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At the Canadian-led Role 3
Multinational Medical Unit,
we have had to take risks.

When transferring Afghan patients
home, to the Khandahar Regional Mil-
itary Hospital or to Mirwais Regional
Hospital, we often have to weigh the
probability of successful convales-
cence against the possibility of com-
plication, a “bounce-back” or death. 

These risks have been unavoidable.   
Without the use of Mirwais’ 380

beds, we would not have been able to
maintain the capacity required for new
casualties. Likewise, without the col-
laboration of the Military Hospital, we
would have been overwhelmed by re-
cent civilian mass casualty events.

These risks serve a purpose: They
enable us to maintain the readiness
necessary to support Canadian, Ameri-
can, Coalition and Afghan troops in the
field. Unlike Coalition wounded, who
are rapidly moved through an out-
standing air evacuation chain to world-
class hospitals in Western Europe and
North America, Afghan wounded are
transferred to local hospitals — which
presents a dilemma. 

A gulf divides the medical capacity
of these facilities from that of the 
Western-run and organized multina-
tional medial unit. In transferring local
nationals, we have to consider whether
subspecialty care and nursing is avail-
able, whether appropriate pharmaceu-
ticals are accessible and whether pa-
tient follow-up is feasible.  

When facing these concerns, we have
to keep in mind that, in Afghanistan, ac-
ceptable care is defined differently than
in the developed world.  Case in point: A
man with a tibial external fixation re-
ported to our facility months after his
follow-up date, a radiograph confirming
his clinically obvious non-union. Rare in
the West, such a thing is all too com-
mon in a country with a poor telecom-
munication network, few roads and
even fewer financial means.

Although we routinely deal with the
local tertiary care hospitals, quite a few

is logistically supported by several Role
3 personnel. 

Despite this outreach, most of our en-
gagement efforts center on the local terti-
ary care centers: Mirwais Regional Hospi-
tal in Khandahar City and the Khandahar
Regional Military Hospital. 

Indirect support is given to Mirwais
through telephonic and electronic con-
sultation. Patients are routinely trans-
ferred to and from the facility. 

More direct support is difficult to
deliver due to Mirwais’ vulnerable loca-
tion and the need for International
Committee of the Red Cross workers,
who are mentoring staff at the facility,
to be seen as unaffiliated with the mili-
tary or the Taliban. 

The Military Hospital, on the other
hand, is in a more secure area and is
Afghan-staffed and United States–
mentored. This has allowed for a robust
partnership, and our members have
provided medical education, clinical
shadowing opportunities and consulta-
tive services to the hospital workforce.
This collaboration recently culminated
in a joint surgical effort, where a com-
bined Afghan, Canadian and United
States team placed a femoral in-
tramedullary nail with good results.

Every medical procedure, transfers
included, carries risk. 

These risks are only justified by the
potential for overriding benefit.  In col-
laborating with the local health system,
we have the potential to improve coop-
eration among our nations, to increase
medical capacity and to make a differ-
ence in the lives of our Afghan friends
that will long outlast our physical pres-
ence. It is a risk worth taking. — Maj.
Aaron Saguil MD, Khandahar Air Field,
Afghanistan, and Capt. Ed Farnel MD,
Kabul, Afghanistan.
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of our patients eventually receive care
from community health posts run by
community health workers.  They repre-
sent the entry point into Afghanistan’s
healthcare network and are staffed by
workers providing basic vaccination and
acute care services to 1000–1500 people. 

Constantly cognizant of the work-
ers’ extremely limited capabilities, our
personnel have sought to increase their
medical sophistication through a pro-
gram of medical engagement. One of
these outings uncovered a young boy
with Pott’s disease, again fairly rare in
North America but more common in a
country with an estimated 69 000 cases
of tuberculosis in 2002. The boy ulti-
mately received life and limb-saving
surgery at the Role 3 at the hands of our
Canadian and Dutch surgical teams.

Between the Community Health
Post and the tertiary care hospital are
the Basic Health Centre, the Compre-
hensive Health Centre, and the District
Hospital, serving up to 30 000, 60 000
and 300 000 people, respectively. 

The Basic Health Centre is a nurse-
staffed outpatient clinic, while the
Comprehensive Health Centre and the
District Hospital are in-patient facilities
with physicians, nurses, and ancillary
personnel.  Overseeing these is the
Provincial Hospital, a slightly larger fa-
cility with greater surgical capacity and
up to 4 times as many beds. Many of
our patients from outlying provinces
are eventually discharged to one of
these centres or hospitals, one of which
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Civilian Canadian orthopedist Dr. Jack
Oliver works with an Afghan orthope-
dist in the Khandahar Regional Medical
Center  at  Camp Hero.

CMAJ invites contributions to Dispatches
from the medical front, in which
physicians and other health care providers
offer eyewitness glimpses of medical
frontiers, whether defined by location or
intervention. Submissions, which must
run a maximum 400 words, should be
forwarded to: wayne.kondro@cma.ca

CMAJ • June 3, 2008 • 178(12) 11553333

D
r.

 A
ar

on
 S

ag
ui

l




