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INTRODUCTION
This volume is a compilation of winning and shortlisted essays from the first joint
essay competition sponsored by the Geneva-based Global Forum for Health Research
and The Lancet. The competition was open to young professionals under 30
working on or interested in the broad spectrum of health research. Given the theme,
‘Combating disease and promoting health’, topics such as HIV/AIDS, poverty, politics,
responsibilities, health systems, gender and violence surfaced as particular concerns
among these ‘young voices in research for health’.
Eligible entries totalled 104, of which 55 were from women. The entries came from
young people of 30 different nationalities: 55 of them from high-income countries
(almost 53%), 14 from middle-income countries (13%) and 35 from low-income
countries (34%).
The four winners were John Amuasi from Ghana, Lara Devgan from the USA,
Horacio Ruiseñor Escudero from Mexico and Ayesha Sania from Bangladesh.
In addition, two essays were highly commended: Svetha Venkatram from India
and Timothy Yang from Singapore; and another 26 commended.
Because of the quality of all these ‘shortlisted’ essays, we decided to make them
all available in this volume.
For their prize, the four winners will take part in Forum 10, the Global Forum’s 2006
annual meeting, whose overall theme was the title of the competition: ‘Combating
disease and promoting health’.
Their essays will also appear in the Lancet’s online edition.
Encouraged by the success of this year’s competition, the Global Forum and
The Lancet look forward to a second edition next year, open to anyone born in or
after 1977, with the theme of ‘Equitable access: research challenges for health in
developing countries’.

Susan Jupp

Sarah Ramsay

Head of Communications and Information
Global Forum for Health Research

Senior Editor
The Lancet
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Priscila Almeida Andrade

BRAZILIAN HEALTH SYSTEM
CITIZENS’ RIGHTS AND THE NATIONAL UNIVERSAL ACCESS POLICY:
THE BEST PATH TOWARDS PROMOTING HEALTH AND COMBATING DISEASE

Priscila Almeida Andrade
Adviser, Department of Science and Technology, Institutional Development Sector,
Ministry of Health, Brazil

The National Health Policy—embodied by the Unified Health System (SUS)—is Brazil’s best
public policy. As a universal access policy, it guarantees citizens’ right to health care. In
order to understand its importance and scope from the perspective of health promotion and
the combat against disease, the context should be set for the complex Brazilian scenario,
highlighting its main political, economic, cultural, social, and epidemiological aspects.
Brazilian political history has been marked by an authoritarian state: centralised
power, sectoralisation, lack of articulation, and continuity of public policies. Incentives
for the private sector, corruption, and reduced social participation make up the
country’s political heritage.
Culturally, Brazil is a melting pot of different people, with significant racial
miscegenation among Europeans, Africans, and native Indians. Values and behaviour
vary in the country’s five regions, united by a single language and a common
understanding that access to social goods and services results from exchange of
favours, rather than being a citizens’ right.
Income and property are highly concentrated, contributing to widespread poverty
and social exclusion. The prevailing development model prioritises economic interests,
at the expense of social concerns. Social security benefits depend on contributions,
promoting unequal access to goods and services. There is no real social protection
network and the country is marked by historical social inequalities and inequities.
Such disparity in social organisation is also found among Brazilian regions.
While the northeast still features slave-like labour relations, the southeast is highly
developed and articulated with globalised financial capital. The corresponding impact
on health also represents a challenge to the health sector.
An analysis of the country’s epidemiological profile shows a high burden of
pretransitional (communicable) and post-transitional (non-communicable) diseases.
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Therefore, social determinants and health needs also vary among the country’s
regions, creating several different “Brazils”.
The northern region features a high prevalence of indigenous people and riparian
communities scattered throughout the Amazon Forest, where malaria and Chagas
disease are endemic. There are high rates of infectious diseases, whose determining
factors—such as lack of basic sanitation—are clearly associated with poverty. Difficult
access to and inadequate health infrastructure (lack of health professionals and
services) add to the problem.
The northeast represents Brazil’s “little Africa”, with a high prevalence of Africandescendants. The compounding effect of poverty, gender, and ethnic-group or race
issues have a strong impact upon the populations’ health, with a high prevalence
of malnutrition, neglected diseases (leishmaniasis and dengue fever) and sicklecell anaemia (ethnic-group related). Furthermore, this region constitutes the main
Brazilian route for sex tourism, a determining factor for the persistence of sexually
transmitted diseases, including Aids, and adolescent pregnancy (gender, poverty, and
health related).
The central-west region is marked by farming, with a prevalence of zoonoses
(foot-and-mouth disease). The south and the southeast were colonised by European
immigrants and are the country’s most developed regions, featuring the best
socioeconomic indicators with the nation’s highest life expectancy, as well as
prevailing non-communicable diseases.
It should be highlighted that even diseases and conditions (such as mental
disorders and violence) found throughout the country show different characteristics
and determinants. In the northeast, for example, violence is culture or gender related,
expressed as violence against women, whereas in the southeast violence is drugtraffic related, and hence the main cause of mortality among young males.
In the face of such complexity and inequity, how to promote health and combat
disease in a continental country with approximately 180 million people is not an
easy question. Interfering in such reality and assuring health to everyone is SUS’s
main mission.
After the country’s redemocratisation and the enactment of the 1988 Federal
Constitution, health was defined as a citizens’ right and the State’s duty, guaranteed
through social and economic policies aimed at reducing the risk of disease.
Prior to SUS, public health and assistance services were provided separately.
Public health was restricted to combating endemic diseases and epidemics as well as
vaccination, while medical care was restricted to formal workers. For the remainder of
the population, health services were provided as charity by philanthropic institutions.
SUS—a landmark policy for Brazilian society—represents an achievement of the
political-ideological movement led by public health intellectuals. The National Health
Policy is based on the Alma-Ata Declaration and on the Ottawa Charter. Therefore,
primary care and health promotion, based on community medicine, represent the
core of the SUS approach.
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The basic pillars of SUS are universal access, equity, administrative-operational
decentralisation, social participation, intersectorality, and participatory funding (by
5564 municipalities, 27 states, and the federal government), providing the system
with a range of competences to address existing inequalities and inequities in
health care. SUS is responsible for health surveillance (sanitary, environmental, and
epidemiological); guaranteeing health care, from immunisations to organ transplants;
executing health promotion, disease prevention, and treatment actions; participating
in basic sanitation; regulating the private health sector (pharmaceutical industry
and service rendering); producing and distributing essential drugs; promoting
scientific and technological development; promoting human-resource training; and
management in the health sector.
However, the implementation of SUS only began in 1990. During the 1990s, priority
was given to operational-administrative decentralisation, the family health strategy
and combating HIV/AIDS, which included health promotion and disease combating.
Decentralisation and the Family Health programme have provided several
communities with access to services, strengthening primary care and allowing
universal immunisation of children by establishing a national vaccination day for
specific diseases.
Major national efforts have been made to combat HIV/AIDS, which is not
neglected in Brazil. The Brazilian HIV/AIDS programme is well known: its success is
the result of comprehensive action by multidisciplinary teams. The approach includes
educational activities at schools; free distribution of disposable needles to drug
addicts and condoms; diagnostic testing, now a standard procedure in prenatal care;
development of research and technologies for the production of antiretroviral drugs;
negotiation with pharmaceutical industries; and free distribution of medicine.
As of 2000, fields such as epidemiological emergencies and neglected diseases as
well as science, technology, and innovation in health have also become SUS priorities.
In 2006, the Brazilian Ministry of Health established the Center for Strategic
Information on Health Surveillance, to increase SUS’s capacity to respond to
epidemiological emergencies. The Center for Strategic Information on Health
Surveillance is a 24 h high-tech status room, where experts follow up on epidemiological
emergency reports delivered by municipalities and states. The centre will follow-up on
chemical accidents; public disasters; zoonoses and cases of or deaths from unknown
diseases or alteration in known epidemiological disease patterns. The Center for
Strategic Information on Health Surveillance also monitors the execution of diseasecombating programmes for AIDS, tuberculosis, dengue fever, malaria, leprosy, and
viral hepatitis. Thus, it will allow for the timely adoption of disease prevention and
control measures.
Science, technology, and innovation in health are essential fields regarding SUSs
sustainability, which has become the main driver, financer, and user of research
results. Also to be highlighted were the 2004 approval of the National science,
technology, and innovation in health policy, the design of the National Agenda
for Health Research Priorities and the development of intersectoral actions among
government, universities, and the productive sector.
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Additional progress includes the establishment of the national network for clinical
research in university hospitals in 2005, and the implementation of the science,
technology, and innovation in health observatory in 2006. The observatory will collect
and disseminate information to a network of stakeholders, improving health research
monitoring and evaluation—an important tool for evidence-based decision-making.
As a new field, SUS currently concentrates on health research and healthtechnology assessment, encouraging research and development activities and the
production of technical and scientific knowledge applicable to the health sector,
including various research stages (basic, clinical, strategies, and applied research)
and knowledge fields (eg, economics, sociology, public health, biotechnology).
The development of science, technology, and innovation in health by SUS features
three basic characteristics: priority-setting as a technical-political process; research project
selection through public announcements to ensure transparency; and dual financing.
Decentralised financing provides resources for all states, encouraging research on the
health needs of local communities and the production of results to improve the decisionmaking process. Theme-based financing focuses on institutions with greater comparative
advantage. In 2006, the funds provided by this strategy will mostly finance research
on neglected diseases (leishmaniasis, dengue fever, tuberculosis, leprosy, malaria, and
Chagas disease), contemplating studies on tools (diagnostic kits), drugs, vaccination, and
pest control, thus promoting relevant progress in combating such diseases in Brazil.
Nevertheless, some issues hamper the full implementation of SUS. Macroeconomic
policies have destructured social rights in Brazil by no longer considering public
health a national priority, and thus submitting SUS to frequent budgetary cuts. The
training of health personnel focuses on individual-based specialised medical practice,
far from SUS needs. Paradoxically, the SUS financing rationale still privileges curative
procedures, lacking mechanisms to encourage long-term commitment by health
professionals. Even worse, the biomedical hospital-centred paradigm still prevails in
Brazilian society, and its deconstruction is SUS’s main challenge.
In face of the country’s great complexity, the best way to address health promotion
and combat disease is to guarantee free and universal access to health care as a
citizen’s right. After only 16 years, SUS has already greatly improved national health
indicators, especially by encouraging social participation and intersectoral action.
SUS, therefore, is Brazil’s most comprehensive and democratic public policy. Much
has been achieved, but challenges and obstacles remain. Granted that the system did
not have the best start, we are aware that we must persevere in order to transform
the current reality and get it right as we advance.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

Priscila Andrade has been a consultant for UNESCO at the Department of Science and
Technology of the Brazilian Ministry of Health since 2005. She provides support to the Brazilian
States and South America countries to strength health research capacity. She has an MSc in
Social Policies with concentration in international health from the Brasilia Federal University.
She is a professor teaching Public Health for the Social Sciences undergraduate degree.
In 2004, she concluded a public-health specialisation and developed research on health
inequities of Brazilian rural settlements for which she won national awards.
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MOVING FROM COMBATING DISEASE TO
WINNING AGAINST DISEASE

John H Amuasi
Senior house officer, Komfo Anokye Teaching Hospital, Ghana

The challenges facing health-care delivery and management globally and more
especially in Africa and other developing countries (where an estimated 97% of
deaths from communicable diseases, such as AIDS, tuberculosis, and malaria occur),
are so gargantuan that it requires a commensurately massive effort; saving millions
at a time to make an impact. This urgent need, and the recognition of global
interdependence is underscored by the Millennium Development Goals, calling for a
dramatic reduction in poverty and marked improvements in the health of the poor by
2015.1 The UN recognises that the enjoyment of the highest attainable standard of
health is one of the fundamental rights of every human being without discrimination.
Health promotion is based on this critical human right and offers a positive and
inclusive concept of health as a determinant of the quality of life.2
Looking closely, the theme of Forum 10 (combating disease and promoting health),
reflects the general perception of the masses on the way to promote health: get rid of
disease and you have health! However even if one were to be of this opinion, it would
be worth noting that it is not just the combating of disease that promotes health, but
rather the winning of the battle against disease. Winning and combating can both be
described as ongoing processes with or without endpoints. Combating presupposes
that some effort is being made, the outcome of which is not very clear; however, the
winning points to some progress being made—it is not enough just to combat.
A clear example is seen in the following: The Roll Back Malaria Partnership was
launched by the WHO, UNICEF, UN Development Programme, and the World Bank
in 1998 to provide a coordinated international approach to fighting malaria.3 The
objective of the Roll Back Malaria Partnership is to halve the burden of malaria by
2010, thus contributing to the achievement of the Millennium Development Goals by
2015.1 Roll Back Malaria had some interim goals, set at the African Summit4 held in
2000 to ensure that, by 2005, some four objectives would have been reached. None
of these were reached, and it is likely that more people are infected with malaria
today in sub-Saharan Africa than at any other time in history. Although funding for
malaria research has increased since the launch of the Roll Back Malaria Partnership in
1998, it is still insufficient to meet the continuous need for new or improved weapons
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against the disease.3 In a recent Lancet publication, the World Bank was accused of
failing to uphold a pledge to increase funding for malaria control in Africa, claiming
success in its malaria programmes by promulgating false epidemiological statistics,
and has approving clinically obsolete treatments for a potentially deadly form of
malaria.5 This unfortunate letdown by Roll Back Malaria was painfully underscored by
the erstwhile WHO Director-General, Dr Lee Jong-wook in his opening speech at the
59th World Health Assembly. He wrote, “Clearly things are not going well with malaria
control… We accept our responsibility for this. Now is not the time for shyness. WHO
will exercise much greater leadership in malaria control.”6
On a more positive note, the Global Polio Eradication Initiative was established in
1988.7 Then the disease was still endemic in more than 125 countries, disabling about
350 000 people a year.8 Today, following the efforts of the Global Polio Eradication
Initiative, the number of polio-endemic countries has been cut to just four—the
lowest in history.6 It is estimated that the world may be certified polio-free by 2008.
After the smallpox eradication campaign, this initiative is one of the most successful
public-health efforts in history against one of the world’s oldest diseases.7
In both examples, great efforts are being made to combat malaria and polio;
however, it is the Global Polio Eradication Initiative that is winning the fight and
promoting health. That’s the difference between combating and winning.
With this adjusted viewpoint in mind, does it suffice to say that winning the fight
against disease promotes health? The WHO International Health Regulations define
disease as an illness “caused by biological, chemical or radionuclear sources”,9 while
the preamble to the constitution of the WHO defines health as a state of complete
physical, mental, and social wellbeing and not merely the absence of disease or
infirmity.10 In 2005, the new Bangkok Charter for Health Promotion described health
promotion as the process of enabling people to increase control over their health
and its determinants, and thereby improve their health.2 This suggests that there is
more to promoting health than simply winning the fight against disease. It means the
absence of disease will not guarantee health!
In most regions of the developing world, the second half of the 20th century saw an
unparalleled improvement in global public health. Despite impressive achievements,
the total burden of preventable disease in developing countries remains shockingly
high, with profound human and economic costs. Infant mortality rates are 100 per
1000 live births in the least-developed countries, compared with just six in the highincome countries. According to WHO estimates for 1998, infectious diseases were
the world’s biggest killer of children and adults. They accounted for 13·3 million out
of a worldwide total of almost 54 million deaths.11 With these staggering statistics,
it is difficult for one to say we are winning the fight against disease and promoting
health adequately.
I suggest that the failings in health promotion can partially be attributed to the
discord between philosophies of advocates of an acute-care model and those who
follow more social modes of health care. Acute-care medicine has wielded great
influence on the direction and goals of health care worldwide. This is evidenced by
the common and mechanical association made between health care in general and
acute care. This is to say; the general public’s perception of health care begins with
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acute-care medicine. In the USA, the majority of services covered by Medicare are
acute-care interventions.12 This mechanical association also shows in the majority of
bioethical questions beginning with the assumption of acute care situations.13
The acute and social modes of health care have many similarities; however, they
diverge in their broader goals. The boundaries that define the goals of acute care
traditionally expand very slowly and cautiously. The boundaries that enclose the ends
and means of social modes of care have gone well beyond acute care into social ills
and broader notions of prevention and rehabilitation. The differences among these
groups become more evident when their criteria for successful care are contrasted.
Acute caregivers are drawn toward curing their patients, where “curing” has often
meant attacks on hidden, yet physically determined, causes of disease.14–16 The social
groups succeed when their patients have been assisted or have learned to cope with
their difficulties, or when society takes action to accommodate their needs. There is
a growing belief that the acute care understanding is not sufficient,17 and the WHO
system provides a conceptual structure that informs its goals, but it appears each is
still thwarted by acute-care thinking.
Based on the aforementioned, I will proceed to propose a revised model that the
international community could adopt towards reaching the Millenium Development
Goals and promotion of health. This model is based on the clear demonstration in
the December 2001 report of the WHO Commission on Macroeconomics and Health
that good population health is a critical input into poverty reduction, economic
growth, and long-term economic development at the scale of whole societies.
The already existing model of the effort of the international community towards
reaching the MDGs has been described as “vertical force approaches” (eg, targeting
specific diseases and conditions), while others are characterised by a “horizontal
force approach” (eg, focusing on improvements in public health services and
attacking the basic causes of poverty; figure 1).18

MDGs
figure 1: vertical and horizontal approaches to achieving millennium development goals (mdgs)

The revised model I wish to propose incorporates a third approach to achieving
the Millennium Development Goals. It can be described as the bisecting-line
approach or the resultant-force approach. In this I make reference to a paradigm
shift from the acute care model to a more social model of health care (figure 2).
This change of mind among health workers is what I perceive as the unifying force
(ie, the third approach augmenting the two already existing approaches). This is
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ultimately expected to result in a change in the general public’s perception of health
care as beginning with acute-care medicine, to social health care leading to a state
of complete physical, mental, and social wellbeing and not merely the absence of
disease or infirmity.

MDGs
figure 2: revised approach to achieving millenium development goals (mdgs)

Unless the theme for forum 10 was meant to read “Combating diseases
and promoting health?”, which is a question, I propose we view it as meaning:
“Winning against disease, a way of promoting health”. Combating is good, but
winning is better!
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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FIGHTING DISEASE THROUGH
STANDARD PREVENTION GUIDELINES

Bernard Appiah
Drug information pharmacist/Publications manager, National Drug Information
Resource Centre, Ministry of Health, Ghana

Disease and humanity have coexisted since time immemorial. With the help of magic
bullets such as antibiotics, humanity has been able to tame disease, which initially
were difficult to treat. Many countries now have standard treatment guidelines
that help health professionals to follow established standards in treating diseases.
Indeed, adherence to standard treatment guidelines is key to rational prescribing
of medicines with a concomitant reduction in antibiotic resistance, which has now
assumed a global dimension.
However, recent resurgence of old foes, such as tuberculosis and cholera, particularly
in developing nations raises concern over efforts made at preventing diseases. How
on Earth should cholera kill us in this era? In 2001, 58 countries officially notified WHO
of a total 184 311 cases and 2728 deaths, but due to considerable under-reporting,
global figures are estimated as closer to 1 million cases.1
One reason is that we do not have standard prevention guidelines on injuries and
diseases for governments and the general public. Research should look into how such
guidelines would impact on health promotion. Standard prevention guidelines should
have reduction (if not elimination) of poverty as a key strategy, since poverty is the
most debilitating of all inorganic diseases. Poverty strangles the intellect and sends
the individual into a raging sea of undignified hopelessness. Standard prevention
guidelines should also task governments and citizens to keep the environment clean.
Open gutters should be a thing of the past. The “mansions” of the female Anopheles
mosquito should be destroyed. The general public should be made to understand the
risk factors of diseases associated with lifestyles.
Halting the carnage on our roads should be another strategy in standard
prevention guidelines. Road-traffic accidents are the leading cause of death by injury
and the tenth-leading cause of all deaths globally, thus making up a significant
portion of the global burden of ill-health. An estimated 1·2 million people are killed
in road crashes each year, and as many as 50 million people are injured, occupying
30–70% of orthopaedic beds in developing countries hospitals.2 It is predicted that
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if the trends continue, road traffic injuries will be the third-leading contributor to the
worldwide burden of disease by 2020.3 Interventions such as seat-belt safety law,
enforcement of speed limits, warning about the dangers of alcohol consumption and
taking medicines that cause drowsiness while driving, and safer design and use of
roads and vehicles should be in practice, especially in developing nations.
The costs and consequence of loses of productive human lives should challenge
all of us to implement these interventions. The World Bank estimates that road-traffic
injuries cost 1–2% of the gross national product of developing countries, or twice the
total amount of developing aid received worldwide by developing countries.4
Standard preventive guidelines would then have to take individual diseases that
have been costing us billions of dollars to treat.
That “prevention is better than cure” is no understatement. Let us imagine the
cost of treating malaria, tuberculosis and HIV/AIDS. Can it be compared with the cost
of prevention? Why then haven’t we come out with standard prevention guidelines
and commit individuals and nations to adopt?
Research should look into how professionals with expertise in public health could
help draft guidelines on prevention of common diseases and ailments that afflict
humanity. The targeted diseases should be specific for each country.
Whereas standard treatment guidelines are produced for health professionals,
standard prevention guideline should have government and the general public as
the main focus.
It is increasingly becoming too clear that individuals want to take charge of their
own health. If such individuals are provided with standard prevention guidelines
that spell out how to prevent diseases such as malaria, tuberculosis, HIV/AIDS,
cholera, hypertension, diabetes, heart diseases, and others, it will go a long way to
help all of us. It will save governments billions of dollars, and individuals will also
save their hard-earned wages and salaries. The pressure on fewer dedicated health
professionals and health-care centres will reduce. The population will be healthy and
productivity will increase.
However, development and implementation of standard prevention guidelines
is not without challenges. It will demand a multisectorial approach with a great
number of stakeholders from different backgrounds. The political will of governments
will be necessary for its development and sustenance. Individuals will also have
accept the guidelines and practise them. Indeed, behavioural change does not
change overnight.
Nevertheless, if we want to fight diseases and promote health, then one of the
solutions is the development and implementation of standards prevention guidelines
for governments and individuals.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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Senior house officer, General medicine, John Radcliffe Hospital, Oxford, UK

