTRC:
8. Use the opportunity of reflection on the crisis to:

a. Include a civil instability component to national disaster planning
b. Evaluate and  review SLS  and camp organisational  structures and develop guidelines  to  enhance equity,

effectiveness  and efficiency in identifying and meeting community needs
c. Develop the capacity, and adequately resource, District Administrators and Health Managers so that they can

respond better to  meeting basic community needs
d. Consider the role that health can play in simu malu, nation-building and peace-building activities

NGOs:
9. Evaluate  and  review  crisis  response capacities and build upon any lessons to plan more effectively for future

instability.
a. Ensure that resource distribution is equitable and aimed to meet the needs of all those affected by an emergency

and consequent displacement, across both Dili and the districts,  whether in IDP camps or within the general
community;

b. Facilitate training of NGO development staff in disaster planning and management and review applicability of
minimum standards in humanitarian responses (SPHERE standards) to the Timorese context;

c. Apply peacebuilding and conflict sensitivity principles to ongoing projects and programs.

UN agencies:
10. a. Work with  MoH, NGOs, and the UN family to ensure  that there is agreement on  how future  immunization

campaigns will operate. Agree in advance on lines of responsibility, the roles of key players, the content of
activities so that a response can be  operationalised at short notice;

b. Provide high-level, timely, and appropriate technical expertise to response coordination structures, working
groups and Ministries;

c. Identify positive policy and  programmatic changes which have occurred during the emergency and consult
with stakeholders regarding how these can be implemented more widely;

d. Support the MoH to better educate, inform, and more actively engage the broader IDP and general community
in relation to environmental and health issues
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Donors:
11. a. Ensure that funding provided is sufficiently flexible to deal with a range of situations including modifications to

existing development activities to take account of disruption and new activities resulting from crisis responses,
recruitment of of additional personnel to assist MoH or other agencies to take on coordination and crisis
response roles, and funding for transitional periods.

b. Provide resources to employ full-time coordinators in key areas of health and environment during periods of
significant instability (surveillance, public health and health promotion, health services coordination)

c. Provide resources to support district authorities and NGOs to coordinate effectively and work in districts
which absorb significant numbers of IDPs

d. Fund disaster planning and mitigation, and associated policy development, training and implementation,
across the health sector.

All:
12. All actors and agencies should contribute to building institutions and systems which will promote longer term

nation-building and peace building; apply peace building and conflict sensitivity principles in the development
and implementation of future projects, programs and sector wide activities
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Appendix 1: Health System

The Timor-Leste health system is based on a primary health care model. Four levels of service delivery exist: national,
regional, district and sub-district levels. There is one National Hospital situated in Dili which acts as a referral facility for
cases requiring specialized medical or diagnostic services and five regional referral hospitals the largest of which is located
in Baucau [20-22].  At district and sub district levels there are 67 Community Health Centres (CHCs). Of these, nine have
some in-patient capacity and limited laboratory facilities and are classified as level 3 or 4’ CHC’s. The remaining 55,
classified as level 2 facilities, provide basic curative, preventive and health promotion services. Health staff at the CHC
level are responsible for delivering the basic package of care promoted by the Ministry of Health (including TB malaria,
mental health, family planning). In addition to the CHCs, there are 172 health posts at the sub district level which are
staffed, generally, by a nurse and a midwife[20,22].  The relatively recent deployment of Cuban health staff in districts, sub-
districts and hospitals has dramatically changed the human resource position in the health sector.

Services available from Health Posts are augmented by CHC run mobile clinics that aim to provide health care to remote
communities.   Pharmaceutical and medical equipment supply is centralized and distributed via the Autonomous Medical
Stores system (Serviços Autónomo de Medicamentos Equipamentos de Saúde - SAMES), located in Dili.  There is one
ambulance for each of the 13 districts.

Ultimate responsibility for the health sector lies with the Minister of Health. The Vice Minister, acting as deputy, has
responsibility for overseeing the office of the Director-General of Health – and to whom the Director of Health Services
Delivery, the Director of Administration, Finance and Logistics Services and the Director of Health Policy and Planning,
each report.  The Ministry is also
directly responsible for the national
and regional referral hospitals.
Budgetary management is
centralized at the national level [21].

The 13 District Health Services
(DHS) also report directly to the
Director General of Health. The
management structure of each
District Health Service includes a
Head of District Health Services, a
Deputy Head, a District Public
Health Officer (DPHO)
Communicable Disease Control and
a DPHO Environment, MCH and
Nutrition.[20,21]

Health System constraints

The health system in Timor-Leste faces significant limitations despite much progress in rehabilitating health infrastructure
and service delivery. Poor and inequitable access to services especially affects those in rural communities some of whom
must travel for several hours to reach the nearest health facility.  Many facilities do not have reliable access to water,
electricity or communications, and often operate without adequate staff and resources. Laboratory facilities, disease
surveillance systems and diagnostic capacities are limited.  Building the capacity of the health sector workforce and creating
an appropriate regulatory framework remain major challenges [20,21, 23-26].  The community draw on a range of traditional
practitioners in addition to “western” systems of health care provision.

Source: MTRC
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Background: Development context

Timor-Leste is ranked 142nd in relation to the United Nations Human Development Index and is considered to be the
poorest country in the region. Income per capita is 370USD with an estimated 40% of the population living below the
income poverty line of $0.55 per day [27]. The level of education is poor and in 2004 only half of all adults were
literate.  Almost 50% of the total population have no access to clean water and 20% no access to sanitation facilities
[4]. Unemployment is high, particularly amongst rural young people 43% of whom are without work [28]. Gender
inequities are evident across major socio-economic indicators with women and girls facing significant disadvantage
and discrimination in terms of health, employment and education [27].  The economy contracted in 2006 but is
expected to grow substantially in 2007 [30].

Health

The standard of health in Timor-Leste continues to be very poor, but improving.  Life expectancy is low and estimated
at 54.4 years for men and 56.6 for women [27,29].  Infant mortality is in the region of 64 deaths per 1000 live births
and 136 out of 1000 deliveries will not survive to the age of five [27]. Malnutrition is a significant contributing factor to
child and infant morbidity and mortality with almost half of all children below five underweight and one in ten severely
malnourished [3,27].  Maternal mortality is very high with approximately 420-800 deaths per 100,000 live births [3,4].
Recent estimates suggest that 1 in 3 women suffer from chronic malnutrition. Gender based violence is common
with approximately half of all women in “intimate relationships” subject to domestic assault [27]. Marked urban/rural
divergences are evident in mortality and morbidity rates with rural populations being worse off [27].

Communicable disease accounts for almost 60% of deaths [23,26].  Malaria is endemic with drug resistant P. falciparum
thought to be widespread [23]. Tuberculosis is a significant public health problem; incidence in 2005 was estimated
at 556 cases per 100,000 [27].  TB notification rates are the highest across both the Western Pacific and Southeast
Asian Regions of WHO.  Acute respiratory infections and diarrheal disease are common and amongst the leading
causes of mortality in children under 5 [26]. Immunization rates are low and a small minority of children are fully
immunized and half of all children under 2 never having been immunized [27].

UN vehicles, Dili, February 2007   Photo: Anthony Zwi
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