Sir Richard Peto,1 arguably the foremost epidemiologist of our time, has claimed that
halving the rate of premature death worldwide is possible with current medical expertise.
“HIV and tobacco are the only big causes of death still rising”, he said. “Of the 130
million people born this year worldwide, about 20 million will die before middle age, and
some 40 million will die in middle age (20 million from vascular diseases).” In a world
of limited resources, existing resources must be used for maximum benefit, whether
judged on cost-effectiveness, disability-adjusted life-years (DALYs), morbidity, or mortality.
Epidemiology has illustrated the major causes of disease burden at regional and country
levels.2 Since 1990, more people have died from coronary heart disease than any other
cause, and two-thirds of all cardiovascular fatalities occurred in developing countries.3,4
More large-scale clinical trials have been concerned with treatment and prevention
of coronary heart disease than any other disease. There is an excellent evidence base
from the past 30 years for simple treatments, such as aspirin and statins, in both
primary and secondary prevention of coronary heart disease. These data are not being
put into practice in the poorest areas of the world—with very poor access to aspirin,
antihypertensives, and statins—where most of the coronary heart disease is occurring.
However, research-funding supports increasingly sophisticated treatment strategies in
developed countries, and clinically oriented research is poorly funded in favour of basic
science. More resources must be deployed into implementation of existing research and
funding of novel, policy-oriented, and health-system-based research with a developingcountry focus. Only then, can global medical research promote health and combat the
most prevalent diseases. In the field of HIV/AIDS, human rights and ethics have been very
successfully used in raising the profile of treatment, prevention, and research. The same
advocacy must occur in all diseases constituting the major global disease burden.
Despite high maternal and infant mortalities, preventable infectious diseases, and
malnutrition, it is becoming increasingly clear that chronic diseases are the major
cause of death and disability worldwide, in both developing and developed countries.
Non-communicable conditions—including cardiovascular diseases (heart disease and
stroke), diabetes, obesity, cancer, and respiratory diseases—now account for 59% of
the 57 million deaths annually and 46% of the global burden of disease.5
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Epidemiologists predict an emerging coronary heart disease pandemic, with over
80% of the future increase in coronary heart disease in developing countries.4 In
India, more deaths will occur from coronary heart disease than in all developed
nations combined.3 Globally, deaths from coronary heart disease constitutes
the second biggest killer in 15–59 year olds after HIV/AIDS. Of equal concern in
developing nations is the potential impact of coronary heart disease on the workforce
and potential for economic development.
Relatively few risk factors—high cholesterol, high blood pressure, obesity,
smoking and alcohol—cause the majority of the chronic disease burden.5,6 About
75% of cardiovascular disease can be attributed to these major factors. Up to 80%
of cases of coronary heart disease, 90% of type-2 diabetes cases, and a third of
cancers can be avoided by changing to a healthier diet, increasing physical activity,
and stopping smoking.5 For over 40 years, unequivocal evidence has accumulated
for primary and secondary prevention in coronary heart disease and the array
of therapies has grown from aspirin alone to include various antihypertensives,
diuretics, statins, thrombolytics, angioplasty, and coronary-bypass graft surgery. The
statin trials represent some of the largest clinical trials in modern medicine.7,8
The theoretical approach to cardiovascular-disease prevention has been challenged
by the advent of the polypill. The polypill consists of a statin (cholesterol-lowering),
three antihypertensives (thiazide, beta-blocker, and angiotensin-converting enzyme
inhibitor), folic acid, and low-dose aspirin (75 mg). By evaluation of meta-analyses
of randomized trials and cohort studies, Wald and Law found that a polypill could
reduce incidence of myocardial infaction and stroke by 88%.9
WHO has been producing guidelines for essential drugs for the past 25 years
and there are 306 drugs currently on this list.10 Illnesses such as HIV/AIDS and
coronary heart disease have stimulated much research and production of many new
disease-modifying therapies, which are often widely available in richer countries. The
careful selection of a limited range of essential drugs leads to a higher quality of
care, better drug management (including improved quality of prescribed medicines),
and more cost-effective use of health resources. WHO10 states, “Essential drugs are
those drugs that satisfy the health care needs of the majority of the population; they
should therefore be available at all times in adequate amounts and in appropriate
dosage forms, at a price the community can afford.” More than a third of the world’s
population has no access to essential drugs, and half of these people live in the
poorest regions of Africa and Asia.5 Even off-patent drugs that are proven to be
cost-effective in coronary heart disease prevention, such as aspirin and angiotensinconverting enzyme inhibitors, are not available in many parts of the world.11
Only 10% of global health research is devoted to conditions that account for 90%
of the global disease burden: the so-called “10/90 gap”.12 The major international
medical journals show an even greater gap in publication of articles relevant to
low-resource settings.13,14 Nearly 85% of scientific articles are produced by eight
industrialised countries, while less than 2·5% is contributed by 163 developing
countries.15 Barely any research is looking at the effects and implementation of
existing treatments in developing countries. In the wealthier universities of developed
countries, there is no trouble gaining funding for low-priority research with minimal
global-health impact, for example, the study of cardiovascular physiology at high
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altitude. How can we be studying the nuances of drug-eluting coronary artery stents
in western Europe, and yet in countries such as Brazil and Pakistan, less than half
of patients with coronary heart disease receive beta-blocker therapy? Even in higherincome settings, “academics may be losing control of the research agenda and of
clinical research at large”.16 In a world where pharmaceutical and biotech industry
funding has become ubiquitous, the impetus to do the research that will really make
a difference to the “lives of the many” is lacking, if not absent.17
The health of the public is a social good, valued as a worthy goal beyond our
preference for it or the satisfaction we may get in achieving it, and improving
research is part of this social good. Therefore, society has an obligation to facilitate
appropriate research. Medicine is governed by the ethical principles of autonomy,
beneficence, non-maleficence, and justice. This professional responsibility puts
health professionals apart from others. It can be argued, that medical research has
the same responsibility. Therefore, to broaden the frontiers of human knowledge
as in other scientific disciplines is, in itself, an inadequate goal. If resources allow,
then less urgent projects can be undertaken. Rationing decisions are common within
health services with limited resources in both rich and poorer countries. In the UK,
for example, local health authorities decide to fund one public health programme
above another on the basis of local needs. Medical research needs to make the
same rationing decisions oriented towards global health priorities. In a utilitarian
framework, existing resources should be used to the maximum benefit of the
population at an international level, and definitely at a national level.
Novel approaches must be used to address the 10/90 gap. For example, a clinical
trial of the polypill in a developing country, such as India, would represent a unique
opportunity to study risk reduction in populations of poorer countries. The recent
formation of the Public Health Foundation of India shows how public and private sectors
are attaching greater importance to local expertise and locally organised research.18
Medical research only fulfils part of its role when it studies the mechanism of action of
a treatment; the access to that treatment is equally, if not more important.
The scientific literature unquestionably supports the link between chronic
diseases, poverty, and development.5 The problem, however, lies in convincing
the scientific community and the policymakers of the urgency and the scale of the
problem. Improving clinical research represents a practical intervention to address
health and income inequalities, while accelerating development.
“We could try to blame science for having failed to perform research that affects
international public health. But the transition from successful clinical research to
implementation of public health rests in the hands of governments.”19
“The highest attainable standard of health is one of the fundamental rights of every
human being.”20 Public health and human rights each recognise ultimate governmental
responsibility to create the enabling conditions necessary for people to make and effect
choices, cope with changing patterns of vulnerability and keep themselves and their
families healthy. Chronic diseases and their risk factors must be viewed in the same
way as HIV/AIDS and the same human-rights frameworks are applicable, particularly
since they pose the same threats to security, disease burden, and global economy.
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Stefan Baral
Resident physician, Department of Epidemiology, Center for Public Health and
Human Rights, Johns Hopkins Bloomberg School of Public Health, USA

For too long have we directed interventions at the level of the individual while ignoring
critical social and community-level determinants of epidemics. Without regard to the
political, economic, and social contexts of these epidemics, is it possible to effect
meaningful and sustained improvement? I would argue that the social structures, as
designed by both ruling governments and regimes worldwide, are complicit in the
persistence of epidemics secondary to human rights abrogation as defined by the
1948 UN Declaration of Human Rights (UNDHR). US government funding restrictions
preventing the practice of scientifically proven harm reduction strategies—such as
needle exchange, condom distribution, and opioid replacement therapy—with at-risk
populations equates to human-rights abuse. These policy-based limitations have
mitigated the success of various interventions targeting commercial sex workers and
injection drug users throughout the world and are in part to blame for sustained high
morbidity and mortality from infectious diseases in these populations. Contemporary
epidemics of HIV among men who have sex with men observed in many
underdeveloped and developing nations is indicative of a systematic intolerance
of this population resulting in a dearth of targeted prevention strategies. While HIV
provides both rich and tragic examples of ways in which limits on social interventions
have driven disease spread, conflict settings too are illustrative of this paradigm. The
failure of the international community to intervene in areas of conflict is inextricably
linked to the continued spread of epidemics among persecuted populations. Even the
most successful public-health interventions fail in conflict settings, generally because
of the inability to access the most at-risk populations. This brief discussion outlines
some key examples of why disparity in global health will never significantly change
unless both the target and focus of policy is shifted from individual to social level
determinants of disease and epidemics.
Commercial sex work dates back to biblical times. The only recorded policy to
date that has ever effectively decreased the prevalence of commercial sex work was
the draconian measures taken by Mao Zedong in China during the 1950s. Fortunately,
similar policies of cultural and economic isolation have not been widely adopted.
Commercial sex work is not generally a desired profession; rather, people are forced
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into it either because of economic hardship or because they are under the threat of
violence. Commercial sex work is associated with significantly higher risks of multiple
acute and chronic infectious diseases. Successful interventions aimed at preventing
the transmission of infectious diseases among commercial sex workers have been
implemented in countries throughout the world; such as the “100% condom
campaign” in Thailand. However, because of the antiprostitution pledge requirement
associated with the US government aid money for combating HIV, any country
accepting these funds would have to terminate such successful programmes. Sadly, it
is difficult to enumerate the increased incidence of HIV because of this requirement.
The countries most in need of this aid money, the underdeveloped nations of the
world, are the ones most gravely affected by this devolution of policy. The denial of
care to this at-risk population is in direct violation of Article 25 of the UNDHR and
should be abandoned if there is to be hope of turning the tide of worsening health
among sex workers globally.
Injection drug use is a major worldwide health challenge; one not bound by
level of development or geographic location of a country or region. As illicit opium
production continues to increase, injection drug use of opiates is also a growing
social burden. While recreational drug use has been occurring since the beginning
of recorded history, epidemics of infectious disease have been documented among
injection drug users since the 19th century. Injection drug users are a population
predominately derived from economically disadvantaged populations or those that
are self-medicating for untreated mental-health issues. The lack of access to clean
needles among these populations puts them at significant risk for parenteral disease
transmission of blood borne viruses secondary to shared use of injection devices.
The evidence for success of needle-exchange programmes, safe injection facilities,
and opioid-analogue therapy in decreasing incidence of infectious disease is well
established. However, these prevention strategies are available only to a very small
minority of injection drug users around the world. Primarily, there are significant
limitations on what types of interventions countries receiving US government aid
money can implement. Furthermore, countries such as those of the former Soviet
Union, where HIV is essentially endemic among injection drug users, have labelled
opioid analogues as illicit drugs. In the absence of policy change, these epidemics
will continue to rage predominantly in the underdeveloped nations of the world with
the misfortune of being located proximal to major drug trafficking routes.
The initial presentation of HIV in many parts of the world was among populations
of men who have sex with men. Globally, governments were initially slow to respond
to a disease that was theorised to be confined to this marginalised population.
HIV epidemics are now re-emerging among populations of men who have sex with
men, a theoretical second wave, in the underdeveloped and developing regions
of the world. Recent studies have demonstrated as high as ten times the baseline
incidence rates of HIV is observed in populations of men who have sex with men in
Senegal; similar numbers have been demonstrated in the Andean region of South
America, in China, and in India. These epidemics are, in part, driven by prejudice
against this at-risk population manifesting in the form of preserved stigma and a
lack of targeted prevention strategies. This denial of care is a human-rights abuse.
Furthermore, ignoring high-risk subsets of the population has never been shown
to be an effective means of preventing the further spread of HIV. Rather, these
marginalised populations of men who have sex with men will only function as a
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reservoir of disease that will continually be bridged into the general population
rendering the combat against HIV futile.
More people died in conflict settings during the 20th century than throughout
recorded history, sadly, the 21st century seems to be outpacing its predecessor.
Notably, much of the morbidity and mortality secondary to contemporary conflicts
presents in the form of increased incidence of infectious disease among persecuted
populations. In these settings, there is a complete failure of the mechanism and
practice of public-health science; children are not vaccinated, populations are
malnourished, and easily treatable conditions are lethal. Due to malnourishment
or illness either in utero or during early development, many of the young survivors
will never reach their full genetic potential, which ultimately decreases their lifetime
productivity. Moreover, these conflicts are most prevalent in the underdeveloped
regions of the world, the same ones already afflicted by a relatively huge burden of
global disease.
The best apparatus for increasing social stability and preventing the abrogation of
human rights in these conflict zones is either by the coordinated action of surrounding
countries or direct intervention of the UN Security Council. In the context of conflict
settings, it is imperative that action be taken to not only mitigate current human
rights abuses, but also to prevent irreparable harm, in the form of an increased
disease burden, to the next generation.
Social determinants of disease are the predominant root cause of presentday global-health disparity. These determinants include economic disparities,
marginalisation of at-risk populations either by the direct denial of care or lack of
infrastructure to provide care, and persecution in conflict settings. While the US
government provides much of the worldwide funding for the prevention and treatment
of HIV, acceptance of these funds by developing countries mandates further isolation
of certain at-risk groups. While the focus in this discussion was on sex workers
and injection drug users, another example would be that of the enforcement of the
US president’s emergency plan for AIDS relief, PEPFAR, which sponsors abstinenceonly prevention initiatives. Such policies also continuously endanger both current
and future generations of youth in sub-Saharan Africa. Public-health interventions,
as all medical interventions, should evolve from peer-reviewed scientific evidence
rather than the political will of the mighty. Regrettably, there is still significant
stigma worldwide associated with being a man who has sex with men. In the
underdeveloped and developing nations of the world, this prejudice has resulted in
a dearth of preventive services targeting this population culminating in a resurgence
of incidence of HIV epidemics among men who have sex with men. Finally, nearly all
public-health initiatives fail in the context of conflict settings; populations are then
doubly afflicted by persecution and an increased burden of neglected disease.
When confronting the 10/90 gap in global health disparity, we must not ignore
social determinants of health that are more influential than just poverty itself. Policy
drivers must be engaged and made to understand that in the face of denial of care,
discrimination, and human-rights abuses, these epidemics will continue to rage.
Importantly, these epidemics will also continue to hinder the increasing productivity
of the underdeveloped and developing nations of the world, ultimately delaying
their emergence into economic independence. As a global society, to effectively
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combat disease and promote health in the developing world, we should mitigate
the economic, political, and social foundations of epidemics before we target the
individual level determinants of these diseases.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

Stefan Baral is a community medicine resident at the University of Toronto currently completing
a Master of Public Health as part of a research fellowship at the Center for Public Health
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his undergraduate degree specialising in immunology and microbiology at McGill University
and then went on to graduate school at McMaster University researching novel molecular
vaccination strategies. Stefan’s medical school training was completed at Queen’s University
with a focus in both international and public health. Since then, he has worked in clinical
settings ranging from innercity methadone clinics in Winnipeg to large tertiary-care institutions
in Kampala.
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40 km from a Taipei hospital I visited as a medical student, winding rural roads
are lined with vinyl-siding shantytowns and scantily-clad “beetlenut girls”. In these
impoverished villages, the only remnants of robust 1970s humanitarian investment
are partially degraded linoleum floors in abandoned housing complexes. The images
are vivid in my mind. To a young optimist, they are constant reminders of what a
modern-day banana republic looks like. To a future doctor, they are ever-present
warnings of how health development—even when it is well-intentioned and wellfunded—can fail.
Idealists are, in some ways, condemned to live amidst their failures. Fittingly, the
world is littered with the remnants of poorly calculated yet nobly conceived health
projects. We inhabit a world where in the outskirts of Kampala, villagers have access
to antiretroviral drugs, but not to treatment for curable diseases like malaria and
tuberculosis. We reluctantly accept that in the Bangkok slums affected by avian flu,
the poorest are granted oseltamivir and vaccines, but not routine medical check-ups.
And we uncomfortably acknowledge that medical supplies preceded drinkable water
in hurricane-torn southeast Asia and the war-ravaged Balkans.
What is harder to accept, though, is the sadly poetic irony of these health
contradictions. Comingling of good intentions and bad planning and of finite
resources and far-reaching problems, have created a backwards approach to
overcoming disease in the least served areas of the world. There is something trite in
critiquing international efforts because they’ve metaphorically put the cart before the
horse. But clichés are overused because they gesture toward the truth, and there is a
humble wisdom in the oft-overused expression. Plaster crumbles without scaffolding
underlying it, band-aids peel off festering abscesses, and efforts to combat disease
in countries without drinkable water, adequate food, accessible shelter, safety from
violence, and personal security will inevitably fail.
We are faced with a uniquely 21st century problem. Despite limited resources,
we have many tools with which to overcome the burdens of ill health: hundreds of
donor governments, thousands of charitable organisations, millions of relief projects,
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billions of scientific and technological findings, and trillions of dollars. Yet this
acknowledgment begs the question: how can we trade dollars for health?
The underlying problem with failed health outreach efforts is that they are built
on weak foundations. They deal with discrete health problems rather than broadbased health systems, disease rather than development, cure rather than prevention.
I am reminded of my father’s hometown in northern India, where it is not uncommon
for a person who is starving to be prescribed an antibiotic to be taken with meals,
and of my mother’s hometown in eastern Africa, where condoms are distributed
though food is not. Outreach endeavours that don’t work stem from the haphazard,
often redundant efforts of many small groups. Moreover, they are often diluted by
paper-shuffling bureaucratic mismanagement, and regrettably, by under-the-table
transactions of corrupt stakeholders.
Unsustainable development is, in some ways, more costly than no development
at all. When a Tanzanian maternal and fetal health centre is underused because there
are no paved roads that connect it to rural villages, we have failed. It is a failure that
is more profound than boxes of undistributed folate and unused exam tables. It is a
failure of the opportunity cost of those resources—the more pressing and sustainable
needs that could have been addressed with those funds, the roads that could have
been built, the bus lines that could have been instituted. It, too, is a failure of global
confidence in our efforts.
Occasionally, unsustainable development efforts are so costly that they
paradoxically increase disease burden. After spending several months in my mother’s
Nairobi hometown, I have crisp mental images of how an 80% solution can exacerbate
a health crisis. I remember the women who silently endured the hot dusty air and the
nauseatingly sweet smell of garbage and rice to wait in line for staduvine and AZT.
But I remember even more the women who left the cue, the ones who sometimes,
but not always, took their antiretroviral therapy. In a society where highly mutable
HIV strain D1 is rampant, humanitarianism indirectly generates multidrug-resistant
strains of HIV and perpetuates a secondary, less treatable HIV epidemic. In these
instances, something is not necessarily better than nothing.
Combating disease must exist in the larger context of combating poverty.
Psychologist Abraham Maslow describes a so-called “hierarchy of human needs” that
I find instructive in conceptualising an approach to global health. His theory diagrams
a four-tiered pyramid of human survival requirements, starting with physiological
needs like water, food, and shelter at the base, followed by safety and security on
the second tier, and ending with love, belonging, and esteem on the third and fourth
tiers. Maslow contends that the lowest-tier of unmet needs take the highest priority
in a human being’s life. That is to say, if a man lacks drinkable water, he will not be
concerned with a civil police system. And if he lacks a job and financial security, he
will not be concerned with civil responsibility.
Maslow’s hierarchy of needs, though intended for individuals, can be applied
to societies with unmet disease burdens. To construct hospitals where there is no
running water is to surrender to a steady stream of patients with childhood diarrhoea.
To distribute condoms where food supplies are short is to perpetuate sex work as
a means for sustenance. To supply vaccines to facilities that lack cold-storage is
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to squander precious resources in a world with few to spare. As philosopher Jiddu
Krishnamurthi once said, “It is no measure of health to be well adjusted to a
profoundly sick society”.
Health building is an extension of society building. I see wisdom in the writings
of Amartya Sen, the Nobel-prize winning economist who argues that economic,
educational, and civil development underpin prosperous societies. Life expectancy is
correlated more strongly with gross national product and per-capita income than with
any measure of health technology, development, or access. And the greatest advances
in human health have been associated with social infrastructure development:
plumbing, roads, sanitation, basic hygiene measures, permanent shelters, education
systems, and routine preventive health care. Simply put, healthy economies produce
healthy individuals.
Perhaps it is my position as a medical student that makes me see global health
through the wide-angle lens and fresh eyes of a newcomer. But my vantage point
at the bottom of medicine’s totem pole offers a reminder of something that is easy
to forget on the climb toward penthouse offices and executive summits: everything
that lasts is built from the ground up. Poised humbly at the foothills of doctorhood
and pondering global health, I am reminded of my first day of anatomy lab. Standing
before a territory as vast as it was complex, naive to its intricacies, I started with a
single vertical incision because it was the simplest thing I could do.
Sustainable health systems are rooted in fairness. Harvard philosopher John Rawls
describes equitable systems as those that raise the bottom up: minimal acceptable
standards for all before best available care for some. A Rawlsian approach begs
difficult questions: in a society with a mean life expectancy of 45 years, is it our
priority to guarantee antiretroviral drugs or adequate food and shelter? In a region
where routine primary health care is an anomaly, should the government acquire
state-of-the-art CT scanners for existing hospitals or construct more health centres?
Gandhi once said that “constant development is the law of life”. Yet faced
with the disease burden of the 21st century, development is only as sustainable
as it is relevant. Programmes that don’t address the basic Maslowian needs of
sick communities will inevitably fail. As such, those grappling with disease must
be the nucleus of relief, around which other efforts revolve. As Johns Hopkins
professor Carl Taylor has argued, no one knows the needs of the ill better than
they themselves. Though the financial backing and expert opinions of international
organizations are essential, their ideal role is advisory. And while the structural
support and legal authority of national governments is imperative, it must
complement grass-roots momentum.
Michaelangelo is rumored to have spent an entire year staring at a slab of
marble before sculpting his David. In its beauty, I see his thought. I see a deliberate,
long-term vision. I see a plan that is gratifying only after years of labour, and I see
a genius that has endured for centuries. I see reasons to delay gratification, to
promote health systems that elegantly, artfully sustain themselves. And I find the
inspiration to erect monuments to life—hospitals, roads, pipes, schools, sustainable
health infrastructures—that will replace and redeem the linoleum-laden remnants of
our failures.
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Humankind has traversed the age of pestilence and famines, which claimed millions
of lives. Memories of the great epidemics of small pox in Africa and Asia and the
plague epidemic still haunt the minds of people who did not even exist when these
were eradicated.
In the early 1980s, New York showed the increase in a rare variety of cancer,
which resulted in the publication of a startling case series. This was followed closely
by a large number of cases of a rare opportunistic lung infection among young
homosexual men. In 1983, a new pandemic came out of nowhere seeming more like
a conspiracy of nature than a giant public-health issue that it has now become. In
1983, the US Health and Human Services Secretary announced at the pinnacle of
optimism “We hope to have a vaccine [against AIDS] ready for testing in about two
years. Yet another terrible disease is about to yield to patience, persistence and
outright genius”.
As experts took cues on the spread of the condition, the epidemic evolved into
one of fear and prejudice worldwide. Since then around 14 million individuals have
lost their lives to AIDS and at present around 36 million individuals globally are
living with HIV/AIDS. Sub-Saharan Africa alone has a burden of around 28 million
HIV infected individuals. This concentration of the epidemic in Africa is making it
distant from the otherwise rapidly globalising world. There is a history of such places,
where the patients with pathologies were isolated. They had different names like
asclepiei, xenodochi, hospices, lazarettos, sanitary cordons, and quarantine stations
but served nearly the same purpose. Sub-Saharan Africa is gradually turning into the
marginalised hospice of the global community.
The story of AIDS begins with ignorance and goes further through denial coming
to a stage where living itself costs an individual more than he or she can afford
to pay. Poverty at a national as well as individual level greatly affects the health
outcomes in societies and more so in individuals with HIV infection. Judge Edwin
Cameron, who is a respectable member of the South African high court and a human-
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rights activist, was nearly dead of HIV/ AIDS in 1990s when a miraculous antiretroviral
therapy combination prolonged his life. Later in his speech at the XIII International
Conference on HIV/ AIDS he said, “ I stand before you because I am able to purchase
health and vigour. I am here because I can afford to pay for life itself.”
Studies have shown that HIV infection rates in young women can be 3–5 times
higher than among young men. Marina Mahathir, President of the Malaysian AIDS
Council, Malaysia stated in an interview that more than 90% women who get AIDS
have had sexual relationship with only one man all their lives—their husbands!
Similarly Meena Seshu of Sangram, India asserts that the vulnerability to AIDS is
determined by gender. Poverty and gender inequalities, in this ailment that knows no
biological or social barriers, stand out as the main hurdles to be bypassed.
In order to control AIDS in such a tangled situation, we need to have a more
pragmatic approach. A major paradigm shift is required in the way we view the
situation at present. We need to move from our purely biological viewpoint to a
more social and cultural approach. Professor Sir Micheal Marmot in this interview
to the WHO bulletin has subtly stated how lack of biological reasons does not
imply lack of reason at all. Under his leadership an international commission
for social determinants of health has been established. It is working in several
countries to reduce inequalities in health. Countries all over the world should take
part in this working with this commission. Brazil has set up its own commission
for social determinants of health. Other countries should take similar initiatives to
incorporate this broader view of the society in disease causation and combining the
socioeconomic and geographical profile of individuals with their biology to deal with
diseases such as AIDS in a better way.
A large number of cases are concentrated among intravenous drug users and
commercial sex workers. In some countries, bans on the commercial sex work and
intravenous drug use lead to decreased access to these vulnerable groups. Whereas,
a nationwide programme of methadone maintenance therapy to help drug users
manage opiate addiction would lower their risk of HIV.
For centuries, commercial sex workers have borne the major burden of sexually
transmitted infections and are blamed for the same too. Around 90 years back, the
daughters of disgrace wrote to President Plutarco Elias Calles of Mexico to describe
the plight of female sexual workers. However, after a century a similar situation still
prevails in many nations. Commercial sex work should be legalised worldwide and
legislations providing the sex workers with the right to insist on use of condoms
should be framed and implemented.
Funding has always been the lag point in proper outreach and management of
AIDS worldwide. Strategies combining profit with philanthropy should be engaged to
increase fund collection. This increases participation even by the common man. This
shifts the focus from so-called charity to righteous money-raising. One such initiative
in the present time is the launching of product RED by singer Bono. It is a for profit
venture which is supported by many big firms worldwide and a percentage of the
profits shall be given to the Global Fund To Fight AIDS, Tuberculosis and Malaria.
Similar ventures in various countries at community, regional and national levels will
help drastically in raising funds to fight HIV/AIDS.
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Moving from combating AIDS to promoting health of individuals susceptible
to HIV/AIDS and suffering from AIDS we look into the various simple means that
can help. Good nutrition plays a pivotal role in promoting and maintaining health
in HIV-positive individuals. According to nutrition infection unit of department of
public health and family medicine of Tufts school of medicine, a healthy diet not
only improves quality of life in the HIV-positive but also helps the body to process
the medication and combat symptoms such as diarrhoea, nausea, and fatigue.
Special feeding centres should be established for HIV-positive individuals to ensure
adequate nutrition.
Perceived and experienced stigma also greatly affect the quality of life of HIVpositive individuals. Vigorous community health-education programmes should
be undertaken and specially concentrated on younger age groups. School health
education programmes should be undertaken on a large scale and focus on HIV/
AIDS. Health-care professionals should be encouraged to improve their behavio4r
towards patients and be more sympathetic. Stigma has to be eliminated from the
medical system before it is eradicated from the society to improve the plight of
patients with AIDS.
In the past, numerous epidemics and natural disasters have established the
fact that man is just a tiny speck on the face of earth. Hence it is essential that we
stand together to face up with this rising wave of AIDS and strategically control the
outcome before it is too late. Measures need to be implemented at a community level
with global cooperation.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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LET US PROTECT THE CHILDREN,
NOT THE POLICIES!
UNPLANNED OBSERVATIONS ARE ESSENTIAL FOR
IMPROVING CURRENT POLICIES

Ane B Fisker
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Millions of children die each year from causes that are either preventable or treatable.
The vast majority of these deaths occur in low-income countries. Existing health
intervention policies aim at reducing the number of deaths by simple low-cost
measures, for example, routine vaccinations and vitamin-A supplementation. A good
policy saves lives. It should also be simple, to provide guidelines that facilitate rapid
classifications into two categories: eligible and not eligible. It should not require
highly technical equipment and it should be generally acceptable to the population,
avoiding culturally unacceptable practices. Even if these criteria are fulfilled, policies
are not implemented universally, and even if there was political will to put more effort
into implementing the policies everywhere, not all are likely to benefit tomorrow.
I will argue that we might save even more lives with the existing means if we are
willing to learn from our observations.
Often in public-health research, when a new health intervention is evaluated,
the focus is on the groups benefiting from the intervention, while little attention is
paid to the other situations in which the intervention does not work. This has led to
simple policies for those who benefited in the initial trials. Potentially, if the policy
is modified, there may be even greater benefits. If we knew not only for whom the
intervention works and for whom it does not work but also why, we could design
the optimal policy and save far more children’s lives. But attaining this knowledge
requires a focus on inconsistencies between what we think we know and expect to
see, and what we observe. Hence, it is crucial to report all situations in which an
intervention did not yield the expected mortality-reducing results.
A change of policy requires certainty that a new policy provides a greater advantage
than the existing one. Widely agreed upon, randomised trials are the best way to
compare policies. But once a policy is established, we face a situation in which we may
deprive some children of a known benefit by undertaking a randomised trial in search
of a greater benefit. Hence, observed results pointing towards other than the expected
effects are difficult to pursue in randomised trials. Collectively, these unexpected
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observations may have great importance. If they provide evidence for a greater benefit
by a modified policy they can justify a randomised study comparing the modified
and current policy. Still, these observations are often ignored; they may have been
unplanned, i.e. not stated in the research protocol, they do not fit with our perception
of how the intervention works - and they sure are difficult to get published!
A policy that may hold the potential for improvement is the vaccination programme.
Current WHO recommendations for low-income countries include: BCG vaccination at
birth, three diphtheria–tetanus–pertussis and oral polio vaccinations at ages 6, 10,
and 14 weeks, and measles vaccine at age 9 months of age. These vaccines were
originally tested in settings different from the low-income settings in which we
use them today. In some settings, we may no longer observe a large reduction in
mortality because of herd immunity to the disease. As the effect due to prevention
of the targeted disease becomes smaller, other effects of the vaccine become visible.
There is increasing evidence that the recommended vaccines have non-targeted
effects—ie, effects that cannot be explained by prevention of the targeted disease.
The non-targeted effects of the routine vaccines have been observed to differ in
magnitude, direction, and by sex. Therefore the current vaccination strategy, though
effective in prevention of the targeted diseases, might not be optimal.
An example is the diphtheria–tetanus–pertussis vaccine, which has a much less
beneficial effect on survival of girls than could be expected. Conversely BCG and
measles vaccines have been associated with reductions in mortality, unaccounted for
by the prevention of tuberculosis and measles infection. Consequently, altering the
interval between vaccines (eg, minimising the exposure to diphtheria–tetanus–pertussis
vaccine by providing an early measles vaccine shortly after) may have a mortalityreducing effect greater than the current policy. Furthermore, the same vaccination
schedule may not be optimal for boys and girls. However, these observations were not
based on randomised trials and have been discredited for this reason.
Retrospectively, more evidence in favour of the importance of non-targeted effects
of vaccines can be found. In 1992, the high-titre measles vaccine was withdrawn as it
was associated with a two-fold higher female mortality compared with the standard
measles vaccine. No explanation of why this vaccine increased mortality was found;
the protection against measles was as good as the standard vaccine, and furthermore
it could be given at 6 months instead of 9 months of age, protecting children against
measles infection earlier. With the removal of the vaccine, the problem was eliminated
and people lost interest in the topic.
Recently, a possible explanation was found: earlier measles vaccination caused
many children to have diphtheria–tetanus–pertussis after measles vaccination, and
hence diphtheria–tetanus–pertussis may have caused the observed difference in
mortality. Though there is still no consensus, it illustrates the point that, if we
are fortunate, an intervention that does not work as intended will be abandoned,
but little effort is made to examine why. Asking why and seeking an answer
would provide an opportunity to become wiser and in the end improve the
vaccination policy.
Similarly, vitamin-A supplements have been tested by providing high-doses to
preschool children. A marked reduction in mortality is observed if given to children
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after 6 months of age, but not between 1–5 months. The policy has therefore been
to provide supplements after 6 months of age. However, vitamin-A deficiency does
not start at 6 months of age. Additionally the effect of supplements on treatment or
prevention of infections varies with the disease and population. The effect of vitaminA supplements may therefore not be limited to treatment of deficiency.
To use scarce resources more economically and reach as many children as possible,
WHO has recommended administration of vitamin-A supplements at vaccination
contacts. Few and small studies of this have been undertaken; overall there seem
to be no acute, negative side effects, and seroconversions to the vaccine seem
unaffected. However, the effect of such a policy on mortality has not been studied.
This is highly problematic; vitamin-A supplementation has a profound effect on the
immune system, and routine vaccinations may have non-targeted effects. Thus, the
two interventions, put together for practical reasons, may interact. As long as the
policy is not implemented widely, we may still have the opportunity to test whether
supplementation is actually beneficial with any vaccine given after 6 months of age
or whether a different strategy is better. Have we learned from past experience? I
hope we will be more alert, make observations, and take all of them—including the
unplanned ones—into account when evaluating this policy.
Questioning a current policy is dangerous; it still takes a large effort for
policymakers to implement the current health intervention policies worldwide.
Any finding that questions whether the accepted policy is (still) the best solution
may make this implementation harder. But this is not sufficient cause to dismiss
unexpected findings. The effect of current policies on overall mortality has seldom
been tested in randomised studies; thus contradictory observations may be made,
but the nature of policy holds an inherent difficulty in questioning the effect.
Not all unexpected observations need to have a causal relationship, but some
could and might therefore have an enormous importance; merely discarding
such observations as unplanned is too easy and severely limits the generation of
new knowledge.
Should the strength of the health-science community not be that we share the
observations we make, especially those that contradict what we thought we knew? If
all scientific papers contained a paragraph describing the unplanned or contradictory
observations, the generation of new hypotheses would be greatly facilitated. Only
after generating hypotheses can we test them in a study, get closer to reality, and
perhaps see our initial assumptions contradicted. Hence, it makes little sense not
to consider an observation only because it was not written in the initial research
protocol. By limiting ourselves to planned observations we waste both time and
energy. Current policies have been tested in settings different from the ones in which
they are used today, and many have not been evaluated in terms of mortality. They
may not be beneficial to all!
None of us have all the answers, but we all have not only the right but also
the obligation to ask the questions. Questions that may save lives! Valuable lives
that—quoting WHO’s World Health Report, 2005—deserve to count and to be
counted! Disregarding observations merely because they were not part of our
original research question, because they raise new questions that we cannot answer,
or because they raise doubt about a current policy, would be unethical. Therefore
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an increased focus on inconsistencies and unexpected findings is warranted. We
should protect the children by implementing good policies; we should not protect
the policy for its own sake.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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“Dead, your Majesty. Dead, my lords and gentlemen. Dead, right reverends and wrong
reverends of every order. Dead, men and women, born with heavenly compassion in
your hearts. And dying thus around us, every day.”1
Such is the commentary of Charles Dickens, in his novel Bleak House, on the tragic
death of Jo, presumably from tuberculosis. Jo was an orphan boy who eked out a
meagre existence among the squalid city streets of Victorian London. Dickens used the
story of Jo to draw attention to the plight of England’s diseased and forsaken poor.
Now, over 150 years after Bleak House was published, rich countries have
significantly reduced among their people the prevalence of diseases that once left
only devastation, such as malaria and tuberculosis. They stopped short, however,
of ensuring that the same benefits were extended to poor countries. Today, as
developed countries focus research and development capacities on profitable drug
markets, millions of people are suffering from a host of pandemic and crippling
diseases because the afflicted populations are the voiceless, moneyless poor.
Economies stagnate, life expectancies plummet, and poverty’s stranglehold tightens
among the diseased who have been forgotten by developed countries.
The problem is simple. Conditions that are targeted by newly approved drugs
include acne, smoking cessation, and heartburn.2 The common denominator among
these conditions is that they are prevalent in developed countries. In other words,
there exists a pharmaceutical market for these ailments, and research for these and
similar “lifestyle” conditions is robust and ongoing. In fact, about 90% of health
research resources go to conditions representing only 10% of the global health
burden.3 The 10/90 gap represents today’s world health tragedy.
The sad truth is that the diseases responsible for most of the world’s sickness
and death are effectively ignored by those who have the resources to combat them.
These neglected diseases (tuberculosis, malaria, leishmaniasis, Chagas disease, and
others), though together they are responsible for millions of deaths each year, are
not given significant attention by the resources of developed countries because they
do not represent a profitable return on investments. Therefore, existing treatments
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for the neglected diseases are often decades old and come with a host of nasty sideeffects or other drawbacks. Between 1975 and 2004, only 21 drugs were marketed for
neglected diseases, including malaria and tuberculosis. During the same time, 1556
drugs were approved for other conditions.4
Addressing the neglected disease crisis is long overdue. We have the technology,
the resources, and the humanitarian mandate to abolish this shameful divide between
the wealthy and the poor. I highlight three steps that could be taken in the immediate
future to begin to reverse the discrepancies in global health: (1) increase awareness,
(2) enlist compassionate scientists and policymakers, and (3) provide incentives for
research and development in the neglected diseases.
Perhaps much of the problem stems from the ignorance of the developed world. It
took 2 years of graduate school in a health-related discipline before I became aware
of the disparities in global health. For most of us, like Bill Gates, the realisation of
the dilemma came as a shock:
I first learned about these tragic health inequities some years ago when I was
reading an article about diseases in developing countries. It showed that more than
half a million children die every year from rotavirus. I thought, “rotavirus? I’ve never
even heard of it. How could I never have heard of something that kills half a million
children every year!?”5
Encouragingly, some organisations are doing much to increase awareness. In
the USA, the ONE campaign has increased visibility of world poverty and disease
by issuing millions of white wristbands, producing commercials with outspoken
celebrities, and mobilising the public to contact their government representatives.6
The Public Broadcasting Service and National Public Radio have teamed up to
produce Rx for Survival, a series of documentary stories on global health problems
and successes.7,8 The New York Times and The Washington Post, among other major
news sources, have recently produced reports on the neglected disease crisis.9,10
But there is still much to do. A problem of this magnitude could and should be
continually discussed among family and friends, in university and high school classes,
in church congregations, and in government bodies. Television, radio, and internet
news outlets should do more to broadcast global health news and stories. Is there
any other theme that affects the world on such a large scale in terms of human life?
It is especially disappointing that some of the brightest problem solvers,
engineers, and scientists, are often oblivious to this crisis. More study programmes
should be modified such that science, engineering, and medical students are strongly
encouraged to spend time abroad in developing countries in order to observe their
difficulties firsthand.11,12 Furthermore, curriculums should be adapted to include
classes, or at least regular discussions, of world-health issues.
Despite the lack of public awareness, compassionate scientists, policymakers, and
private donors have realised the problem and collaborated for creative solutions.
The Institute of One World Health is a nonprofit pharmaceutical company that
takes promising undeveloped compounds from university or pharmaceutical labs
and provides the expertise to get them to market.13 Pharmaceutical companies
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GlaxoSmithKline and Novartis have established tropical-disease research institutes.14,15
BIO Ventures for Global Health acts as a clearinghouse of research and market
information, facilitating biotechnology solutions to world-health problems.16
While many academic research labs are contributing significantly to global-health
research, many more could join the ranks. More socially conscious professors should
take advantage of their research autonomy and direct efforts towards questions
related to global health. Of course, this doesn’t mean that they have to convert to
infectious disease microbiologists. There is plenty of room for all types of chemists,
biologists, and engineers in neglected-disease-related research and technology. For
example, engineers are needed to help devise means of needle-free and refrigerationfree vaccines and appropriate diagnostic instruments.17
The scientific community should initiate more journals that print studies focused
on neglected-disease research, drug and diagnostic development, and unmet medical
needs. Detailed scientific backgrounds of the neglected diseases should be concisely
compiled and made freely available, following the example of the Global Alliance
for TB Drug Development.18 Recent graduates and young professionals should
demonstrate their social responsibility by migrating toward companies that have a
neglected disease component. This will encourage other corporations to establish
similar programs in order to attract top talent.
While scientists are making progress in research and development, the major
obstacle is lack of funding. Some private donors are seeking to change that. Leading
the global health benefactors is the Bill and Melinda Gates Foundation, which has
kick-started a revolution in global health. At $6 billion to date,19 the Gates Foundation
contributions outshine even government expenditures. Other private donors have
also contributed. But global health must not be based on private donations alone.
Government money is needed to ensure continued and expanded efforts. The recently
initiated projects in new drugs for neglected diseases will need major contributions
in order to be carried through the various clinical trials.10
Citizens must hold their governments responsible for this funding. Representatives
must be willing to make the case for neglected disease research. Besides allocating
funding, governments can put in place other incentives to encourage neglected
disease innovation. For example, one proposal seeks to reward drug companies
who produce a neglected disease product with a voucher to file a profitable drug
into the fast-track FDA regulatory path, providing an incentive worth at least
$300 million.20
Another idea, described in a bill currently in the US Senate, calls for drug
companies to receive patent extensions on blockbuster lifestyle drugs in return for
development of neglected disease drugs.21
In the meantime, small biotechnology companies may find that market returns
for some products, even in the developing world, will be sufficient.22 Large
pharmaceutical corporations operating on the no-profit/no-loss model can contribute
significant expertise and resources while losing nothing in profits and gaining much
in public esteem as well as general infectious disease knowledge, which can be
applied to more profitable markets.22
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Today, we could add to Dickens’ lines in order to call attention to the modern
players in the field of neglected disease: “Dead, news editors and reporters.
Dead, scientists and engineers. Dead, policymakers and financial donors. Dead,
compassionate people of the rich world…”
The current framework for world health has become a modern Bleak House
that needs the attention, compassion, and commitment of the rich world. We need
publicity, research, and financial incentives if we are to stop the poor from “dying
thus around us, every day” from neglected diseases while we spend our resources
on lifestyle drugs.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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FINDING JUST CAUSE
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“Happy the person who has been able to learn the causes of things.”
Virgil, Georgics

Happy is the clinician who describes a novel aetiology; and happy is the
epidemiologist whose causal pathway emerges clear of confounding. We dedicate
our careers to identifying and elucidating the determinants of disease. We propose
theories and test hypotheses, arguing over the causal inferences we can extrapolate.
Our debates run the gamut from the abstract to the applied, from the metaphysical
to the methodological.
With his delivery of the fourth Wade Hampton Frost Lecture at the annual meeting
of the American Public Health Association (APHA) in 1975, John Cassel shifted the
frame of those debates. The Johannesburg-born Cassel’s speech was a tour de
force, crowning a public health career that would end less than a year later with his
untimely death. Reaching the climax of his talk, Cassel criticised the current dominant
approach to health research, emphasised the role of the social, and observed that
“throughout all history, disease, with rare exceptions, has not been prevented by
finding and treating sick individuals, but by modifying those environmental factors
facilitating its occurrence...”. These ideas—which paradoxically seem at once
conventional and controversial—have remained both relevant and refractory since
Cassel first presented them.
20 years later, Bruce Link and Jo Phelan attempted their own frame shift with
Social Conditions as Fundamental Causes of Disease. Explicitly invoking Cassel in their
conceptual framework, Link and Phelan argued, “Even an ‘effective’ intervention that
addresses [an] identified risk factor will, in the long run, fail to eliminate the effect of
a fundamental social condition”. Since that paper’s publication, more articles on the
social determinants of disease have appeared in more journals than in perhaps any
other period in the history of health research. Yet many of the foremost researchers
still disagree profoundly on whether “social” or “fundamental” factors such as race,
gender, or class can, in fact, be considered as legitimate causes of disease.
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In medical research we compose polemics on decomposition; we are at odds over
odds ratios. These disagreements have by no means been fruitless. We have made
strides in statistical techniques, adding sophisticated instruments (multilevel models,
path analysis) to our research toolkits. The future promises even greater advances, as
researchers incorporate the power of complexity (or “chaos”) theory and its psychedelic
lexicon of butterfly effects and strange attractors. Here too, however, we must ponder
what progress such recent advances in statistical theory truly represent.
Ironically, we appear to have taken 30 years of critiques by Cassel, Link, Phelan,
and others to our methodological hearts, while failing to recognise that their points
were not, at heart, about methods. In reducing such critiques to questions of how
and whether to render race, class, or gender into causal variables in various flavours
of regression, we have missed an essential point: namely, that we frequently do not
know what we really mean by race, class, or gender.
The arguments advanced by Cassel and his colleagues hold that, however hard
you push on an individual risk factor, if you have ignored the broader determinants
that elevated it to prominence, you will simply recreate the valleys and peaks of the
causal geography—with different factors lifted to importance in place of the old,
while the underlying tectonics remain unchanged.
Similarly, then, we must clearly examine our more recent work. In developing new
methods to deal with old conceptual problems, have we merely poured the philosophy
of “classical” epidemiology into new bottles labelled “social determinants”? By
pushing on the methodological challenges that confront keener understanding
of fundamental social causes of disease, are we ignoring critical ontological and
epistemological issues?
We have had evidence that HIV causes AIDS since the early 1980s. Since the early
1990s, we have also had evidence that social conditions are causally linked to AIDS. In
light of this evidence, the international response to HIV/AIDS has been stark. Billions
of dollars have been earmarked for prevention and treatment initiatives based on
individual behaviour change, counselling, and testing, and treatment with anti-HIV
pharmaceuticals. Yet, with rare exceptions, these efforts boil down to “prevent[ion]
by finding and treating sick individuals”—with the scope of the “sick” expanded to
those whose individual behaviours are considered deviant or pathological. Those
who question what has become AIDS “orthodoxy” are also labelled deviant (or
worse) and accused of politicising health.
This is not to deny that HIV causes AIDS, nor to argue that ABC (abstain, be
faithful, condomis), voluntary counselling and testing, and highly active antiretroviral
therapy are not all well intentioned and even desperately needed. It is, however, to
protest the epidemiologic reductionism that characterises so much of current AIDS
research, as well as health research in general. It is to claim that by engaging in the
linear, billiards table, cause-and-effect thinking that comes most easily, we encourage
the overly simplistic views that coax leaders, governments, and nongovernmental
organisations into confusion and catastrophe.
Most of all, however, it is to insist that health has never, in fact, been anything
but political. It is to insist that Rudolf Virchow was definitively correct when he wrote,
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in 1848, that “medicine is a social science, and politics nothing but medicine on a
grand scale”.
Given many health researchers’ insistence that science and scientists must remain
“objective”, and that our best weapon is our “apolitical” data, it is little wonder that
improving our capacity to tease causal inference about disease from our expanding
statistical webs is viewed as an effective remedy for our conceptual ills. In accepting
this view, however, we ignore the ghosts of public health history, including that of
John Cassel.
If we trace the roots of Cassel’s work, we will find them planted deep in South
African soil. There, in Pholela, in the 1940s, Cassel’s mentors Sidney and Emily
Kark pioneered community-oriented primary care, a broad-based, multidisciplinary
approach to the health of populations that depended upon the epidemiological, but
did not privilege or compartmentalise it.
The Karks’ initiative was seated in the health sector, but drew broadly from the
full range of social sciences, including critical works by Engels and, notably, Virchow.
Cassel continued this tradition after assuming the position of medical officer incharge of the Pholela health centre in 1947. He held the post until the rise of the
National Party (which would implement apartheid) forced him, like the Karks, to leave
for the USA despite—and, perhaps more importantly, because of—their successes in
promoting health in the most marginalised South African populations. There are few
starker examples of just how political health research can be.
Cassel’s subsequent career as an epidemiologist won him international acclaim
and, no doubt, the honour of delivering the Wade Hampton Frost Lecture before the
APHA convention in 1975. For all his methodological and conceptual advances in
aetiology, however, it does Cassel great injustice to reduce his life’s work to those
accomplishments. Cassel, like the Karks, had a greater vision; the portrait of health
they envisioned was painted from a larger palette. They identified not only the need
to rectify inequalities in disease, but also the necessity of conceiving health directly
in social and political terms. Their scope transcended pathology. They dedicated
themselves to the promotion of the health of social and political bodies, as well as
of individuals.
Today, community-oriented primary care is too often relegated to the ranks of
methodology, cited for its impact on morbidity and mortality but rarely recognised
for its truly revolutionary potential. (The National Party showed no such myopia). The
health inequalities that community-oriented primary care sought to remedy still exist,
however, in South Africa and across the globe. In seeking to close those gaps, health
researchers continually call for more funds and better technology in order to identify
and fight the causes of disease. These are necessary elements of improved health
and development outcomes, to be sure. They are, however, insufficient for—and, as
a monomania, even inimical to—improving overall wellbeing. And overall wellbeing,
“not merely the absence of disease and infirmity”, is, after all, the ultimate goal of
health research.
30 years after Cassel’s speech, health researchers continue to look past critical
lessons in our history. In order to successfully advance health over the next 30 years,
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we must move beyond our assumptions of core disciplines. Cassel and the Karks
represent the roots of this movement, and also a way forward. We must branch out,
spanning new disciplines and opening new avenues for theorising and debate. We
must incorporate social sciences beyond epidemiology in order to forward initiatives
(like community-oriented primary care) that not only redress the causes of disease,
but also contribute to the healthy functioning of social and political organisations.
These efforts will pave the way toward a world in which health equality is a realistic
goal, rather than a rhetorical gambit. They will lead us to a cause that is worth being
consumed by: justice and fairness in global health and development.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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WHY DIPLOMACY IS A HINDRANCE
TO PUBLIC-HEALTH INSTITUTIONS

Sonali E Johnson
Technical officer, Family and Community Health, Gender, Women and Health,
World Health Organization, Geneva

During a recent meeting, a colleague remarked to me that we were unable to speak
freely and honestly because of the proverbial “elephant in the room”. Thinking
more about this saying (the meaning roughly translated as “here is a very large,
uncomfortable issue that everyone acknowledges but will not directly address”) it
became very clear to me that this elephant has been attending the vast majority of
international public health meetings, particularly in the last few years and most often
those related to HIV/AIDS.
That elephant is diplomacy.
Diplomacy. The very word sounds innocuous and neutral. In reality, however,
diplomacy is far from neutral because it is most often derived from politics, and more
importantly, political agendas. Diplomacy is also far more difficult to address than
overt political positions as it is more covert and subtle. Strong political stances are
more obvious, more readily accepted, challenged or debated. Diplomatic stances, on
the other hand, can include silence, compromise and lip service—all of which are
very damaging to solving crucial public health issues.
In combating the HIV/AIDS epidemic, diplomacy continually emerges as one of
the biggest stumbling blocks. Despite an increasing body of evidence demonstrating
that abstinence focused programmes are not effective in preventing HIV transmission,
they continue to be promoted and funded. The equation of condom use with sexual
promiscuity by conservative forces has contributed to the harmful association of
negative and unacceptable social and sexual behaviour with condoms. International
public-health diplomacy around issues, such as condom promotion, has meant that
effective prevention messages on interventions known to limit the transmission of
HIV have become diluted and has diverted attention from the critical issue of how to
ensure access to and use of condoms by both women and men. Diplomacy around
socially sensitive issues, such as men who have sex with men and intravenous drug
use, has also translated into the dearth of HIV/AIDS services for populations that are
at high risk of HIV infection.
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In the area of maternal mortality, despite the impact of unsafe abortion on
maternal mortality levels, abortion services and even family planning have become
dangerous areas to address for organisations that hope to continue to receive a
steady stream of funding. Faced with tough choices about whether and how to
respond to critical yet sensitive public-health issues versus financial viability, many
organisations have been compelled to sustain the latter and adopt “diplomatic”
positions. Typically these acknowledge the problem of unsafe abortion but offer little
in the way of actionable strategies that can effectively reduce these avoidable deaths.
While women and girls continue to die in backyard abortions and have little or no
access to family planning, diplomacy around the core issues is doing little to help.
Worryingly, the critical consensus achieved in reproductive health at the International
Conference on Population and Development in 1994 appears to be eroding, as
evidenced by the gradual but notable disappearance of reproductive rights language
from public-health policies and programmes.
In addition to its inaction on key public health issues, diplomacy also leads to
false or superficial coalition building. For example, despite principles such as GIPA
(Greater participation of people living with HIV and AIDS), the active and meaningful
involvement of people living with HIV and AIDS in the design, implementation and
monitoring of HIV/AIDS policy and programmes has been minimal. Diplomacy around
the importance of multi stakeholder processes to the development of HIV/AIDS policy
has meant that people living with HIV/AIDS are increasingly invited and welcomed
to meetings, particularly at international level, but too often their presence and
participation is tokenistic. When attending HIV/AIDS meetings, just ask young people
representing their peers whether, beyond the smiles and words of encouragement
they receive, their participation has led to any real change in policy and practice,
especially for the issues that affect them the most.
The current preoccupation with diplomacy in key public-health debates is
without a doubt a reflection of the current political climate but is also broader than
geopolitical positions. Diplomacy also arises from a desire to please everybody,
to find middle ground and, in doing so, give equal weight to all points of view. In
an ideal world, this would lead to balanced decision-making and buy in from all
interested parties. In practice, however, it is difficult to know where diplomacy would
be most useful and how it should be employed. Therefore, unnecessarily diplomatic
positions are regularly adopted that give equal weight to all points of view regardless
of merit. In this way, crucial issues become minimised or sidelined. Diplomacy is often
considered the true marker of sensitivity towards a variety of different views that are
often at odds with each other. However, it is possible to be sensitive to different and
opposing points of view without being overly or unnecessarily diplomatic.
To more effectively combat disease and promote health, diplomacy is not the
answer. It is much better to be political. Public health touches on all kinds of issues
that relate to sensitive areas, such as sex, sexuality, rights, traditional practices,
social inequalities, the status of women, and so on. Even where overt political
positions emerge and clash, this is preferable to the predominance of diplomacy
because the discussions are more frank, honest, and true to global realities. They
can also be thrashed out on open ground rather than behind the screen of carefully
chosen words. Achieving the Millennium Development Goals requires bold moves and
decisions that are grounded in evidence and experience, rather than those dictated
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by the desire to please interest groups who are usually not the recipients of much
needed health services and care. There have already been clear instances where
non-diplomatic, political stances on sensitive public-health issues have led to real
change. For example, the recent shift in position of the Vatican towards condoms is
not a triumph of diplomacy but is as much a victory of those advocates who were
determined in their approach and the strength of their arguments. Similarly, the nondiplomatic behaviour by some countries in order to ensure access to generic drugs
has resulted in the provision of treatment to millions of people who would otherwise
not have been able to access life-saving HIV/AIDS antiretroviral therapy. UN agencies,
learning by experience that years of diplomacy around issues such as access to
affordable medicines have not resulted in tangible outcomes, are increasingly
adopting more forceful strategies. The 3-by-5 initiative, for example, was an openly
ambitious attempt to accelerate access to HIV/AIDS treatment. Although it did not
meet its targets, the initiative pushed the issue of universal access to the forefront of
discussions around global HIV/AIDS policies and has helped strengthen capacity to
provide HIV/AIDS treatment and care in a number of countries.
However, the difficulty experienced by staff working within UN agencies and
many large international non-governmental organisations remains that privately held
opinions and concerns related to the nature and direction of public-health policy
too often give way to those of the “establishment”. Diplomacy is almost always the
preferred path of establishments as it is the path of least resistance—whether this
resistance is real or imagined. For many agency workers, the resultant feelings of
powerlessness to effect real change within health institutions and more effectively
address the needs of populations can be demotivating and disempowering. However,
it is only by adopting a more honest and less diplomatic approach in our daily work
that we can better engage with the health priorities at hand. If we even begin to
speak more honestly with our colleagues on the record’, the elephant can get up and
leave the room and we can breathe a long and overdue sigh of relief.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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“Every man is guilty of the good things he did not do.”
Voltaire

Science has taken our knowledge of health to unprecedented heights and the
expectation is that this knowledge will simply continue to expand. This new
knowledge has contributed to the improvement of the population’s health in all kinds
of ways, and there are high hopes for future developments. However, we should not
allow ourselves to be guided by success stories alone, when we should also be asking
ourselves whether the research system has delivered what it is capable of delivering.
Science’s real achievement is the staggering volume of publications replete with
new findings that can be found in journals, on the internet, in databases, and in
libraries. This knowledge stockpile is managed by private organisations that provide
access to paying customers. Subscription costs and long-term patents deny access
to this knowledge stockpile to a large part of the world.
Nevertheless, scientists are eagerly lining up to unload the final product of their
research onto this stockpile. In return, they receive recognition from the scientific
community, fodder for their resumes, citation scores, and a new research budget.
Only a small number of researchers concern themselves with what happens with this
knowledge once it is published. Time and time again, they see that the research is not
geared to the needs of the policy field and they discover just how little contact there is
between researchers and policymakers. They see that results simply end up circulating
in academic circles, in a language only understandable to scientists. Policymakers are ill
equipped to digest this new knowledge and convert it into policy. Even in the instances
promising research findings are converted into new health-care policy, putting this
knowledge into practice turns out to be rather problematic. The consequence of this
is that even in the wealthiest countries with highly-developed health-care systems the
potential health gains from the new findings are not utilised. In the rare cases that they
are, this occurs after a considerable amount of time has passed.
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This problem has been acknowledged for decades, and various initiatives have
been forwarded to utilise new knowledge more effectively. Progress in this area,
however, has been minimum.
The primary reason for this is that in our society science, policymaking, and
the provision of health care are separate entities. These three fields function
independently, and operate using inwardly oriented systems. Remarkable advances
are being made within each field, but as a whole this system allows too many
opportunities to slip away unused.
This system’s blueprint is currently being used as a guiding principle for
establishing and reinforcing the research framework in developing and transition
countries. Despite the fact that their lack of resources offer them almost no access to
the knowledge stockpile, these countries enthusiastically set to the task of building
up their research system after the model of developed countries. Research must
be carried out and the findings need to be added in the knowledge stockpile. The
question as to whether the example being followed is the best course of action is
not being asked.
Is there not a more efficient way to harness scientific research for the purpose
of improving the health of the population? Instead of publishing new knowledge,
shouldn’t we focus on the impact this new knowledge will have on the health of
the population?
Impact entails all of the eventual effects, positive and negative, intended and
unintended, that a particular activity will have on individuals, institutions and society
at large. In determining the impact a study might have, the following question is
key. What would be the difference with the current situation if this study would not
be conducted?
Scientists always provide the same answer for this question. “Then we wouldn’t
know what we do now.” Who, actually, has been enlightened? What has been done
with the findings and has the new knowledge been put to use in such a way that
the population’s health has benefited? If we take a look at scientific research from
the perspective of the impact concept, it is not especially important who is first
across the finish line in publishing the new knowledge. This certainly holds true
when other research teams are in the race to figure out the exact same problem.
It was a breakthrough when Watson and Crick discovered the structure of DNA, but
weren’t there various other teams working on the same problem and wouldn’t it have
been just a short matter of time before they came up with exactly the same results?
What would be the difference with the current situation if they had not conducted
their research?
A few years ago, a researcher in Ghana showed that meal provision and refunds
for transport costs served to significantly improve therapy adherence among patients
with tuberculosis in the region. This researcher also happened to be a doctor in
the region and head of tuberculosis control operations. He applied the findings
from his research directly, and thus improved the health of many patients in the
region. What would be the difference with the current situation if this study had not
been conducted?
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By using the impact concept as a point of departure for evaluating research, much
more emphasis is put on the ultimate goal: improving the health of the population.
What can be done to increase the impact of scientific research? Various strategies
have been developed over the past decades to increase the use of scientific research.
All kinds of efforts are being undertaken to ensure that research is better geared to
the needs of the policy field.
Research priorities are being arrived at jointly, advisory bodies are being assigned
to research groups and scientists are being trained in making recommendations.
Policymakers and care providers are being taught to absorb new knowledge and
translate it into daily practice. Yet in spite of these initiatives, the actual impact
of research remains limited and a great deal of potential health gains remains
unexploited. A major reason for this is that, in the current system, no one is
responsible for making sure that new knowledge is applied. In the complex policy
field of health care, all kinds of disparate—and often conflicting—interests are
represented. Religious political parties, for instance, oppose the use of condoms in
AIDS prevention, pharmaceutical industries want to sell the medicine that nets them
the most profit, and local trade unions are primarily focused on protecting the jobs
of nurses. Still, at the end of the day there is no one who stands up for the new
research results that will ultimately provide the best treatment for the patient. Just
how many potential health gains are stymied because of this?
The only ones who truly grasp the meaning of the research results are the
scientists that produced them. They must therefore be the ones to promote the
use of this new knowledge by creating awareness, encouraging free access to a
knowledge reservoir, and speaking out when new findings are not being used to
achieve the health gains they are capable of. Awareness will drive improvement, if for
nothing else by exposing the healthcare applications that are lacking.
In reality, many scientists are quite hesitant about taking such a stance. They
want the results of their research to be put to good use, but they maintain that their
responsibility is limited to the publishing of sound new findings. But if we want to
use science to improve the health of the population, publishing is simply not enough.
We must heighten the amount of attention paid to the impact of research.
It is therefore necessary to develop a method whereby this impact can be
objectively determined. This will not be an easy task, since impact can take on
various forms and research results can be used in many different ways. Moreover, the
impact of research can only take centre stage if we find a method to measure it. The
entire system of incentives that is now focused on publishing should be adjusted to
encourage scientists to make an impact with their research.
The chance that research will have an impact is greater when research focuses on
an area where little research is being done. Accordingly, more focus on the impact of
research should also help to reduce the 10/90 gap.
In many developing countries, the research system is currently going through a
phase of development and expansion. This provides us with the chance to create a
better research system that places more emphasis on the impact of the research and
not just on the publishing of it. Such a system must include a method to measure
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the impact and incentives to turn research into action. This will encourage scientists
to improve the access to and awareness of the new knowledge they created. If we
focus on impact, we will be able to put the full potential of scientific research to use
in improving the health of the population.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

Maarten Kok studied physical therapy and psychology in Amsterdam, the Netherlands. He
decided to study both Public Health and Public Administration to generate new knowledge and
understand how to translate it into new policies and better health care. A research project in
Western Africa led to the opportunity to do a PhD on strategies that aim to enhance the impact
of health research on health policy, health care, and ultimately the health of the population.
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THE GLOBALISATION OF HEALTH TRAINING

Srinivas Murthy
Resident, Paediatrics, Children’s Hospital Boston, USA

The social order of our planet is changing. The global age is fully upon us, a point
on which one will find little debate. For the vast majority of the planet, every aspect
of day-to-day life is affected by policies and decisions made around the world. From
the prices of coffee and oil, to patent laws, to the discovery of new technologies, one
hand will henceforth always know what the other is doing.
The full ramifications of globalisation, crystallised during the 1999 World
Trade Organization protests in Seattle and brought to the forefront at every major
international meeting since, are protean. Yes, the benefits to all can be tremendous,
but so are the dangers if certain practices continue unabated. As money, ideas,
people, and t-shirts travel across borders, maintaining a cautious eye upon the
endpoint, for the rich and especially for the poor, is tremendously prudent.
Globalisation of our increasingly small planet has also allowed medicine to
effectively increase its scale, transmitting its ideas across borders and continents in
an unprecedented fashion. Technology transfer has been commonplace for centuries,
but the unadulterated glut of information exchange over the past 20 years is a boon
unlike anything the planet has seen before. Maintaining these open lines of discourse
is imperative, and any limitation whatsoever upon a free and fair sharing of ideas will
be counter-productive. Commensurate with this is the maintenance of awareness of
the diseases of the international community, and ensuring appropriate discourse and
investigations whatever one’s setting.
Coincident with the sharing of these ideas has been the sharing of personnel,
as medical practitioners freely hop borders in both directions, from poor to rich and
from rich to poor. Developed-nation health-provider training programmes are replete
with opportunities in developing countries, as students of health care are excitedly
chomping at the bit of international health. The developed-world health-care provider
is often even now expected to spend some time overseas in a developing-country
setting to complete training objectives. Is it the glamour of international health—
gotten from television and media exposures—that inspires such travel? Or is it the
need to learn cost-effective medicine, hoping that trainees will only learn how to
pinch pennies when forced to do so by a resource-poor setting? Perhaps it truly is the
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quest for social justice, realising that ours is an unjust world, and that flying overseas
is the best way of combating injustice.
Having spoken to colleagues before travelling overseas for medical experiences, it
is evident that the glamour and prestige associated with aid work and global health
is a significant factor in decision-making. These ideas are quickly changed in informal
polling upon return, where the prestige is drastically altered to awareness. For this
reason, a true picture of the expectations of a global health experience needs to be
painted for the trainee so that an informed decision can be made.
The idea that the health-care provider will be better off for having learned
medicine in a setting markedly different from that in which they will eventually
practice is a legitimate one. There can be no argument about having a wide breadth
of experiences in one’s training to make as well-rounded and open-minded a
practitioner as possible.
The politicisation of global-health practice automatically places the healthcare practitioner on a different platform. Rudolf Virchow, the famed 19th century
pathologist, once noted that “politics is nothing more than medicine writ large”. The
most scientific of social sciences and the most social of basic sciences, medicine has
functioned to change social orders. Nothing is as valued as one’s health, and when
that is compromised, political will and currency is easily obtained. Examples abound—
the provision of antiretroviral therapy in South Africa, smoking and pollution laws in
developed nations, egality-driven childcare policies in Canada, among others. With
the inextricable relationship between medicine and the body politic, it is evident that
those who speak with medical authority also possess great political authority as well.
Noam Chomsky, the noted Massachusetts Institute of Technology academic,
published his seminal essay in 1967 on the responsibility of intellectuals, saying that
intellectuals not only should but had to investigate and speak out upon the diverse
injustices that they encountered. Health-care providers should be no exception to
this—there is a fundamental duty to use one’s authority for exemplifying and bearing
witness to any violation of rights, and doing whatever possible to rectify them.
With this responsibility, and the inherent political milieu of global health,
international opportunities cannot be merely seen as another medical experience
for those flying overseas, a form of humanitarian tourism that leaves the doer with
stories and experiences but leaves the recipients with little gained. Fully coming to
grips with the political and economic problems of the setting that will be encountered
is essential, as is attempting to improve on those problems while away and at home.
Knowledge of the diseases specific to the area of training is vital to raise awareness
of the diverse conditions that affect the vast majority of the world. But developingcountry medical training should not be seen, in any way, to be a panacea for the
tragic current state of affairs of global health.
The fundamental issue of a lack of resources is one that is solvable through
political pressure on the institutions that decide how these lacking resources
are allocated. Developed country governments, multinational corporations, and
international organisations all play an integral role in determining resource
distribution, and sustainable solutions will inevitably have to go through at least
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one of them. Drugs and food exist—obtaining the political solution to getting them
where they are needed is where the problem lies. Region-specific technologies and
medications that have yet to be discovered need further investigation, a task that can
be easily done with the correct scientific know-how and, most importantly, political
will. To try to bring down the walls of health inequality that rule our planet, direct
observation and experience is important. What is imperative, however, is continued
political pressure by those with both political and medical authority on decisionmaking powers. The developed world establishment can do much of the work from
within its very borders, as long as there is a persistent awareness and advocacy
around the ideas and problems that plague the rest of the planet. The famous dictum
“local action, global thought” should not be overlooked.
Samuel Johnson said that “a decent provision for the poor is the true test of
civilization”. A change in social order is upon us, and we must respond in turn.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

Srinivas Murthy was born the son of Indian immigrants in a small town on the east coast of
Newfoundland, Canada, and grew up in another small town on the east coast of southeast
India. Srinivas received an honours degree in biochemistry from Memorial University of
Newfoundland and a medical degree from McGill University in Montreal, Canada. Long active
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parliament, and presented at international conferences. Srinivas is currently a paediatric
resident at Children’s Hospital Boston and Harvard Medical School and spends a significant
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THE NEED FOR SOCIOECONOMIC AND
POLITICAL RESEARCH TO ACHIEVE BETTER
HEALTH OUTCOMES IN DEVELOPING COUNTRIES

Christopher Nahm
Medical student, University of New South Wales, Australia

“Health for all by the year 2000” was the motto derived from the first International
Forum for Primary Health Care in Alma-Ata, Kazakhstan in 1978. The year 2000 has
now passed, but a third of the world is still infected with tuberculosis, close to one
million children die of malaria each year, and yellow and dengue fevers are still
endemic in central Africa and South America. Whilst the world’s superpowers triumph
over advances in health research, the diseases that specifically ail developing nations
are being neglected because there is no incentive for researchers or pharmaceutical
enterprises to invest there, as there is little profit to be made in poverty-stricken
countries. It follows that any effort to push for biomedical research into therapies and
preventive measures for diseases such as malaria and tuberculosis will not be successful
given the background of poverty and political crises in the developing countries. For
a truly sustainable solution to the problem of endemic disease in developing nations,
we must find solutions to the socioeconomic and political problems that fuel poverty.
We must tackle problems pertaining to foreign relations, internal political issues, and
the building of effective health systems in developing countries.
There is little doubt that international relations of developing countries play
a significant role in determining the health outcomes of the third world through
economic effects. The burden of foreign debt that these nations carry curtails the
amount of money that can be spent domestically on providing basic primary health
care for the population. Many rural areas in the third world, such as those in Angola,
cannot even afford basic infrastructure necessary for hygiene and sanitation, such
as latrines and access to clean water. This makes them unable to contain endemics
of faecally transmitted diseases such as cholera. Cancellation of foreign debt with
concurrent foreign aid could empower governments financially to provide these basic
necessities for their people in order to combat disease.
Moreover, industrialised nations must be encouraged to seek out business ventures
in developing countries. Currently, the US Bush Administration has been distracted by
the fight on terror in Iraq from the potential for furthering trade agreements with African
nations. There are many potential economic benefits for African nations, but there are
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also several incentives for the USA to pursue these agreements. They include the oil
reserves in Africa, which are proving increasingly significant as the world’s fossil fuel
reserves begin to dwindle, and also the fact that China has already made oil-related deals
with nations such as Nigeria. An example of the benefits to African nations that these
agreements have is that in return for permission to explore their land for oil, China has
promised to invest in power generation and the development of Nigeria’s oil refineries.
Internal political issues are just as important as those at the international level
in determining health outcomes for the people of developing countries. Such issues
include the shift in focus in the late 20th century by countries such as Nigeria from
continuing agricultural enterprises to attempting to boost the economy through oil
exports. The role of oil in ameliorating third world health problems is a bone of
contention. On the one hand, it may provide significant revenue for the countries
that could be spent on combating disease. On the other, it causes people to abandon
rural areas and arable land in pursuit of employment opportunities in more populated
centres. This exacerbates health problems in rural areas, leaves huge areas of fertile
land uncultivated, and causes a domestic food shortage. In any case, research needs
to be conducted into this issue in order to assist and provide guidance for developing
nations to achieve better health status.
Perhaps a more pressing internal political issue affecting health is that of civil
warfare, by which many nations in the developing world have been torn. Decades
of civil unrest in nations such as Rwanda, Burundi, Sierra Leone, Liberia, Somalia,
Ethiopia, Angola, Mozambique, and, more recently, Sudan have severely hindered
efforts to combat disease in these regions. Civil warfare causes many civilians to
flee their homes and seek shelter in refugee camps in which access to health care
and basic necessities, such as food and clean water, is severely limited. The burden
of disease is increased not only in these settings, which facilitate the spread of
infection, but also through injuries that occur directly as a result of conflict. Moreover,
warfare causes governing bodies to divert funds from health care to armaments and
other military expenditures, and insurgents frequently hinder access for emergency
relief aid to areas of need as a strategic manoeuvre.
This is, therefore, an area in desperate requirement of research in the politicalscience arena. Effective strategies in achieving peace and political stability through
third-party interventions would provide leeway for emergency aid relief and, in the
very long-term, the development of a sustainable health system as part of post-war
societal reconstruction.
Although it is illegal, corruption is a facet of culture of many African nations. This
is due to the fragility of public institutions, underpaid civil servants, and the absence
of independent legal authorities. Many of the effects of corruption in these countries
are borne by the health of the citizens. Corruption deters foreign investment, which
harms the economy. It robs citizens of opportunities for education, access to quality
health care, and basic sanitation. Hundreds of billions of dollars of foreign aid aimed
at improving life expectancy, literacy, and gross domestic product per capita in subSaharan Africa disappear through corruption, whilst these countries consistently perform
least favourably in these indicators of national development. This in turn causes drastic
action on the part of foreign donors who cancel foreign aid, as was done by Danish
International Development Agency in response to corruption in Malawi and Kenya.
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The problem of corruption must be dealt with. It must either be opposed by
means of strict law enforcement, or avoided by promoting community participation
in government actions and enforcing transparency of all financial transactions.
Corruption can also be avoided by increasing aid relief in the form of non-government
agencies. The benefits of any aid offered to third world countries are severely
curtailed in the face of corruption. Therefore, research needs also to be aimed at
avoiding corruption and enforcing anticorruption legislation if any difference is to be
made to global health.
Effective health systems are of paramount importance in the achievement of
better health outcomes in developing nations. Challenges for the health systems of
developing countries include the issues of health promotion and the cost-effective
procurement of medicines. Given that funds are available, it is just as important to
prevent disease as to cure it. A health system that incorporates prevention schemes,
such as vaccination and barrier contraception, together with education programmes
for children and adults will be one that efficiently utilises resources. This is an efficient
way to utilise funds for two main reasons. Firstly, the cost of preventing disease is
far less than that required to cure and to manage it. Second, it is an investment
that will not only benefit the health sector by reducing disease burden, but also one
which will benefit the economy by increasing work productivity. Moreover, access to
health-care needs to be ensured for all people in areas of need. Often a drug may be
available but not accessible due to reasons of affordability.
The affordability of drugs can be increased through a number of methods. Pooled
procurement of pharmaceuticals may allow medicines to be obtained at a cheaper
price due to the economics of scale. Moreover, minimising the number of drugs on
essential drug lists will ensure that money is spent on the big problem areas. Costsharing schemes may be the most feasible way of providing medicines to people
in need; however, safety nets will be required for the poorest of the poor. Research
must be conducted into these strategies so that a sustainable health system can
be built in order to improve and maintain better health outcomes for citizens of
developing countries.
Disease is much more than an unfortunate biological phenomenon. Disease is
symptom of deep and underlying socioeconomic and political aetiology and must
be treated thus. Disease requires much more than just biomedical research, but also
research into methodologies that will prove successful in ameliorating the underlying
issues that fuel poverty, namely foreign relations, internal political issues, and the
lack of effective health systems. Only then can the disparity in health outcomes
between industrialised and developing countries be reduced. Eradicating poverty and
achieving peace is a monumental task, but one which nevertheless can be achieved
in due time. Therefore, we should never lose hope of achieving health for all.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

Christopher Nahm is a fourth-year medical student at the University of New South Wales,
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The state of the health of people in poor countries in relation to that of people in
developed countries requires a deeper look at how these problems are examined.
Disparities are not a novel concept in health and have been studied across the
disciplines, especially at the aggregate level. Yet many people seeking health care in
the poorest countries of the world still face challenges that are considered extinct in
the developed world. Mothers in developing countries face grave danger while bringing
their children into this world. Those that beat the odds are not guaranteed the survival
of their children beyond infancy and childhood due to ravages, such as water borne
illnesses and malnutrition. This suggests the existence of a potential dystocia between
policy formulation at the macro level and implementation at the micro level as it relates
to efficiency. Undeniably, great strides have been made towards improving the health
of people in developing countries in general. However, the persistence of issues such
as maternal, infant, and child mortality from preventable causes and at rates that
exponentially exceed those of their counterparts in developed countries remains a cause
for concern. But, there is evidence that deserting conventional means of solving health
problems in poor countries in favour of a more avante-garde style could be the long
awaited break in reversing the trends of numerous health problems in these countries.
The main objective of this paper is to highlight two cases in point where success
has been achieved via non-traditional means, causing a resurgence of optimism
about the state of health in developing countries. In a study of the difference of
economic productivity between countries, WW Lewis notes, “conventional solutions
do not address the real causes of poverty”. Could the same assumption be
made about health problems? Furthermore, Lewis’ evaluation of the banking and
automotive industries in developing countries concluded that they became just as
efficient as those in developed countries when fine-tuned. The buck just doesn’t
stop here. Redirecting resources from failing ventures to create successful models for
health-care delivery, utilising a proven approach and expecting excellence, promises
to be the way of the future in the promotion of health and combating of disease in
developing countries.
HIV/AIDS has scourged sub-Saharan Africa as a whole. Therefore, to nations like
Botswana where the incidence of HIV infection reached catastrophic proportions,
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an intervention was crucial (38·5% of Botswana’s adult population is infected). The
goal was the astronomical feat of establishing a national antiretroviral programme,
beginning with testing through follow-up in the long term. The management strategy
was not unique in its adoption of basic public-health principles, but in employing
the efficiency of any successfully run business. The plan involved a two-pronged
approach: prevention and treatment. Counselling centres and clinics were launched,
staff trained, and testing laboratories set up. Dr Ernest Darkoh, the manager of the
programme, admits it was not an easy task, but the hard work paid off, and the
results speak for themselves. What worked? First of all, the country took ownership of
the problem and bred the political will to confront it. Secondly, key multidisciplinary
expertise, of note the contribution made by public–private partnerships, richly
enhanced effectiveness on the operational end. Thirdly, matching the scale of the
programme to that of the problem ensured organisation of resources to cover the
wide gamut of issues. Finally, a system of accountability allowed constant revision to
weed out under-par mechanisms, replacing them with functional ones. The Botswana
antiretroviral programme, while still a work in progress, has proven to be a model to
emulate as other African countries follow suit.
As Time Magazine’s Persons of the Year 2005, Bono and Bill and Melinda Gates
were recognised for their relentless effort to end worldwide poverty and inequality
in health. A well renowned musician and even better known computer geeks being
credited for achieving heights in the international health policy arena that were
previously unattainable, as opposed to just on paper, is symbolic of the gains that
could be made through public–private as well as medical–non-medical partnerships
in seeing an end to the health disparities we know of today. Their initiatives are
proof that the solutions to health issues in the 21st century are really outside the
box, while suggesting that the key to making headway begins with analysing the
problems down to mere details. It is easy to assume that celebrity and deep pockets
have played a significant role in the success of their endeavours. However, there
is a uniquely characteristic innate desire within these three honorees to make a
difference. This is possibly the same drive that has steered their successful careers,
of which none are health related, but have nonetheless substantially contributed to
their way of viewing problems, resulting in creative solutions and bringing us back to
the notion of successful partnerships between unlikely parties. The Bill and Melinda
Gates are important benefactors of numerous health-related projects worldwide.
What is unusual is the high level of accountability that they demand and ensure,
through their intimate involvement in decision-making. Therefore, their considerable
investment brings a priceless return, which is the health of nations. Bono, on the
other hand is a catalyst. Through networking with important players in the policy
environment, from presidents to members of congress, many a health problem has
received precedence on the agenda. This author acknowledges the real challenges
of successfully implementing public-health programmes and the non-linear means of
reaching that end. However, without a doubt, there are lessons to be learned from
those that are fruitfully impacting change.
The recurring themes in the study of these two cases are (1) efficiency; (2)
effectiveness and attention to detail; (3) maintaining an awareness of the initiative’s
benefit to humanity; (4) private–public and medical–non-medical partnerships; and
(5) accountability and planning for success. These are representative of the shift
required to cause a dent in the health problems that plague developing countries.
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The issue is not solely about lack of resources, but the distribution of those
resources in the most efficient way. This means that health researchers should now
be compelled to examine not only new ways of tackling emerging and re-emerging
diseases, but manipulating current knowledge and integrating the above principles to
produce the desired results. The bottom line is that we still have a reason to remain
hopeful about the state of health in developing countries as pioneers such as the
three Persons of the Year and Dr Darkoh in Botswana have broken new ground, by
showing it can be done. The question is: can we rise up to meet the challenge?
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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“Tout moun se moun” (Every person is a person). It seems like quite a simple
statement, really; one for which we might respond with the often-irreverent
expression, “duh!” Once you read further into its meaning, however, the phrase
takes on depth. If every person is a person then why do some lives appear to be
more important than others? If every person is a person, why do we continue to
let diseases of poverty rule the lives of so many? If every person is a person, don’t
we all deserve to be treated as such? To be granted the rights we are entitled as
human beings?
This seemingly simple concept is one of the founding principles of the organisation
for which I have had the privilege to work for the past year. As a part of a larger team
of Haitians, Russians, Peruvians, Mexicans, Americans, Guatemalans, and Rwandans
who make up Partners In Health and our sister organisations, I work under the
auspices of the concept of pragmatic solidarity. I believe that health is a human
right and that every person deserves to be treated with the highest standard of care
possible. I believe that true partnerships with communities are more sustainable
than emergency relief efforts, which provide temporary refuge from greater structural
problems that ultimately can only be mended through a change in social order. And
I believe that it is impossible to combat disease and promote health without looking
at the social, political, and economic factors that affect one’s ability to survive.
When I graduated from college, I was sent forth to fulfil my university’s mission
of “leading a life of usefulness and reputation”. At the time, I felt great pressure to
go out and “save the world”. I didn’t know what steps to take, and where I would
best be able to do my part to work in solidarity with people who could teach me
more about the “real world” than I knew existed. Initially, I felt guilty for having
the opportunity to receive such a high quality education. I felt guilty that I had a
roof over my head, food to eat, access to health care, and family and friends who
supported me. I finally found an organization that helped me understand that I could
turn my guilt into positive action for change. I could use my education and relative
freedom and access to resources to advocate for the rights we all deserve as human
beings through helping to build a healthcare movement.
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Partners In Health has worked tirelessly for close to 20 years not only to provide
high quality medical care in resource-poor settings, but also to work in partnership
with ministries of health, global leaders, and local community members to save
lives and transform communities. We have struggled to share with the world that
antiretrovirals can be taken in resource-poor settings and that adherence is not an
issue if each patient is looked at as a partner in their own care. Instead of placing
the blame of multidrug resistant tuberculosis or the spread of HIV on individual
patients, our founders have helped the world realise that with directly observed
therapy and the use of community health workers, anything is possible. Each day
I feel honored to be a part of such an important pursuit but realise that so much
remains to be done.
In my current capacity at Partners In Health, I am helping with a study that aims to
improve psychosocial outcomes among children affected by HIV in rural Haiti. We are
in the beginning processes of conducting interviews of children whose parents are HIV
positive or who have died of AIDS. Recently I was able to sit in on interviews in Haiti
with both children and their parents and to hear a blind man who has AIDS, whose
wife already died of AIDS, and whose eight children take care of him. In response
to the question “do you have trouble sleeping through the night or insomnia?”, the
man laughed “I can’t sleep, I don’t have a bed”, which makes you realise how things
that we take for granted are crucial to one’s overall well-being and ability to survive
and be healthy. Our ultimate goal is to use the information we collect to develop an
intervention that will provide support groups for children and their parents, along
with food, clean water, and help with school fees. I cannot imagine a project where
medicine was all we were able to provide when what is needed is so much more.
This type of operational research is key to evaluating programme effectiveness and to
providing data for enhancing our advocacy efforts. We are fortunate to have donors
who support this philosophy that allows us to provide social support programmes to
our patients. We need to influence more people, however, to think in this mindset.
This past week, the extended community of Partners In Health staff throughout
the world was faced with quite a devastating loss. One of our beloved colleagues
has died. He was the father of 11 children, who had spent his entire life in the central
plateau of Haiti, living and working in the community with which he served. He had
devoted his years on this earth to improving the lives of his fellow Haitians, and was
a true soldier for health and social justice. He was the director of our Program on
Social and Economic Rights (POSER) for HIV patients in Haiti. This project came about
because of our belief that disease cannot fully be combated without treating the
underlying symptoms of poverty and inequality. Its core philosophy is that medicine
alone will not keep a person healthy. Proper housing, nutrition, and drinkable water
are all necessary for treating health in the broadest sense. Our colleague had worked
tirelessly to reconstruct house after house throughout the central plateau. Each new
house was built of cement, had a tin roof, and was painted with vibrant pinks, blues,
and greens. In February of this year, the first and last time that I met this man, he
was in our Boston office, with a huge smile on his face, sharing with us his goal of
completing 1 million new houses by the time his work was done. And he was well
on his way. I remember spending an afternoon with him sitting next to me at my
computer, downloading over 300 pictures of houses he had helped reconstruct in the
past few years. He was speaking Kreyol, and I English, but we somehow were able
to sense each other’s excitement for the unbelievable task he had completed. I have
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never seen someone smile like he did when he was reading off the names of the
owners of each of the houses to me. This short encounter with this amazing man will
forever be in my thoughts as I continue to work for social justice and health equity.
Whereas the death of our colleague has impacted me more than I ever thought
it would, it has provided me with a renewed desire to continue to encourage young
people, such as myself, to take issues of social justice into their own hands. We are
living in a wonderful time, a time with so many amazing innovations and opportunities.
Now more than ever the global community is discussing health—funding sources
have been created to help fight AIDS, malaria, and tuberculosis. World leaders are
devoting more resources to poverty relief and community building. This is our chance
to help combat disease by working in solidarity with our fellow humans throughout
the world to fight for health as a human right, to fight for the treatment of health
in the broadest sense, and to leave a lasting impression so that when we are asked
what our generation did to fight AIDS, we can honestly be able to reply with a sense
of accomplishment knowing that prevention and access to treatment were linked with
poverty alleviation and community development. Will you join me, and all of us at
Partners In Health, in this effort to build a social justice movement through health?
As it is, every person is a person.
This essay is dedicated in loving memory to Jean Gabriel Fils for his undying spirit
and drive to help his fellow Haitians.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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The under-representation of women as international decision-makers has resulted in
gender-based health issues remaining invisible to the global development agenda.
Gender-based violence has traditionally been viewed as merely sexual violence, but
in fact may be expanded as a concept to include the differing experience of disease
and health between men and women.
The people we meet shape how we view the world. Reflecting on personal
experiences gives political and social issues a human identity, encouraging a greater
appreciation for the need for such concepts to be addressed. I give details of three
true witnessed accounts below to highlight how gender-based violence pervades
significant aspects of women’s health.

“Dark circles frame the Ugandan woman’s eyes. Cigarette burn scars puncture
the smooth black skin of her arms. She had found her husband’s beheaded body
lying in the yard-she had never found his head. Her children had been abducted.
She had been taken into the bush and raped, multiple times. She could not bear to
look at her own face in the mirror. In her own words, she could no longer feel. When
darkness falls, nightmares of her children’s fate invade her attempts to sleep. She
spends her day on a London bus, travelling from one end of the route to the other;
in the hope that perhaps someone may catch her eye, and smile at her.”
Although systematic rape has long been known to be a tactic of war, gender
based crimes were largely ignored during the war crimes trials held in Nuremberg and
Tokyo after World War 2. The low status of women in many societies has contributed
to women’s lack of access to the international legal arena, and the culture of impunity
that protects individuals responsible for rape combined with the lack of political
will to prosecute has undermined the effectiveness of the legal instruments within
humanitarian law that were originally put in place to prevent such atrocities from
occurring. The half-century that succeeded the Second World War has borne witness
to some of the greatest acts of mass rape directed against civilians within situations
of conflict. Recently, the experience of the former Yugoslavia, Rwanda, and Darfur has
highlighted that sexual violence continues to be used as a weapon in war.
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As well as the physical trauma, the damage to health secondary to sexual violence
includes unwanted pregnancy, terminations, and the risk of HIV. In addition, the
emotional torment of rape damages health in a manner that is difficult to quantify.
The humiliating and degrading experience of rape has the ability to destroy the
relationships that hold society together. The women who are raped in war are
mothers, wives, daughters, and sisters, and when their souls are broken, so is the
whole of society. The words of one survivor of the Rwandan war stress this point
poignantly: “Many women begged to be killed during the genocide, they were
refused and told, ‘You will die of sadness.’”

“Sumbundu stops the jeep on the dusty track at the side of the road. I pick
up a mango and gently squeeze it to assess colour, firmness check skin just like
Ammamma taught me. I buy three, hand over a few dalasis and place them in a white
and pink striped plastic bag. The bag flutters in the breeze but there is no relief from
the dry heat.
The patients waiting outside Sukuta clinic stare at me when we arrive. The
mothers wear traditional dress with bright colours and bold patterns. Babies are
carried on the back. The queue for immunisations weaves along the dirt track. Inside
the clinic we are greeted by “Saleem aleikum!” The noise inside has already reached
deafening volumes. Ibrahim, the head nurse, in his white kaftan has a regal presence,
and with a few words, peace is restored.
Fatou is the fifth child I see. She is eighteen months old but looks too small. Her
eyes are dull and sunken and her cry is weak. No tears come from her eyes. We take
her back to the ward. Her mother passes Fatou to me and I carry her out of the jeep,
careful of her delicate limbs.
That evening, the taste of the mango is bitter as I think of how her tiny body
weighed less than the mangoes.”
Media reporting of famines illustrates scenes of food shortage, starvation and
excess mortality. However, famine is perceived by those experiencing it “as an
intensification of ‘normal’ processes, not as an extraordinary event” (Sen, 2000). In
actual fact, chronic hunger affects a far greater proportion of the global population
than famine. As the western world embraces yet another fad diet to prevent itself
from sinking further into the sofa, it is grossly inexcusable that millions of people in
the world are malnourished.
Women’s roles in the gender division of labour are strongly linked to household
food security and child nutrition. It has been observed from research in many countries
that children’s nutritional status tends to be more positively linked to the mother’s
earnings than the father’s. There is also a gender bias that results in an unequal burden
of food insecurity. The gender gap in command over property for example, means that
women are more vulnerable. Across the Indian subcontinent in particular, antifemale
bias in food distribution gets accentuated in food shortages, and a disproportionate
burden of reducing consumption falls on women and female children.

“The babies are swaddled in layers of brightly coloured cloth. The grandmother has
tried her best to take care of them. The baby girl has a scabitic rash on her chest and
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abdomen. The twins are tiny, much smaller than their predicted weight on the chart.
Their mother died whilst giving birth. The grandmother asks the doctor how can she
feed them with no money to buy milk. The doctor has no answers. The grandmother
had even tried breast-feeding them herself but her breasts produce no milk.”
Population growth has long been a source of contention in the global development
debate. The use of the term population control is now regarded as out-dated, with
its focus on polices that may be regarded as coercive—for example, the “emergency
period” of the 1970s in India, where compulsory sterilisation was enforced. Such
policies encourage discrimination against female children: for example, it has been
suggested that for the decade 1981–91 about 1·2 million girls were “missing” in India
due to neglect and infanticide.
The focus of population policies has now shifted to a reproductive-rights
approach, with access to reproductive health services being considered as a basic
human right. Maternal health care remains grossly underfunded, however, and as a
result, of the estimated 529 000 maternal deaths in 2000, 99% of these occurred in
developing countries.
This essay highlights just a few of the issues that contribute to gender-based
violence. The glaring omission of combating sexual violence as part of the UN’s
Millennium Development Goals illustrates just one example of how the international
development community ignores female-based persecution.
There is an indisputable link between poverty and health. With women representing
70% of the world’s poor, a primary focus on women is a key objective in safeguarding
health. This can only be achieved if tackled from an individual to a policy-making
level. Increasing access of the political arena to women will result in highlighting
women’s human rights to the international development community. Initiatives at an
individual level to empower women promote health. For example, much praise has
been attributed to the Grameen Bank in Bangladesh, which has removed some of the
discrimination that women face in the rural credit market by providing credit to women
borrowers, thereby improving food security and child nutrition.
As citizens of a globalising world, we have a moral responsibility to free women
from gender-based oppression. Empowerment of women holds the key to combating
disease and promoting health.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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UNDERSTANDING ENVIRONMENT
AS A SOCIAL DETERMINANT OF HEALTH
A CALL FOR ENVIRONMENTAL EQUITY

Kate Parizeau
PhD student, Geography and Environment and Health, University of Toronto, Canada

The prevalence of ill health in developing countries is the result of a constellation
of factors: poverty, malnutrition, and compromised immunity; insufficient access to
both preventive and curative health resources; inadequate occupational health and
safety provisions; a lack of sanitation infrastructure; and exposure to disease vectors
and environmental pollution. This litany of health challenges reveals that in addition
to biomedical causes of disease, there are a number of social and environmental
determinants of health that predominate in the global south. In particular, we in
the field of health research are acutely aware that high rates of poverty compound
health status and health risks by both compromising the body’s ability to cope with
unhealthy situations and limiting people’s ability to seek out health resources.
However, there is another aspect of widespread poverty that has an equally
important influence on health: this is the correspondence of socioeconomic
marginalisation with increased environmental risk. In their efforts to address the
burdens of disease and ill-health that are disproportionately borne by residents of
the developing world, health researchers and practitioners must come to appreciate
that environmental conditions are often a result of social and economic inequality.
In other words, in many cases “environment” is a social determinant of health.
Examples of this principle can be seen with respect to diseases, natural hazards, and
occupational health, each briefly discussed below.
Disease ecologists have long studied the multiple factors that contribute to
the spread of diseases, particularly in the tropical areas of the world. They have
repeatedly found that there are a number of issues that are involved in disease
proliferation, including social elements (such as habitual sanitary practices), political
positions (such as health policies), and environmental conditions (such as proximity
to stagnant water). Environmental conditions are particularly important to disease
proliferation in low-income communities in developing countries.
Many of the environmental conditions that contribute to disease are the result
of human actions. For example, water-borne diseases, such as cholera and typhoid,
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proliferate in areas without extensive sanitation infrastructure. Furthermore, the
environmental amenities created by social, economic, and political processes are
often not distributed equitably. In the developing world, sewage and waste services
are often withheld from informal or illegal settlements (such as squatter communities
and slums) in order to deny legitimacy to the residency of the occupants. Alternatively,
these sanitation services may not be extended to low-income communities because
they are not a high priority for under-funded municipalities, or because the residents
of these communities may not have much political clout. It becomes apparent that
environments that are conducive to the contraction and spread of disease are often
anthropogenic, and are created to the detriment of some of the most marginalised
and vulnerable segments of the population.
Many of the phenomena that we consider to be natural are increasingly linked to
human resource use. For example, greenhouse-gas emissions have been implicated
in global climate change, deforestation has been connected to desertification and
flooding, and the destruction of coastal wetlands has been associated with more
severe hurricane impacts. These meteorological events have implications for the
health and wellbeing of people around the world. While it is reprehensible that
humans may be causing these hazards, it is equally alarming that we allow certain
groups to be more vulnerable to the effects of these and other environmental
catastrophes. The systematic susceptibility of low-income and marginalised groups
to the hardship caused by natural disasters can be seen in recent events like the
Indian Ocean tsunami in 2004 and the earthquake in Pakistan in 2005. It is the
poorest and most socially excluded who have the fewest resources to rebuild their
health and their communities. There is therefore a social dimension to vulnerability
to environmental change.
An increasing number of people in the global south are employed in occupations
that expose them to environmentally hazardous materials. People who engage in
dangerous work in developing countries often do not use protective equipment, thus
exacerbating these exposures. For example, the e-waste trade in Asia is increasingly
providing both employment and noxious work environments to low-paid labourers.
These workers disassemble computers and cell phones to retrieve still valuable
materials, and expose themselves to heavy metals and other contaminants in the
recycling process. Few workers wear gloves or masks when handling these materials.
The vast majority of these e-wastes are shipped from industrialised nations (where
labour costs are too high to make recycling profitable) to developing nations,
where occupational health and safety standards are practically non-existent, or are
largely underenforced. This example raises a question of global equity: is it fair that
residents of industrialised nations reap the economic and recreational benefits from
these machines, while residents of the developing world bear the environmental
disadvantages with relatively minimal compensation? Yet again, the seemingly
environmental determinants of health are based in social and economic inequalities,
resulting in disproportionate exposures to health threats.
The significance of framing environment as a social determinant of health is that
this perspective provides a space for intervention. If we see uneven environmental
health as a result of social and economic processes, then we can effect change in
these health outcomes through social and economic policies and actions. We can
prevent a number of diseases, illnesses, and injuries by ensuring that marginalised
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populations are not pushed into living in underserviced communities, forced to build
homes in precarious physical environments, or driven to engage in work that is
needlessly dangerous.
The challenge to health researchers and practitioners is to question the seeming
inevitability of environmental exposures. We need to move away from the perception
of environmental conditions as given, and press politicians and policy makers to
recognise the environmental health effects of the decisions that they make. We
also need to come to a better understanding of the ways in which processes
such as urbanisation, large-scale industrialisation, and international trade affect
environments around the world, and thus affect health. Looking to the ultimate
causes of environmental health in developing countries allows us to see how we can
prevent disproportionate exposures to diseases, toxins, and injuries in the first place.
By increasing environmental equity in our local and global communities, we can also
increase health equity.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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Shouts can be heard at the David Rose Health Clinic in Georgetown, Guyana as early
as 0600 h on Tuesday mornings, as patients try to secure a place in the queue for the
free diabetes and hypertension clinic. The knowledge that only the first 50 patients
will be seen gets them out of bed early. Everyone in the hot open-air waiting room
breathes a collective sigh of relief when the doctor arrives just after 1000 h. If there
had been an emergency at the local hospital the clinic would have been cancelled.
The wooden bridge to the clinic croaks ominously as a supply truck from the
Ministry of Health arrives. An elderly woman with a prosthetic leg approaches an
official as he disembarks the truck empty-handed. He has come to inform the
clinic that the much needed supplies were not available. She complains that her
2 h journey to the clinic was wasted because she was turned away and demands
that clinic hours be extended. The official explains that he will try to help but that
resources are limited. “If you want to help, then help! Don’t give me no story about
how you’re trying to help.” The woman’s shout and scowl are slightly misdirected
because she is blind.
Approximately 10–15% of all adults in Guyana have type-2 diabetes and at least
15–25% are hypertensive. Due to the lack of medical care and education, many
of these people are diagnosed after suffering serious complications if they are
diagnosed at all. Several people in the waiting room of the clinic are blind, have had
at least one lower extremity amputation, or walk with the distinctive limp of stroke
patients. The untold number who have died prematurely of cardiovascular events
help to thin out the bulging queue.
Why are there so many diabetics and hypertensives in Guyana? A partial answer
is the ethnic make-up of the population. Approximately a third of the population of
Guyana are descendents of slaves brought from (mostly western) Africa to work on
the plantations, and half of the population are descendents of indentured servants
from India. Both of these ethnic groups are at increased risk for cardiovascular
disease. In the UK, for instance, these ethnics groups are both twice as likely as white
people to have high blood pressure. But overwhelmingly cardiovascular disease is
a disease of poverty. A large epidemiological study found that adverse psychosocial
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factors, including financial stress, more than doubled the risk of cardiovascular
events. This association was clearly demonstrated in both sexes, in every age group,
in all ethnic groups and in every continent. Indeed, the increased risk of Indians and
West Africans in the developed world is largely explained by socioeconomic status.
There may be many reasons for the economic and health problems in Guyana.
But here I would like to focus on how “food aid”, which ostensibly is meant to
improve health by feeding the hungry, has harmed the Guyanese economy and the
health of the Guyanese people. I will argue that “food aid” indirectly contributes
to cardiovascular problems by disrupting economic development in Guyana. This
increases poverty and decreases the services that the government can provide. There
is also a direct effect of “food aid” on the health of diabetics because they are
prevented from accessing whole-wheat products.
The US State Department lists the following as restricted imports to Guyana:
“firearms, pharmaceuticals, certain chemicals, wheat, and flour”. Yes, wheat and
flour are listed alongside firearms as restricted imports. Why would the USA not want
Guyana to import wheat?
Guyana has received its entire wheat supply from the USA on concessional terms
since 1986, under a “Food for Peace” programme. In the original agreement, most of
the wheat was given in grant form, and the generated Guyanese currency is used by
the Guyanese government for purposes agreed upon by the USA. But the situation
has changed.
A recent Oxfam report entitled Food aid or food dumping? Separating the wheat
from the chaff was highly critical of commodity aid given with many stipulations
attached, as opposed to untethered cash grants. The authors argued that “food aid”
disrupts local production by driving down prices. They pointed out, for instance, that
US rice “dumping” in Jamaica during 2000 displaced Guyanese exports. Dharankumar
Seeraj, General Secretary of the Guyana Rice Producers’ Association summed up
the effect:
“PL 480 [US food aid] was meant to boost food security… It was supposed to
assist in the elimination of poverty, not in creating it. And we have seen a direct effect
whereby in the very process of eliminating poverty in one region, we have poverty
being created in another region.”
But if it is not for the benefit of the recipients, why would the USA dump food in
Guyana and other developing countries? First, food aid is one way for the USA to hide
agricultural subsidies from the scrutiny of the World Trade Organization. This allows
them to support American farmers without being sanction by trade organizations.
Second, the US Department of Agriculture stipulates that food aid must be shipped
by US shipping companies, and due to artificial bidding processes, the shipping costs
are above market rates. Indeed, more than a third of food-aid dollars are spent on
shipping. Third, food aid programmes allow the USA to exert its influence overseas
by supporting regimes it views favourably and by determining how a country spends
part of its budget. We will see below how they did this in Guyana during the 1960s.
Fourth, food aid often leads to food trade by opening up markets and smothering
local and regional production. This may be why food aid is administered by the
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US Department of Agriculture, which is “committed to helping America’s farmers
and ranchers”, rather than by the US Agency for International Development, which
is responsible for aid. For instance, the Philippines was unable to afford high
protein soya meal during the 1990s so the USA helped finance the purchase of US
commodities. Today the Philippines is the largest market for US high protein soya
meal, with US exports accounting for 90% of all imports.
This practice, which the US Wheat Associates calls “market development” has
already occurred in Guyana. While in the past most wheat was given to Guyana in the
form of aid, today the aid arrangement is almost strictly business. In 2005, only 7%
of the wheat received by Guyana was donated; the remaining 93% was purchased
from American farmers on loans from the US through the food-aid programme.
Despite the fact that Guyana now purchases most of its wheat from the US, it is
still bound to the restrictions in the aid agreement. These stipulations ban wheat
production in Guyana and importation to Guyana from anywhere (including the USA
outside of the food aid agreement). Despite the high incidence of diabetes in Guyana,
the USA does not provide whole wheat. The glycaemic index of high fibre products
made by Namilco, the Guyanese national mill, is similar to that made with white flour
and much higher than that of whole-wheat products. It is unconscionable to deprive
a population deeply afflicted with diabetes from healthy alternatives to white-wheat
products. It is also absurd that an agricultural country such as Guyana does not
produce its own wheat.
It is telling that the food aid programme in Guyana was initiated to secure US
regional interests. American food aid to Guyana began in the 1960s, after the USA and
Britain had just helped to replace Cheddi Jagan, whom they feared would ally with
Cuba and the Soviet Union, with an “anti-Communist” regime led by Burnham Forbes
as the representative of the Guyanese people. In order to counter the perceived
threat of Communism in the western Hemisphere, the US wanted to ensure that
Cheddi Jagan would not return to power despite his widespread public support. One
way of achieving this was by supporting the Forbes government with aid. Indeed, this
was the explicit policy of the US administration, as shown in a recently declassified
memorandum from Secretary of Agriculture (Orville Freeman) and Administrator of the
Agency for International Development (William Gaud) to President Lyndon Johnson
dated 21 June, 1968:
“We recommend that you authorize us to negotiate a PL 480 [concessional food]
sales agreement with Guyana… We have given particular priority to assisting this
[Burnham] government in its effort to demonstrate what a democratic government
can achieve following the years of difficulties under the rule of communist-oriented
Cheddi Jagan…. This agreement would assist the Burnham Government to sustain its
record of economic achievement and progress, which is important at this time since
national elections will be held in Guyana prior to March 31, 1969, with Jagan again
opposing Burnham.”
The so-called food aid was given and Burnham won the election. Unfortunately, he
led the country through 17 further “years of difficulties” marked by authoritarianism
(he proclaimed himself President for Life in 1980 and did not leave power until his
death), racial strife, debt accumulation (to the tune of US$885 million, four times
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the country’s annual exports), and poverty (by 1985, 40% of workers earned the
minimum wage of US$0·50 per day)—all of which lead to mass emigration of skilled
individuals. Ironically, the Burnham era, which was buoyed by food aid, was also
marked by acute food shortages. It is perhaps not surprising that this “food aid”
ultimately harmed the Guyana since its intention was to support a government that
the people had opposed in previous elections.
Unfortunately, the food-aid programme continues to be detrimental to the health of
Guyanese people today. There may be many things that the USA could do to promote
food security and health in Guyana (such as supporting a local wheat industry), but
to begin with it could remove restrictions that prevent development from occurring
(such as the restriction against growing wheat in Guyana). At the very least, the USA
could allow Guyana to purchase whole wheat. Since wheat products, such as roti, are
a staple of the diet and diabetes is so common in Guyana, the introduction of whole
wheat could have a dramatic effect on the health of Guyanese people. “If you want
to help, then help! Don’t give me no story about how you’re trying to help.”
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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RECIPE FOR HEALTH
CHOOSE GOOD LEADERS, STOP THE WAR,
AND MAKE THE COMPANIES PAY

Livia Puljak
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School Split, Croatia

Health, just like any other asset, depends largely on where you are born and how
much money you have. In today’s world, health is money. Pharmaceutical companies
need $US8 billion to bring a drug to a market; states need much more to cover
uninsured people; hospitals need even more to cover the given services. And when
you need them to do something for your health, you often hear that there is no
appropriate drug, that you don’t have appropriate insurance, or you simply don’t
have enough money.
In the health-equals-money world, affluent societies lead the way; they have the
best drugs, the best hospitals, people who live the longest. It is easy to forget, when
living in such a place, that there are people around the corner and around the world
without health privileges of the rich.
There are no scientific discoveries and no medical progress without sufficient
funding. However, we need to find better ways to transfer those discoveries from
laboratories to patients. And once rich patients have become able to enjoy those
benefits, the same should be made available to the rest.
First thing that can be done to combat the disease and promote health is to stop
destructive and costly military (mis)behaviours. Governments need to stop spending
money on defence and divert it into science, health and education. When military is
the number one industry in the world, why would we even bother to stay healthy?
A couple of nuclear bombs would wipe the Earth clean and the effects of all the
exercises, mammograms, and teeth flossing will be erased. Comparisons of healthprevention techniques will be useless in the afterlife.
When there is not enough reason in people involved in the conflict, the rest of
the world should influence the change. Border disputes should be resolved with the
international arbitrage and killing stopped. In any given war, there are a couple of
people in power who decide about the life and death of the millions. People don’t
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need to fight and hate somebody they have never seen. Every war is a disaster for
the health of those involved and leaves many without proper medicines or hygiene
and many injured and dead. Perhaps we cannot prevent tsunamis and earthquakes,
but we can work on man-made catastrophes. All wars need to be stopped, regardless
of whether there is oil in the area or not. War prevention and allocation of its
resources in health promotion and disease prevention would benefit countries more
than an extra 10 square-miles along the border.
Secondly, law needs to regulate charitable contributions of those who earn the
most. Every company turning out profit should give a significant percentage of their
earnings to funds for health initiatives for the poor. Chief executive officers of the big
companies are making millions of dollars a year, regardless of their performance, and
those funds only could lengthen the lifespan of a small African country for a decade.
While fashionably trying to be good corporate citizens, big firms are still interested
solely in making money. No matter what their annual reports state, companies are
giving peanuts for charity. With peanuts you can make happy only monkeys (and
just for a while). Britain’s newspaper The Guardian published the Giving List in 2004,
which revealed that the FTSE 100 companies give on average less than 1% of their
pretax profits to charity. Lawmakers should step in here and make it obligatory
for companies to give more charitable contributions. If they are making money on
humanity, they can give back to humanity. The overall effect will benefit all.
Money diverted from military and firms’ funds needs to be spent, in order of
magnitude, on scientific research, health promotion, disease prevention, and therapy.
Along with the biomedical research, health education and disease prevention should
be our primary goals.
Biomedical research can bring about more information about diseases old and
new, with the emphasis on methods of prevention. Discoveries then need to be made
available to those who cannot afford them. According to the National Institutes of
Health, if just four recently developed vaccines (hepatitis B, rotavirus, haemophilus
influenzae type b, and acellular pertussis) were universally administered, more than 3
million deaths could be prevented each year. Sustained commitment to basic research
and collaboration between sectors will improve global health. The world’s most
pressing health issues need to be addressed first, beginning with infant mortality,
childhood illnesses, and HIV. We cannot expect to have healthy and productive adults
if children are neglected. HIV pandemics, likewise, have had tremendous economic
consequences, with no one to work and numerous orphans. Treating HIV means
treating economy.
Health promotion is very important, but education alone is not enough. We all
know health is important, but our everyday behaviour does not support this claim.
Do we really exercise and eat all our veggies? If we can have ads on TV for shampoos
and cars, there could be ads to remind citizens to brush their teeth, to check their PSA
level, or to eat an apple. Without a contemporary approach to health education, there
will be no change. Marketing agencies can come up with the creative campaigns that
will advertise healthy life. Non-smoking should be made equivalent of a little black
dress: always acceptable and fashionable. Why not introduce Health Education in
school curricula? Why not talk about health in sermons? Religions of the world could
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make it a part of their agenda to remind parishioners not only about the health of the
soul, but also about the health of the body, thus contributing to public health.
Health prevention needs to include public and private health care organisations
and engage the entire health-care-delivery system, including clinicians, health-careprovider organisations, employers, insurers, and consumers. Appropriate clinical
preventive services should be made available to everyone. Life-saving therapies need
to be preceded with a strong dose of prevention.
Risk factors require special attention. An epidemic of being overweight and
obesity has gained a significant attention lately. Their prevalence is rapidly growing,
particularly in children and adolescents. Primary prevention of obesity and other
risk factors should be part of a global public-health policy, targeted to improve
the nutritional status of the community, to reduce the risk for chronic diseases, to
improve health status and quality of life.
Disease treatment should be our last priority; we want to teach the people how to
avoid the disease, not what drugs to take for the rest of their lives. Once a person has a
couple of drugs for hypertension, several pills for diabetes, some more for cholesterol,
and so on, their normal life is over; all they do in any given day is calculate when to
take the next pill. That should not be our ideal of fighting against disease.
Furthermore, getting rid of the poverty and encouraging sustainable development
in developing countries would solve many of the health problems they are dealing
with. For that, one needs capable leaders and uncorrupted governments. Enthusiastic
individuals can change the world. Now, all the world health needs is a good distribution
of those enthusiasts in the governments and among decision-makers.
Even when funds are available, caution is necessary. There is always a human
factor; a man in charge of money is a man in trouble. White-collar crimes of
stealing and lying are ever present. Then there is administration. Someone has to
make sure there is a paper trail for all the transactions and before you know it,
there are thousands of people doing bureaucratic jobs and spending funds that
should be dedicated to the higher goals. When all the big shots, accountants, and
administrators get their share, the world is lucky to save one infant form death and
prevent one case of diarrhoea.
Fundraising, as well as researching and eliminating causes of disease, is the way
to go when it comes to global health. But that is nothing if there is no dedication, no
soul, and no conscience in people who make decisions. We already have many good
ideas and proposals for solving multiple health-related problems. All we need is to
stop talking and start working.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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“Once I had a wife and four children,
They were afraid of my disease though.
My wife took my children and left.
Now I have no home, no property, no wife”
Generoso, Leprosy patient

Leprosy is a chronic infectious disease caused by Mycobacterium leprae. It affects
mainly the peripheral nerves and skin, but has a vast clinical presentation, this
being classified depending on the bacillary load as paucibacillary or multibacillary.
The mode of transmission still remains uncertain, but most researchers think that
it happens through nasal droplets. Besides its clinical manifestations, leprosy has a
great social significance and even when its eradication is plausible; eradicating its
social effects may be far from reach.
Leprosy is one of the oldest diseases known to mankind. There is evidence of
leprosy being a widespread disease as far back as the 15th century BC in India
(Ctesias, Pers, xli, Herodian, I,i,38) and in Japan in the tenth century BC. It is known
that leprosy got to Europe from Egypt (Ebers papyrus), and the first human remains
with evidence of the disease were found also found in Egypt (Dakhlah Oasis). Well
before the time of Christ, the disease was endemic in Palestine. In some cases, it was
thought to be a divine punishment, and in others, it was thought as being hereditary
and contagious; hence, it was considered a cause of defilement and involved
exclusion form the community.
In the European Middle Ages, legislative enactments were made for the segregation
and against the marriage of lepers by Rhothar, King of the Lombards. The law said
that any leper, diagnosed by the law or by his neighbours, lost all his possessions
and was considered from that moment forth as being dead. Money was provided
from his savings to pay for food until he died. Similar laws were adopted in other
parts of Europe. By the seventh century, the first leprosariums in France were opening
(Verdum, Metz, etc). The period between 1090 and 1363 is known as The Great Leper
Hunt. During these years, trials were common, and people were openly judged by
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magistrates, peers, and priests. We have to bear in mind, that diagnosing leprosy in
this years was difficult to achieve—even the few doctors who might have been of any
assistance preferred to stay away. As Danielle Jacquart and Claude Thomasset put it:
“especially in the case of leprosy…medicine offered a nosological conceptualization
in conformity with the demands of the sacred and its textual traditions”. The hunt
came to an end when medical doctors managed to get a hold of the trials. With the
publication of La Grande Chirurgie (1363), a book that contained distinctive signs of
leprosy, the diagnosis of leprosy declined. At the fourth Lateran Council (1215), it was
decided that Jews and lepers should wear distinctive clothes so people standing by
could step aside and avoid contamination.
Leprosy survived through the Enlightenment, and renewed its stigma in the
islands of Hawaii. Hawaii became of importance as a provisioning station in the
mid XVIII century, when gold was discovered in California and the trade with China
increased. It is thought that leprosy was introduced to Hawaii in the year 1777,
but it wasn’t until 1865 that the Hawaiian king decreed segregation in the Molokai
Island, probably because the board of health did not want the world to know that
the disease was endemic among Hawaiians. Death in the island was common, mainly
because they weren’t provided with their basic needs. Working under the Chiristian
paradigm (lepers loose all sense of early identity and become only lepers), the US
Health Service tried to persuade the Molokai lepers to volunteer for experiments. This
was a complete failure. Only nine of the 900 lepers in the island volunteered.
It was in 1873 that Armaur Hansen of Norway made the discovery of the causal
agent for leprosy: Mycobacterium leprae. During his time, it was common knowledge
among the historically informed, that leprosy was caused by God’s punishment for
dark hidden thoughts, words, or deeds, usually involving unorthodox forms of sex.
With this stigma attached to leprosy, it is clear that patients needed love and care
more than any kind of medical assistance, this being why most of the work done with
lepers was performed by missionaries, not doctors.
Between the First and the Second World Wars, medical observers started to notice
that segregation had no impact on the prevalence of leprosy. In the year 1941, a new
treatment was being used by the US Public Health Service in Louisiana, with not very
good effects. It was in the year 1951 that Dr Cochrane used dapsone for the treatment
of leprosy for the first time. But the good spirits did not last for long as resistance
emerged. In the island of Malta, clinical trials were conducted and ended with results
that gave a green light to combination therapy. WHO started to recommend multidrug
therapy in 1981, with dapsone, rifampicine, and clofizamine, from one single dose to
6 months of treatment. In the 44th World Health Assembly, it was agreed to set the
goal to eradicate leprosy as a public health problem by the end of 2000. Multidrug
treatment has had a great impact in diminishing the prevalence of the disease, but
the stigma of the disease continues.
After all these years, leprosy remains an important health problem worldwide.
Prevalence of the disease at the beginning of 2005 was 286 063. New cases
decreased 21% between 2003 and 2004. This has been consistent over the past few
years, with a steady decrease of 20% every year. The true incidence of leprosy is
measured by the actual case-detection rate, and since this rate has been increasing
over the past 10 years, this would lead to the conclusion that the activities designed
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for endemic countries are working (hopefully). The current strategy aims to eliminate
leprosy. Elimination was defined as a reduction in the prevalence of patients with
leprosy receiving multidrug therapy to less than one per 10 000. The main elements
of the strategy published by the WHO in the document Global Strategy for Further
Reducing the Leprosy Burden and Sustaining Leprosy Control Activities 2006-2010
are contained in the panel. There are still 15 endemic countries, most of them in
Asia, Africa, and South America. 107 of 122 countries that were endemic for leprosy
reached the elimination target. This target was arbitrarily chosen, supposedly, as
once this prevalence was reached, the pool of people with the disease would be so
small, that transmission would cease and the disease would disappear.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

Panel: Global strategy for further reducing the leprosy burden and
sustaining leprosy control activities, 2006-2010
The main elements of the strategy are as follows:
– Sustain leprosy control activities in all endemic areas
– Use case detection as the main indicator to monitor progress
– Ensure high-quality diagnosis, case management, recording, and
reporting in all endemic communities
– Strengthen routine and referral services
– Discontinue the campaign approach
– Develop tools and procedures that are home or community based,
integrated and locally appropriate for the prevention of disabilities or
impairments and for the provision of rehabilitation services
– Promote operational research in order to improve implementation of a
sustainable strategy
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

adapted from www.who.int/lep/reports/globalstrategy-pdf-verison.pdf

I recently went to visit a leprosarium in Fontilles, Spain. This magnificent place
was founded in 1902 by Father Carlos Ferris and a lawyer, Joaquin Ballester. They
were deeply moved by people who had the disease, and were condemned by society
to live in isolation. In 1909 it started with a mission and in 1947 it began to train
professionals from all over the globe.
There are still a few lepers living in Fontilles. Some of them live with their
partners. The thing that touched me the most, is that most of the people are not sick
anymore. They were cured years ago, but because of the social weight that having
a disease like leprosy confers to a patient, they decided to stay and live in a place
where they felt understood, not only by other patients, but also by the staff that
works in Fontilles.
“What’s in a name? That which we call a rose, by any other word would smell
as sweet.” (From Romeo and Juliet II, ii, 1–2). So we come to this. From my brief
conversations with the patients in Fontilles, I came back to Barcelona under the
impression that for most patients, knowing that they have leprosy is a big thing.
And for most of the people that live around them, Mycobacterium leprae are not
pleasant bacteria to get along with. So I thought: “It is all in the name”. So I propose
to change the name. I propose that leprosy should no longer be known as leprosy. I
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propose that from now on we call it: chronic bacillary skin infection or CBSI. By doing
this, we might be able to loose the stigma, encouraging people to attend a health
centre if they notice any of the signs of leprosy that we so often look for in a patient.
This could be added to the WHO strategy for 2006–10. Another great thing: it’s free.
Leprosy can be defeated. It has been with us for quite some time now. Many
things have changed, but some are still the same, mainly, the stigma.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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RETHINKING TECHNOLOGY FOR
HEALTH IN DEVELOPING COUNTRIES

Jaspal S Sandhu
PhD student researcher, College of Engineering, University of California,
Berkeley, USA

Disproportionate technology spending is a leading contributor to the 10/90 gap in
health research. In 1998, 15 pharmaceutical companies combined to spend US$20·4
billion on research and development, 28% of the global total, the overwhelming
majority of this focused on industrialised countries.1 During that same year, US-based
pharmaceutical companies spent US$16·9 billion just in the US (23% of the global
research and development total). A leading response has been to increase the money
spent on technical solutions for developing countries, as with Gates Grand Challenges
in Global Health; however, some argue that this overemphasis on technology ignores
the political, social, and economic dimensions of improving health.2
Although by its very nature, technology-based research and development often
requires more funding than other research activities (such as policy or health-services
research), it is disproportionately funded with respect to its potential impacts. In
particular, there are two systematic biases related to the funding of technology
research. First, there is an overemphasis on treatment and management of disease.
A more balanced approach, incorporating prevention and education, is needed to
achieve sustainable strategies for combating disease and promoting health. Secondly,
in the context of developing countries, health technology is narrowly defined,
typically encompassing pharmaceuticals and biotechnology, and occasionally medical
devices. Many other non-medical technologies can significantly and positively affect
global health.
Fundamentally, the gap that we are trying to address is not one of research
spending, but one of disease burden. Closing the 10/90 gap by increasing spending
on health research in developing regions is a means to this end, but so is prioritising
existing research spending. Within this resource-constrained setting, reframing the
discussion on health technology will help us move forward in our battle against
disease disparities. Specifically, we need to (1) define health technology more
broadly, (2) emphasise human-centred technology development, and (3) foster local
technology innovation.
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Of the eight Millennium Development Goals, the three directly related to
health—reduce child mortality; combat HIV/AIDS, malaria, and other diseases; and
improve maternal health3—can all see dramatic gains with improved education and
prevention, and technology can play a critical role in facilitating this. Examples of
such technologies include insecticide-treated antimalarial bed nets,4 point-of-use
drinking water treatment systems,5 and handheld computers for improving rural
health-service delivery.6 Unlike medical technologies, these examples impact health
in more prospective manner.
In this context, health technology is broader than medical technologies, and refers
to medicines and to any designed system, device, or artifact that improves health
through prevention, treatment, or management of disease.
In addition to new and emerging technologies, existing technologies can also
affect health at the population level. Indoor smoke from solid fuels is a leading
environmental risk factor for acute respiratory infections and pneumonia,7 particularly
in young children.8 Every year, indoor burning of wood, dung, coal, and other solid
fuels kills 1·5 million people, two-thirds of these in southeast Asia and sub-Saharan
Africa.9 In order to reduce the mortality and morbidity associated with cooking fuels,
it will be necessary to conduct continuing research into the design and deployment of
existing cooking and heating technologies that use solid fuels, as well as the health
impacts of newer technologies, including those that use alternative fuels.
The advances at the leading edge of technology are important to global health,
but existing solutions should not be sacrificed for the sake of technological progress.
Simply rethinking the design of existing technologies from a human-centred
perspective can help us achieve tremendous health gains.
Just as human behaviour is often a contributing determinant of disease, human
interaction with technology can impact health outcomes. Understanding people—from
both the individual and social perspectives—is crucial to successfully developing
technology that will have a positive impact on health, that will be widely adopted,
and that will be economically sustainable.
Human-centred technology development considers the needs, abilities, and
experience of the target population. Rather than seeking to adapt the people to the
technology, it aims to adapt the technology to the people. Cooking practices, for
example, are often deeply rooted in local traditions; new stove technologies intended
to reduce indoor air pollution have typically not accounted for these practices, and
this has had a detrimental impact on technology adoption and sustainability. In
the past decade, there has been a paradigm shift towards human-centred research
and practice in multiple, parallel fields, including health (patient-centred), education
(learner-centred), computing (user-centred), and business (customer-centred). Health
research for developing countries, particularly health-technology research, has not
suitably adopted this mentality.
The major health targets—the Millenium Development Goals, the Global Burden
of Disease, the Gates Grand Challenges—focus on a macroscale view of global
health and do not take into account, or advocate for, programmes tailored to local
contexts. The local context needs to be considered not as a confounding factor, but
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as an opportunity for developing effective solutions. One key way to address this is
to involve a more diverse set of skills in addressing health issues. The 10/90 gap is
characterised in part by an under-funding of research outside the biomedical sector.1
By focusing on education, environment, and safety, and by involving social scientists,
educators, engineers, and management scientists in the process, we can develop
solutions that suitably account for human factors. In this manner, we can develop
effective, heterogeneous approaches to the same problem in different contexts.
In addition to diversifying the workforce focused on health in developing regions,
an increased emphasis on local innovation is needed. Local innovators are better
equipped to develop human-centred technology that is appropriate to the setting
in which it is deployed. Specifically, local innovators have a better understanding
of local practice, culture, and social norms, which can each affect human interaction
with technology.
Innovation is fundamentally the introduction of new ideas, and may represent
revolutionary thinking, or simply incremental improvements. In the domain of health
technology, such innovation may be related to design, deployment, financing, or
evaluation, all of which further motivates workforce diversification. It is important to
not only facilitate local innovators, but to also enable local capacity building in a sense
that encompasses people from non-biomedical fields. In order to do this, as Hongoro
and McPake10 suggest for biomedical human resources, we can currently leverage
focused training and, in the long-term, utilise the capacity of the developing world.
This discussion is irrelevant to our goals unless it can be converted into actionable
strategies. Following are five key strategies to ensure that health technology research
will have a measurable and sustainable impact on disease disparities.
First, sensitisation: human-centred technology development is a research
approach, rather than a methodology. It is thus essential to sensitise researchers,
practitioners, and policymakers to the concept of human-centred technology
development to affect technology development activities at all levels. Such buy-in
is the most critical component in this plan as it is a necessary precondition for the
other strategies.
Second, innovation networks: global networks linking technology innovators need
to be developed and maintained, as proposed by Morel and colleagues.11 Information
technology can facilitate rapid knowledge exchange, which is critical to promoting
innovation and decreasing time-to-market of functional solutions.
Third, utilise existing capacity: there is insufficient utilisation of developingcountry human resources outside of the biomedical field working on health issues. By
involving these experts—such as behavioural scientists, engineers, and management
specialists—in health-technology research, we can develop holistic programmes that
go well beyond technical solutions.
Fourth, intellectual remittances: in technology industries, “brain drain” is gradually
being replaced by “brain circulation” as entrepreneurs return to their home countries
equipped with knowledge and experience acquired abroad.12 Similarly encouraging
a broad spectrum of expatriates to participate in health technology development
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in their home countries and to contribute “intellectual remittances” can spark local
innovation and local-capacity building.
Fifth, capacity building: at the core of local innovation is a need to not only redirect
existing local resources at health issues, but to also ensure that sufficient expertise
will exist in the future. At the core of this capacity building is training and education.
It will be necessary to develop programmes that focus the diverse workforce on health
issues, and to provide incentives for this group to work on these problems.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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LIBERATING THE WORLD FROM DISEASE
EVERYONES’ ASPIRATION
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The burgeoning global burden of disease most especially in a setting of poverty,
corruption, and other remediable sticky situations would always be a spotlight for
all humanitarian forums. Be it as it may, the lopsided pattern of disease distribution
across the world and even within solitary communities is dreadfully lamentable. From
one end of the spectrum, infectious diseases and deficiency-related malnutrition
fuelled by poverty; political turmoil, corruption, and ignorance are afflicting the
developing nations. At the other end, the developed affluent societies are laden with
non-communicable chronic diseases that ironically are gradually becoming a growing
problem even in the less developed societies.
The ever growing inequality on sociopolitical as well as economic fronts would in
my opinion continue to be the bane of successful control of certain age-old diseases
and even the emerging ones, such as avian flu, SARS, and HIV/AIDS. Certainly
remarkable improvements were seen over the past few years and thanks to the
budding advancement in information technology and upsurge in the standard of
living (though limited to some countries as some nations most especially in Africa
still languish in civil strife, penury, and hunger). The aspiration of combating disease
and promoting health remains a Herculean task that must involve all factors with the
purpose of determining how healthy one can be. These include physical and social
environments, economic power, individual risk factors, and predisposition to disease
as well as the strength of health-care system and political wellbeing.
These factors were sometimes approached with rather haughty and vague methods.
These led to unfathomable letdowns of our health systems and vital statistics and at
times created a vicious cycle with even more sinister health outcomes. At an individual
level there must be a profound and well-infused motivation and willingness to modify
our attitude towards a healthy lifestyle. Such a change would entail improvement
in personal hygiene; adherence to the personal principle for protection against
sexually transmitted infections (ie, abstinence, being faithful to ones’ partner, and
the use of adequate protection, such as condoms, during sexual contact). Others
include avoidance of risky social habits, such as alcoholism, cigarette smoking, and
consumption of fat laden and other junk food. Individuals must be made to understand
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the need to take responsibility for their own health. It must be made universally known
that it is a fundamental duty upon all and sundry to get screened against preventable
ailments, such as cervical and breast cancers and obtain vaccination where feasible
against illnesses such as hepatitis B, influenza, and other immunisable infections,
especially those claiming a huge toll on our children. Potentially lethal and debilitating
genetic diseases, such as sickle-cell anaemia, especially in low-income countries in the
third world can effectively be prevented at individual level if appropriate premarital
screening and counselling strategies are instituted.
The goal of combating disease and promoting health at all levels must always
chase an ideal health status and not just aim to cure ill health. Family efforts to ensure
prevailing health in every domain would involve adequate birth spacing, provision
of good and vital nutrition, and prompt seeking of treatment for ailing members.
Additionally, boosting healthy family lifestyle as enumerated above, including personal
hygiene coupled with increased receptiveness to health promotion strategies in the
society are integral steps to success. The overall end result of these will trim down the
disease as well as socioeconomic burden in that family and the larger society as a whole.
Furthermore, such measures would ensure attainment of ideal health for such individuals
in their particular sociocultural and economic setting with an enhanced quality of life.
Communities have to take-on solidly the responsibility for their own health by
combating disease and promoting health. Stakeholders in the society must provide
services that would ensure and sustain ideal health independently of external support.
At the backbone of this are comprehensive health education programmes that should
be aggressively carried out in a technically designed manner suitable and appropriate
for such settings. Free health-care services at primary health-care level have to be made
available. This would ensure that less amount of funds are utilised even in the face
of limited resources as commonly seen in developing countries. Even where health
facilities are provided by the government, the involved communities can play a key role
in ensuring its sustainability by actively involving its patriotic members in it.
We must ensure the provision of appropriate, helpful, and quantifiable measures
of combating priority health problems in any particular community. This becomes
necessary, bearing in mind that countries differ in their socioeconomic as well as
sociocultural milieu. Incentive directed services can be provided at all levels in the
community that can serve as an avenue for reward to facilitate positive change
towards health. For example, free education for all children fully vaccinated before
their fifth birthday would ensure significant drop in childhood mortality and morbidity
from preventable diseases; or free meal and clothing for all youth involved actively
in drug-free clubs. Free community-based training of all individuals fully motivated
to work in the health sector can ensure that those fully aware of the peculiar health
problems of the society are at the forefront of remedying them.
Strict regulations in all communities that are geared towards limiting the harmful
effects of some daily human activities with consequential release of potentially poisonous
by-products are to be enforced. This may involve the use of alternative fuel supplies and
proper construction of effluents and chimneys discharging toxic waste to a safe level
that may otherwise pollute the environment thereby making it a sanctuary for increased
susceptibility to ill health. Such measures can be effectively employed to decrease the
potential harm of phenomena—that have a significant bearing on our health—such as
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global warming, green-house effect, flooding, and famine. Provision of safe means of
human movements with decreased rate of automobile accidents to a minimum can curtail
great morbidity associated with misfortunes, such as road-traffic accidents, plane crash.
Charitable trusts as well as non-governmental organisations play a pivotal role
in achieving desired goals in health-care delivery. Their projects notably in the lessdeveloped countries must be fashioned according to local health problems and
designed to carry beneficiaries along. Futile attempts have been made (and are still
going on) at addressing health problems in resource limited settings, such as Africa
largely due to multitude of factors such as corruption, poor technical frame work,
lack of involvement of indigenous community members, resistance to change from
the beneficiaries with consequential loss of interest from the donors. It is therefore
envisaged that good pre-project technical appraisal and strong and deep-seated
drive in these foci will significantly bring about a positive upturn in global health
status. More focused research work needs to be carried out by these groups in
respective environments with the view of redefining health policies and monitoring
disease pattern, causation, and control.
Gone are the days when governments shoulder all responsibilities for effective
delivery of health care. But, in a world of today we still expect a noteworthy measure of
commitment especially in areas of efficient policy making and implementation. No doubt
provision of satisfactory financial support to all designed health programs particularly
those that communities, NGOs or otherwise can not readily make available would be an
invaluable venture. Technical collaboration and backing are integral complement to the
aforementioned. Health professionals when proficiently and comprehensively trained
by the government can fuel the process of health care delivery through improving
the doctor to patient ratio and closing the yawning gap of inequality, inequity, and
bad distribution of services. Safe and cost-effective means of drug procurement
would be an invaluable tool for attaining a healthy community and the efficacy of
employing government owned media in the dissemination of information can not be
overemphasised. The colossal benefit derived from information technology if properly
harnessed by governments would go a long way in achieving a well-informed and
healthy public. By-and-large, improvement of socioeconomic status of its own citizenry
should be a basic responsibility of every government. A poor populace is constantly
weak in terms of health-care affordability and is hence a sick one.
Countries that have successfully eradicated certain health problems that are still
a growing threat to certain populations elsewhere in the world must be actively
involved in the provision of comparative ideas and technical support towards
relieving the disease burden in such nations. This the whole international community
must imbibe without political sentiments if any success is to be attained. Giant
multinational agencies working in non-health-related areas can indirectly address
some health issues by working assiduously in their domains that have a significant
bearing on health, such as environmental sustainability.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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FIRST BREATH
WHO TAKES CARE OF THE NEWBORN IN THE CRITICAL MINUTES
IMMEDIATELY AFTER BIRTH?

Ayesha Sania
Research fellow, Child Health Unit, ICDDR,B International Centre for Health and
Population, Bangladesh

On a cold December morning Morjina, a 28-year-old Bangladeshi lady was brought
with an obstructed labour to the obstetric emergency of a tertiary level suburban
hospital. She and her family travelled for 4 h to reach this hospital. The labour
started in the day before, and, until it became obstructed, Morjina was attended by a
traditional birth attendant. A severely asphyxiated baby was delivered by emergency
caesarean section. Despite all resuscitative measures the baby never took any breath.
This was Morjina’s seventh pregnancy. As her mother-in-law does not allow her to go
to health facilities, she delivered the other six babies at home. All the babies were
either stillborn or died immediately after birth.
Every year countless newborns like Morjina’s babies are dying in developing
countries due to birth asphyxia. The burden of asphyxia deaths and disabilities is
unknown in countries lacking vital registration systems. Available data indicates that
birth asphyxia and injuries account for 29% of total neonatal deaths, an estimated 1·2
million deaths per year and another 1·6 million new stillbirths (fetal deaths after 28
weeks of gestation).1 Thus, birth asphyxia may directly cause approximately 3 million
early deaths each year. Birth asphyxia also causes an unknown burden of disabilities.
The estimated numbers of disability-adjusted life years for birth asphyxia exceeds
those due to all childhood conditions preventable by immunisations.2 Despite all
these facts, birth asphyxia does not feature on most lists of childhood killers and
is not a policy or funding priority. Stillbirths associated with perinatal asphyxia are
almost invisible at policy level.
Newborn resuscitation, an intervention with limited evidence of effect, is the only
way to prevent asphyxia deaths and disabilities; in this way asphyxia is unlike most
causes of childhood mortality for which interventions evident of sufficient effect are
available.3 Although prompt resuscitation after birth can prevent many of the deaths
and reduce disabilities in survivors from birth asphyxia, managing birth asphyxia
depends greatly on the continuum of obstetric and newborn care. Most infants of
developing countries are delivered at home; these deliveries are often conducted by
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traditional birth attendants who generally lack adequate training in delivery care and
management of the newborn. Therefore, an important approach of reducing neonatal
mortality due to birth asphyxia should be development of optimum communitybased strategy to ensure presence of personnel trained in delivery care and newborn
resuscitation at birth.
Adequate management of birth asphyxia, to a great extent, will be ensured
through improved coverage of deliveries with birth attendants who have been
trained to identify and manage asphyxia through resuscitation and referral, when
appropriate. The availability and coverage of skilled birth attendants is an area
in which progress has been very slow in many developing countries. Inequitable
distribution of health facilities puts the rural poor at a disadvantage. Communitybased interventions related to maternal and newborn care can take two general
approaches. One is to move the mother and baby to a place where skilled personnel
are present, such as a health facility or a village-based delivery home. The other is
to place skilled or semiskilled personnel in the home by giving skills in simple lifesaving resuscitation techniques to traditional birth attendants, community health
workers or family members.
Interventions to identify and manage birth asphyxia at the community level
through community health workers have been evaluated in small community-based
studies. A community-based intervention trial in India trained village health workers
to promote essential newborn care, and to diagnose and manage neonatal sepsis
and birth asphyxia achieved a 47·6% reduction in birth asphyxia-related mortality.4
In addition, other community-based intervention trials have demonstrated reduction
in neonatal mortality by targeting women who were diagnosed as high-risk on the
basis of maternal risk factors by village health workers.4 However, several factors
might prevent this strategy from gaining wide coverage; families often do not notify
community health workers when women are giving birth, and they may think that
the community health workers can contribute little to the delivery process that
traditional birth attendants or other family members provide. Moreover, scaling up of
this delivery strategy aimed at reduction of asphyxia deaths through community or
village health workers has huge cost implications, as it involves an additional cadre
of health workers.
The training of traditional birth attendants is an alternative to delivery of newborn
care and resuscitation through additional health workers. Some research supports
the idea of training traditional birth attendants in resuscitation of newborns.
Nevertheless, the reduction in perinatal mortality demonstrated among the women
delivered by attendants with advanced training was not significant.5 Moreover,
coverage of delivery attendance by trained attendants in many developing countries
is remarkably low. Also, when traditional birth attendants are present at delivery,
they generally are unable to check newborns for birth asphyxia and to perform
resuscitation immediately after birth, as they are preoccupied with delivering the
placenta and otherwise attending to the delivering mother.
One strategy to ensure skilled personnel at birth would be to create “delivery
homes” staffed by a skilled birth attendant in an environment that is more similar
to a home birth than to an institutional birth. This might reduce the burden on the
birth attendants and allow for a more controlled birth environment. Few examples in
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the published literature describe the delivery-home concept. Programme success of
birthing homes staffed by midwives in Indonesia was limited by the fact that women
continued to prefer giving birth at home with traditional birth attendants, unless they
developed a complication.6 In the case of complication, midwives were frequently
sought and then served as key links to emergency obstetric care. Therefore, the
establishment of birth homes served critical function. Yet further research on largescale implementation of the delivery home concept is needed to examine the
impact on mortality due to birth asphyxia and its feasibility, acceptability, and costeffectiveness depending on the context.
A major research priority is how to effectively scale up the successful experiences
of local projects. Although neonatal resuscitation is the only intervention available
for combating deaths and disabilities due to birth asphyxia, a sound delivery strategy
to ensure skilled attendant at birth has not yet been identified. Little work has been
done to identify appropriate delivery strategies capable of achieving and maintaining
high coverage among underserved populations of different epidemiological, health
system, and cultural contexts. Therefore, a systematic programme of research to
answer questions about how best and by which health cadre to deliver newborn
resuscitation for averting asphyxia death is urgently needed.
Costing of newborn resuscitation interventions is a major gap. Very little published
examinations of the marginal benefits and costs of adding neonatal resuscitation
training to existing programmes in developing countries are available. Understanding
is lacking of the effects of combined maternal and newborn care programmes on
birth asphyxia. As management of birth asphyxia is a continuum of obstetric care and
newborn resuscitation, demonstration of such synergies will help influence policy
makers to take newborn survival initiatives.
Incidence and prevalence data regarding neonatal mortality and disability
due to birth asphyxia at the population level are entirely lacking in developing
countries. Improved tools for recognition of birth asphyxia and assessing asphyxia
related mortality and morbidity outcomes are required to answer many of the
research questions posed which will in turn help in setting funding priorities and
policy decision.
Reductions in neonatal mortality are necessary to meet the fourth Millennium
Development Goal, which calls for mortality in under-5-year-olds to be reduced by
two-thirds. Birth asphyxia is a major cause of early neonatal mortality. Neonatal
resuscitation, the only intervention with known effectiveness for birth asphyxia, can
only be provided by a skilled attendant at birth. A number of strategies to deliver
skilled attendant at birth have been evaluated locally. Scaling up coverage to provide
skilled attendant to underserved areas and adding neonatal resuscitation to existing
training programmes will require major new investments. Innovative approaches are
needed to increase information for decision-making and improve care in settings
where far too many newborns fail to take the first breath of life. The deaths of
newborns like Morjina’s baby are unconscionable when most could be saved with
available interventions.
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SCENARIO AND ITS MANAGEMENT
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Throughout human history, diseases have always been there to risk our health.
Whether due to an infective organism or as an outcome of metabolic error, we have
always tried to learn about the disease and then control it.
In context of developing countries, communicable diseases continue to be the
major public-health problem. Relentless efforts have been put to diagnose and treat
these diseases. But controlling a disease requires preventive measures, especially
when we are looking forward to a long-term effect.
Various literatures that I have come across including national programmes seem
to be deficient in two approaches: (1) narrowing the knowledge, attitude, and practice
(KAP) gap and (2) lack of futuristic approach. The KAP gap implies the deficiencies on
three levels: knowledge, people don’t know or; attitude, people know but they don’t
understand; and practice, people want but can’t do it.
Intensive work has been done in the field of health education to make people
knowledgeable. But, I think the latter ones retain a wide scope of improvement and
also need more exploration.
Every programme emphasises health education. In fact to a large extent, they are
successful in providing the education, thus, increasing the knowledge of the people.
But, less has been done to change the attitude of the people. For example, health
workers in my country inform people of rural areas about the advantages of family
planning but many people fail to understand its significance and hence tend to
ignore it in spite of the knowledge of the family planning methods. Informing might
have given them knowledge but this doesn’t necessarily change their attitude.
Some countries have put some effort on the changing of attitudes and these have
proved effective to a large extent. For example, instead of educating couples about
long-term advantages of family planning to their health and family, and convincing
them to use it, immediate facilities like free medical facility or education should be
given to make them adopt this practice. This sets up a trend in the public for a norm
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of a small family. It is especially important in areas like villages where a family still
comprises five or six children and people are of attitude that more children bring
more earning and thus better socioeconomic status. Once a trend is setup, longterm advantages are slowly realised in the community requiring no more efforts to
convince them to adopt family planning.
Another example is the SAFE strategy in the management of trachoma. A
definite treatment by surgery impresses on the people, the immediate advantage
and motivates them towards other aspects like facial hygiene and environment
modification, which have a more longstanding effect.
Another level of KAP gap is very subtle. Change of attitude might not always lead
to good practice. This is more important in risky behaviour like promiscuity, smoking,
etc. This is a problem the extent of which we are not sure, but it is certainly large. This
accounts for those cases that cannot change their behaviour in spite of their desire
to change. Reasons could be lack of motivation, lack of willpower, determination, or
simply lack of interest.
More research is needed in this area because we are finally going to end up in
this problem even if we are 100% successful in changing the attitude of the people.
Counselling, meditation, life-skill trainings, rehabilitation, and so on are a few methods
that have been applied in different fields and in varied ways. But, we don’t know for
sure which is efficacious and how much. This is not only a problem in developing
countries but also a major problem the developed countries are already facing.
The first step should be to recognise the reasons of this problem and then the
prevalence of each of these reasons. Then we should move ahead to find solutions
to this problem. As already mentioned, we don’t have definite information about the
effectiveness of the options we have. We might even need to develop new methods
and solutions. Thus, intensive and widespread research should be done to enlighten
this root-level problem. No more can be said or done unless we know more of it, the
only way being research.
By futuristic approach, I mean the anticipation of the future in time to prevent
the worse. We know the disease trend—their pattern and natural histories. In
developing countries, the major burden is due to communicable disease, but the
non-communicable diseases are also already on their stride, loading comorbidities
in the community. We are aware that, with urbanisation the prevalence of noncommunicable diseases also increases but many seem to stick to the idea of
dealing with the problem when it appears. Similarly, many governments are focusing
only on communicable diseases completely ignoring the rising prevalence of noncommunicable diseases.
Developing countries have an advantage over the developed countries. The
history of diseases in developed countries paves the path for future disease pattern
in developing countries. Learning from this, we have an approximate future picture of
disease. Thus, unless we start programmes focusing on these emerging diseases, we
are sure to invite the same difficulties to deal with the disease that the developed
countries have gone through. It is ironic to know that the non-communicable diseases
are preventable but no programme is focusing on them.
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By this, I don’t mean that a substantial amount of resources should also be
allotted in prevention of non-communicable diseases. Integration of health education
regarding its prevention into the already functioning national programmes won’t take
away much resource.
Urbanisation and especially limited decentralisation has made cities overpopulated,
which represent a significant population of the country by number though not by
area. This urban population is at a large risk of exposing themselves to the already
identified risk factors of non-communicable disease. Thus, the government should
also focus into the urban health management, if possible through a separate division
in the health department; if not so, then by integrating urban health to the already
existing office of the metropolitan city and municipality. These departments have
to use various modes of health communication through mass media and various
education materials. Health education regarding the same should be given at school
level in a more practical manner.
Government should also focus on establishment of cheaper fitness centres, proper
isolation of residential areas, and allotting proper public areas for exercising. In
Kathmandu, there is hardly any jogging parks or areas completely free from vehicles
and air pollution. Even in early mornings, one cannot remain away from the vehicles’
poisonous fumes. So whenever I am in Kathmandu I remain inside my house rather
than allow those gases inside me.
Not only the governments but also WHO has to emphasise these problems to
developing countries. WHO should put more effort to into limiting these problems.
Any transmissible disease anywhere in the world is a risk to the whole world. This
has been the key idea of giving more priority to communicable diseases, but then
we should not be ignoring the large population who are sure to develop noncommunicable disease if proper interventions are not taken to prevent the exposure
to risk factors.
Eventually, I would conclude by saying that this idea of integrated approach
through may seem ideal is certainly possible, provided there is enough international
co-operation, proper management of research and, of course, untiring efforts from all
of us from health and developmental fields.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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COMBATING DISEASE, PROMOTING HEALTH

Roseline Sitorus
Government officer, Directorate of Indonesia Herbal Medicine, National Agency of Drug
and Food Control, Indonesia

Nowadays, thanks to medical advances and innovation, people can have more
hope in living healthy. But still, in reality medical problems keep increasing
instead of vanishing or at least lessening. New diseases come up more than new
medicines innovated—diseases that are related to lifestyle, infectious disease, or
genetic disease.
Health profile and disease pattern are much related to changes in lifestyle. Our
body naturally has the ability to balance its condition. We have homoeostasis as a
balancing system and immune systems against infectious agents. Feelings of hunger,
thirst, and tiredness are natural reactions when our body has suffered imbalances
to show that we need something to overcome those imbalances. But since there are
significant changes in lifestyle, diet, and environment, our balancing system called
homoeostasis is disturbed. Changes that are resistant to our natural physiological
weaponry lead to imbalance conditions called sickness or disease.
There are three categories of disease: lifestyle disease, caused by improper
lifestyle such us unhealthy diet, less exercise, destructive habit, and so on; infectious
disease, caused by infecting agents such as microbes and virus; and genetic disorders
or physiological failure.
Obesity, which is now America’s number 1 enemy, is caused by improper food
intake or diet and less exercise. Smoking is also a famous unhealthy habit, but
hard to stop.
Infectious disease commonly is an epidemic in developing and poor countries.
Dealing with infectious disease is dealing with living organisms as infecting agents.
Microbes and viruses need certain condition to live and reproduce, for example damp
environment. The creation of these conditions is giving chance to infecting agents
to live and later on spreading infectious disease. One way to cope with infectious
disease is to interfere with the microbe’s living environment, such as sterilisation with
disinfectant. Beside that, improving our bodies’ self-defence is proven to be able to
prevent our self from the disease.
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Apparently, developing and poor countries have more health problems than
developed countries. Research in Indonesia showed that the prevalence of clean and
healthy behaviour was low.
“Clean and Healthy Living Behavior” is a programme by Indonesia’s Ministry of
Health, for “Healthy Indonesia 2010”, to give educational experiences or to create
conditions for individuals, families, groups, and society by opening communication
pathways, advocating, conditioning, and exerting people. This programme educates
to increase knowledge, improve attitudes, and change behaviours so that people are
aware, willing, and capable of practicing clean and healthy behaviour.
In my opinion, clean and healthy living behaviour is very much related to how
educated is a society. Clean and healthy living behaviour is about awareness, that
having healthy life is having a higher quality of life. A healthy person is much more
productive, and is economically an advantage. So, who wouldn’t have a healthy life?
Nobody. But why is there still poor behaviour health behaviour. One reason is that
the people are not educated enough about healthy living so they are not aware of
the importance of being healthy, personally as well as nationally.
For example, many people didn’t know the danger of smoking, to the smoker
himself and others (passive smokers). They still think smoking is a lifestyle, and it is
their right to smoke.
Healthy living education is not merely informing how to be healthy but also giving
awareness to live healthy. Giving information is an opening act. Hopefully, by giving
continuous information, people will become aware of the importance of having clean
and healthy living behaviour. So, it is important to gain information about disease
and health through research.
Health research should be designed according to a nation health profile and
behaviour, to know what it needs and how to effect change optimally, not merely
following the trend on health problems topics. It is important that research is done
in the relevant country, because research conditions and factors involved are specific
to different countries, and research topics are chosen in light of what is crucial and
essential for individual countries.
In a developing country, like Indonesia, information and research on health and
disease are mostly still raw, and research has not been continued to get applicable
results. Much public-health research was done by universities, the government, and
other research institutions. This can be important basic information for government
especially in making public policy. For example, a ban on smoking in public areas
has been introduced in Indonesia, especially Jakarta. This is a very good step, since
we all know the danger of smoking not only affects the smoker but also those who
incidentally inhale the smoke.
Another example, Indonesia has many traditional medicines and many studies of
that topic. But unfortunately, the studies were mostly preclinical, not clinical trials and
post-marketing vigilance. In Indonesia, there are only five herbal medicines that have
undergone clinical trial. Without clinical trial, the scientific evidence for therapeutic
effect and safety is weak. Lack of funding is blamed for the lack of clinical trials.
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Medicine is a very special commodity. It contains one or several chemical
constituents that react with physiological substances to result in a physiological
effect. Unfortunately, we cannot be sure that the medicine only has one reaction
and result in only the intended therapeutic effect. There are always side-effects
in consuming medicine, and not all medicine that we take is metabolized and
then excreted perfectly, there can still be medicine left in our body. And long-term
consuming can cause unpredicted side-effects, or even toxic effects. This is why
post-marketing vigilance is important. By post-marketing vigilance, we can study
the medicine in a larger number of more diverse patients. It is important that
pharmaceutical manufacturers do post-marketing vigilance, because they make and
distribute the medicine. Of course this task costs a lot, in time as well as money. But
the result is worth it. For instance, aspirin, which was only intended as analgesic, was
found out to also have antithrombotic effects. And now aspirin is also prescribed to
patients with high-blood pressure. Thalidomide was first used as sleeping pills and
to treat morning sickness during pregnancy but later on found out to cause birth
defects. And the famous penicillin can be impotent because of microbe’s resistance,
and that realisation led to research into new antibiotics and valuable lessons in
dealing with infectious disease.
Combating disease and promoting health are the government’s tasks. Government
is the policymaker, who builds and applies a health system in a country. In Indonesia,
the Ministry of Health has the vision “Healthy Indonesia 2010”. And through its
Health Promotion Centre, it did research and studies to get Indonesia’s health profile,
and also collect and creating health promotion material.
Government also takes a role in facilitating a pharmaceutical industry, healthservice provider, and patients. There always have to be standards and regulation for
pharmaceutical industry and health-service provider to give qualified products and
services to patients.
The governmental agency for drugs and food control has the duty to make
standards, give distribution license and certificates, and continuously inspect the
food and pharmaceutical industries, so that drugs and food that are in the market
have assurances of quality and that patients or consumers are protected from
unqualified products or any unintended results from that.
But of course, governments should not only burden industry with standards and
regulations, they have to meet for production as well as for the product and provide
a conducive business environment, by applying appropriate trade regulation, for
export and import.
Health-services providers, such as hospitals and clinics, have to fulfil certain
standards and procedures in giving their services. For instance, in treating infectious
patients, we need to prevent further infection while curing the disease. Antibiotics
should be used optimally so that they won’t lead to microbial resistance. This is
important, because many antibiotics can be useless because the microbe is resistant
to the drugs, and that’s a big loss. Furthermore, we can’t predict what this mutant
microbe can cause. Many new infectious diseases suddenly became epidemics, and I
assume mutating microbes is one of the reasons for that.
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It is always interesting to talk about infectious disease. Because microbes are
living organisms that have their own self-defence systems, and by changing genetic
material they can develop resistance to an antibiotic, it is a never-ending problem in
the curing of infectious disease. And that is a big challenge for health professionals
and researchers to find solutions for cutting the spread of infecting agents to human
beings. People that are susceptible to infections have to be educated about selfhygiene and sanitation, the right and optimum medication, and how to prevent
further infection.
Overall, combating disease and promoting health needs an all aspect point of
view. Having clean and healthy environment is a way to have a healthy living, and the
achievement of a clean and healthy environment is dependent on a lot of factors.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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CUTTING BELOW THE BELT
HIV PREVENTION AS GOOD AS IT GETS

Elayanambi Sundaramoorthy
Doctoral student, Proteomics and Structural Biology Unit, Institute of Genomics and
Integrative Biology, India

Less than 20% of Indian males are circumcised,1 and at 5·7 million India has the
largest number of people living with HIV in the world.2 Two facts, one conclusion.
Tougher times are waiting for us ahead. Male circumcision in the prevention and
control of HIV is not a new story it has been 20 years since the hypothesis began and
still people are waiting for the opportune moment to take decisions. Such as whether
or not to lose a strip of skin that decides the health and future of entire societies.
ANRS 1265, the first randomised control trial to rigorously test this hypothesis
gives strong indications to implement male circumcision in the battle against HIV.3
Two more, landmark ongoing trials in Kenya and Uganda are yet to conclude, but do
we have the time?
What is the biology behind prevention of HIV transmission and male circumcision?
Even in a high seroprevalence society, the virus transmission rate per coital act of
unsafe sex is 3–50 per 10 000 exposures,4 the current HIV prevalence is not supported
by this transmission rate. The amplified-transmission5 theory propounds that HIV
transmission is amplified by higher viral load and pre-existing ulcerative sexually
transmitted infections that increase the prior quoted rates disproportionately. The
foreskin, being the gateway to ulcerative sexually transmitted infections, is a key
component of the amplified transmission. Other accusations against the foreskin
are that it has a weak mucosal barrier that can be easily broken by HIV and a
higher density of cells that carry the virus to central lymphoid organs after the
sexual contact.6 Solution, as the surgeons always say “when in doubt cut it out”.
Minimum loss and maximum gains, not only for the individual, but also for society
as a whole.
In India, except in the northeastern states (Manipur) where most of the spread
is through injected-drug use, the major route of HIV transmission is through unsafe
heterosexual contacts. 10 years ago a cross-sectional observational study in the
sexually-transmitted infection attendees in Pune in the state of Maharashtra, India,
found lack of circumcision as an indicator of viral transmission.7
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Maharashta and Tamil Nadu are two states in India where the prevalence of
HIV is the highest and follow the latter route of transmission. Let us take a case
study. The truck driving industry of Nammakkal district in Tamil Nadu has one of
the highest disease prevalence in the country according to National AIDS Control
Organisation (NACO), India.2,8 The promiscuous trucking community is the epicentre
of this amplified wave of HIV transmission. Recurrent sexually transmitted infection
in this group indicates their casual attitude towards unsafe sex, which has fuelled the
disease spread. Most men in this locale bring home the virus to their innocent wives
and to unborn children. The remedy, Nammakkal is an excellent place to implement
circumcision studies, with majority males having a proven high-risk attitude. The
circumcision story has to start with high-risk groups and gradually should include
those males who are in potential risk of promiscuous sex. That probably includes all
males. But this promiscuity can be stratified on the basis of occupational profiles and
environmental settings.
For example, men in the armed forces can be counted as a high-risk group; their
entry in to the force can be coupled to compulsory circumcision practices. The same
applies to migrant labour groups consisting of road workers, construction industry
people, and many more unorganised sectors. The difficulties being that they really
are unorganised settings, and a robust pilot study should be implemented in the
organised sector such as the armed forces or in the example quoted here before
moving the plan further to other sections of the society. One such role model is the
Singareni collieries, whose cost factor analysis on HIV infection in their employees
gave a unique insight to the economic impact of AIDS in their company. Every single
major employer in India, such as the railways, state electricity boards, roadways
etc (any employer who has more than 0·1 million employees) should take up this
economic analysis. That’s not the end to it, but should be the beginning where
active interventional policies such as circumcision should be taken up for thorough
discussion and implementation.
The government on its part should encourage companies by giving tax sops to
enable such work to begin at in earnest. Also government should be committed to
better services to willing men who plan to go under the knife. Better technologies,
such as Nd:YAG laser-based surgical techniques, should be taken up for faster
turnaround and lesser post operative recuperation.9
Should the common man be mandated to undergo this procedure? There are
two ways to look into this issue. First, HIV doesn’t segregate people, it’s the basic
psychology and attitude on unsafe sex that matters, so people who don’t adhere
to safe sex practices who can be easily identified by their attendance to sexually
transmitted infection clinics should be mandatorily circumcised. Second, the general
public should be given an informed choice by adopting mass campaigns and reaching
out to the people with the advantages of implementing circumcision in the prevention
of HIV or other sexually transmitted infections.
What are the social implications for implementing circumcision in the Indian
setting? Circumcision in India has a religious colour to it. This difference should not
be a hindrance to the implementation but rather used as a tool for implementation.
There is an easy way to do that. Step 1, take out a nationwide survey on circumcised
men their sexual behaviour and HIV prevalence compared to uncircumcised men
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and do a religion-based analysis on those data. Naturally, it would tend to show
lower prevalence among circumcised men irrespective of religion. This way biology
makes an impact over religion and can make circumcision the sign and strength of
a secular state.
At the end of the day, an up and running circumcision protocol and active condom
usage advice would be the double whammy to HIV and its spread and would make
HIV slow down on its path. These programmes should make circumcised heroes out
of simple uncircumcised men making them not only a man’s man but also a woman’s
man, because circumcision also holds promise against cervical cancer spread.
All said and done, it would be information and freedom that is available to the
women-folk that would make a difference to such programmes. As studies reveal that
women strongly prefer circumcised male partners for reasons of hygiene and lower
occurrence of sexually transmitted infection. Also an overwhelming majority vouched
to circumcise their new born sons, this is the key that is required for successful
implementation of such program.1
Every number counts, and every single HIV case prevented is a small battle won
against this modern day goliath. The scientists can only show us the way for the
government to grab the opportunity and take bold decisions. The time is ticking
away; start deliberating what your government thinks about ANRS 1265. Ours I
believe already started reading all about it.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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INSIDE HER MIND
COMBATING CHILDHOOD SEXUAL ABUSE
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Student, Lady Shri Ram College, Delhi University, India

B is a girl who belongs to a middle-class family in urban India. B was molested by a
family member when she was 5 years old and again at the age of 6 years; at age 9
years, she was raped.
B’s story cannot be simply summarised into these four sentences.
The underlying process that makes her story what it is, is far more complex. When
your abuser—your favourite uncle, your trusted brother, or your very own father—
takes you to a private corner, you suspect nothing. And when he tells you that what
he is doing to you is only his way of showing love, from your position as a child, you
believe him. And even if you wanted to tell someone about what happened, what
are you going to say? Does a child even have that many words to describe whatever
happened? If he asks you to keep this a secret, you would oblige because you love
this man. The first time B spoke about her trauma as a survivor of childhood sexual
abuse was at the age of 21 years.
Why have B’s abusers got away with their crime? The abuser gets away because he
lives under the protection of the urban myth of the economically privileged. No one is
prepared to believe that this well-dressed man with a good job or this teenaged boy
from a good school and good family is sexually abusing his daughter, niece, or sister.
Also—and this is the most shocking of all facts—there is absolutely no law at present
in India which specifically identifies cases of incest as a crime against children.
If an issue is neither socially nor legally recognised as a problem, how does
one deal with it? And, more importantly, how does a girl who has to meet her
abuser regularly at family get-togethers or live in the same house as her abuser deal
with it?
Now 21 years old, B admits she has regular bouts of emotional-eating binges. She
often gets headaches. B fears physical intimacy. These binges, headaches, and fears
of physical intimacy are not problems. They are symptoms of a problem—the trauma
of living with the experience of childhood sexual abuse.
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RAHI Foundation in New Delhi is an organisation that provides support services to
adult women survivors of incest and childhood sexual abuse. In a study conducted
by RAHI Foundation on 600 randomly selected middle-class to upper-class Indian
women, they found that 457 had been sexually abused before age 18 years; 325
were primarily abused by family members or persons known to them. The highest
percentage of abusers were from within the survivor’s family—uncles and cousins
(about 42%) and father and brother (4% each). The respondents reported that
confusion, followed by anger, disgust, helplessness, fear, and shame were the
feelings experienced at the time of abuse. Being sexually abused affected their
growth, development, and relationships into adult life.
Let us examine the scenario of the urban educated, economically privileged class.
The family has either a thriving or in the very least a reasonably settled business,
or, has several highly educated and qualified professionals with a creditable career
graph. Also, there are cases where the family feels further elevated by caste. The
children study in an English school. The families have the resources to see that their
children get the kind of education that will secure them for life. Any person would tell
you that this family is a “good family” and has a “good reputation”.
This is the urban myth we have constructed for ourselves. This is a myth because
under its guise lie several serious issues which we do not let ourselves confront,
believe, or understand because we are convinced that such things cannot be taking
place in our families—well-to-do, established, educated, upwardly mobile—as
opposed to the families of “backward” villagers or slum dwellers. Sexual abuse of
children by family members is precisely this type of an issue.
Why is childhood sexual abuse such a taboo in India? A girl from an urban,
educated background, who is sexually abused by an outsider, may or may not choose
to press charges against the offender depending on the support she gets from her
family. The problem is, what if the offender in this case happens to be her own brother,
uncle, father, or grandfather? There are several conflicts she may have to deal with.
“Do you really want to see this loved and trusted person behind bars? Not only that,
how would it work for your ‘family image’”? Whatever one may say about the new,
“liberated” Indian woman, for many young girls growing up in well-to-do, economically
privileged households, marriage still remains a social expectation. Who is going to
marry a young woman if they found out that not only is she not a virgin (say what we
will about the “modern age” but many people still prefer the bride to be a virgin), but
she has had sexual relations with a member of her own family of all people.
An adult family member who the girl might choose to confide in may refrain from
taking her story seriously and may even tell her not to speak about it to anyone as
it may bring down their family’s reputation and image. Moreover, a patriarchal society
tends to blame its victims therefore, it is the girl herself who may have to suffer
accusations about her “loose” character.
A child would know little about the larger social implications of marriage and
family reputation, so actually, talking about abuse to parents or friends should not
really be such a problem. But as pointed out earlier, a child can rarely articulate an
experience of abuse, especially if she has been told this is an expression of love from
a man she trusts.
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As this girl grows older, she naturally becomes aware about the social implications
of her particular problem, so she continues to maintain her silence.
What is disturbing is that, under the guise of the urban myth of the economically
privileged, “advanced” class, there is no space for the survivor of childhood sexual
abuse by a family member to share her story or her pain. For instance, what is it
like to have been raped when you were a child and not speak to anyone about it
at all? Not your parents. Not your friends. Not a single soul. What is it like to carry
the pain within you without sharing? Not sharing because there is no space for
you to share.
The mental trauma of sexual abuse has several physical manifestations.
Sleeplessness or insomnia is frequent among girls and women who have been
abused. Often, vomiting is seen as giving release to the pent up disturbance, and
repeated washing of hands, mouth, or the body is seen as an action to get rid of the
“filth” or “dirty feeling” of being abused.
Survivors often have skewed relationships with their bodies. Perceptions of being
“too fat” or “unattractive”—anorexia, or seeking emotional recourse in food (binging)
as a means of diluting the pain—are not uncommon.
The high experienced from alcohol or drug abuse is another escape route from
plaguing emotions. Relationships, especially parenting, gets most affected. The
women have a very low or poor self-image. Trust disappears from their relationships.
Some survivors say they find that they repeatedly involve themselves with an abusive
partner. And find they have problems bringing up their children, often becoming
excessively protective about them and not letting them out of their sight.
We need to be aware of a few issues. First, a survivor functions under the
necessity of silence demanded by her social environment, which prevents her from
talking about her abuse. She goes to school or work, has friends, goes for movies,
listens to music, surfs the internet, lives with or meets her abuser and gets married
and has children. Second, we need to realise the amazing strength and courage of
a survivor. Facing each day, living life as normal person, despite the deep traumatic
experience that she carries, in complete silence requires phenomenal strength.
Disclosure of the abuse to an understanding listener is therapeutic as it gives
relief and comfort. Meeting people with similar experiences also builds confidence as
well as a support system.
Some of the most persistent problems that women face come from within their
own homes. Listening to testimonies of survivors is hard. It is painful and it makes
you understand exactly why we prefer to delude ourselves within the comforts of the
urban-educated class myth.
It is very important that we demystify the urban living situation and recognise it
for what it really is—a myth that serves to protect the guilty and intensify the trauma
of the innocent.
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Come with me, if you will, as I narrate a couple of scenarios that I hope make the
crux of this essay as crystal clear as possible.
In the first scenario, the pain in a man’s hands and fractured ribs is getting
sharper. He feels as if the ribs are actually stabbing his lungs, pressing long and
hard on them. No…it is more as if sharp shafts are forcefully being thrust into his rib
cage. And yes, this pain becomes excruciating, indeed searing, as it tears through
his insides, feeling like the mauling claws of a tiger. His face contorts with pain. His
mouth agape—for no sound nor syllable can adequately articulate what he truly
feels. At this point in time, he is sure of one thing alone: The Leveller is knocking
at his door. Death is staring him in the face, beckoning to him, and taunting him in
the process.
Only a tragic event could have brought him to this helpless state. And it is no
wonder to us, that after investigation, we unearth that he had actually fallen over
the edge of a ridge. Or more precisely, his car had skid over the edge of a slippery
mountain road during the wintertime. A long winding road that courses its way
precariously on the edge of a steep-sloped ridge. However, after further investigation,
we also discover that he is not the only one to have skid off the road of late. 37 other
casualties have also been reported within the past 6 months. All suffering similar
accidents: the same skidding, the same road, the same precarious edge, and the
same near-fatal eventualities.
“What is the government doing about this? Is it making any efforts to prevent
any future cases?” I hear you ask. Indeed, that is a good question that deserves
an equally appropriate answer. Such a big problem needs an equally appropriate
solution. A brain-storming task force is set up. The proposed solutions include the
following four suggestions. (1) Blocking the road completely; however, the whole
purpose of transport linkage between two locations is defeated. (2) Having a
permanent ambulance at the ridge—if anyone should happen to skid over the edge,
at least there would be appropriate response waiting. However, what if the person
does not make it to the bottom of the ridge alive? (3) Setting up a hospital right at
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the bottom of the ridge to enable quick admission of and medical attention to the
casualties. However, the costs incurred of building a hospital could be discouraging.
(4) Putting up a strong steel railing, barrier, or wall—well fortified to withstand large
impact—along the edge of the road. Together with this, a snow-shovelling truck
could ply the route on a routinely basis. This way, there is no probability of skidding.
And even if there were, the railing would prevent a car from falling over the edge.
In the second scenario, you have a lot of money that you want to guard from
theft. This money means the world to you. You treasure it greatly. After racking your
brain for ways and means to keep your money safe, you come up with the following
five solutions. (1) Hide it under your bed. Someone else would really have to look
hard for it. However, a clever thief would not overlook this hiding place. (2) Put it
in a safe within your house. Although many thieves can pick safe locks these days.
(3) Lock it up in a touch-sensitive compartment in the house. Fit a state-of-the-art
burglar system with motion detectors, laser beams and CCTV cameras. But high-tech
burglars could probably disable your system at will. (4) Institute extreme measures:
Lock it in a safe, dig a hole in your backyard, bury the safe in the hole, cover the
hole with soil, cement the area where the safe is buried, build a swimming pool on
top of that area, fill the pool with water, put some alligators into the pool. Surely
your money is least likely to be stolen. The drawback of this solution: how will
you retrieve your own money when you need it? (5) Invest the money, maybe in
a bank, a business, assets, stocks, or whatever. Looks much simpler, does it not?
Your money is safe, and at least you can still get your liquid cash, when you want,
and with interest!
Both these scenarios are metaphors for a real situation. Humans have one thing
they treasure highly—health. We all need good health in order to continue living
comfortably. And if there is one thing that the human being has always tried to do,
it is to live as long as possible. This is why medical research is constantly carried
out—the very reason why medical technology, skills, and knowledge advance as the
years go by. This is all in a bid to prolong life, cut down the threats to long life, and
advance the human race.
Disease is one of the greatest threats to long life. It causes deterioration of one’s
health and, in so doing, brings one closer to death. And so, man and woman struggle
day after day to find cures for various diseases. From the discovery of penicillin,
to the very advent of laser surgery, man has persistently tried to prolong life by
combating disease with medicine, surgery, and the like.
They say prevention is better than cure. But what man tries to do is to cure
various diseases that threaten his health. In other words, after he has fallen sick,
after his health has deteriorated, after he has caught a threatening disease, does he
try to cure himself? He has fallen over the edge. His car has already skidded off the
ridge. Now he is at the bottom of the cliff, writhing in pain. And to save his life, there
is an ambulance already waiting to attend to him at the bottom of the cliff. There is
a hospital situated not far from the bottom of the ridge, and ready to offer superior
medical care in an attempt to cure him.
Indeed he does go to such extents to cure himself. But wouldn’t it be easier if he
had prevented himself from getting the disease in the first place? Wouldn’t it have
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made more sense if there were a railing already in place to prevent him from skidding
off the edge of the ridge?
Health is wealth. It is a divine, priceless treasure that ought to be guarded jealously
from. The most effective way of guarding this treasure is to invest it. The benefit of
investing it is that it will end up with interest after time. Why not take good care of
your body and health to prevent disease? Investing in health is promoting health. If
you do, then you will live a long and happy life (which I would call interest).
Many of the life-threatening diseases that are prevalent in today’s world could
be easily prevented. Why do we wait for our bodies to be plagued by disease, and
then try to cure ourselves? Wouldn’t it be much easier and safer if we prevented
ourselves from getting disease in the first place? Look at today’s common diseases:
lung cancer, high cholesterol, cirrhosis, AIDS and other sexually transmitted diseases,
tuberculosis, meningitis, hypertension, diabetes, stroke, and heart attack. Many can
be easily avoided through proper life habits. Our main problem is that we fail to
realise that the cost of cure surpasses that of prevention. And in some cases, there
is no cure at all.
Don’t get me wrong. Finding a cure to regain health is very important. We cannot
afford to sideline that fact. However, it is my predisposition that promoting health
entails a constant effort of self-preservation: combating disease by fortifying our
walls and stepping up our defence.
It has been scientifically ascertained that a happy, healthy life can be achieved
after a change of lifestyle. A new start. A new lifestyle to incorporate, among others,
the following: nutrition, a well-balanced diet does promote good health; exercise,
regular exercise is known to build a healthy body; water, regular intake of water is
essential for good health; sunshine, receiving enough amounts of sunshine daily;
temperance, moderation is good, too much of anything is bad; air, fresh clean air
encourages a healthy system; rest, allowing the body to recuperate is essential; and
trust in divine power.
Indeed, it is the small efforts such as those listed above that do end up being
most effective in promoting health. For it is only as we decide to invest in health
that we can reap maximum benefits. Our health will be kept safe from the most
threatening thief of all—disease. And this is all because we took the time to build a
railing, a wall, or a barrier that would prevent us from falling over the edge.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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Global health has been blessed with multiple silo initiatives, which—while focusing
on one area or disease, including Stop TB, the 3-by-5 Initiative, and Roll Back
Malaria—have made great strides in improving some of the most severe health
problems in the world. I applaud their efforts and hope for their success.
One of the main challenges levied against these programmes is the lack of health
infrastructure and systems with which to deliver these initiatives to the right people
at the right place at the right time. Hospitals and clinics are often virtually impossible
to access for individuals in rural areas. Doctors and nurses are in short supply in
many countries. Often cold chains are unavailable for drugs. These problems are
common refrains heard from those in the field.
Dr Lee Jong-Wook,1 Director-General of WHO, addressed this issue when speaking
about the 3-by-5 initiative, “Building health systems and other infrastructure in
developing countries is a vital part of the 3-by-5 initiative. Without strengthened health
systems, this target cannot be achieved. However, this does not mean that brandnew hospitals and clinics need to be built all across Africa. Instead, WHO, UNAIDS,
and our other partners are working to find innovative ways to involve community
and other health workers in the delivery and monitoring of antiretroviral treatment
for AIDS. This approach also has major potential benefits for other health problems,
which require the availability of regular treatment from within the community. In a
sense, everything WHO does is aimed at building more effective health systems to
deliver better prevention, treatment, and care to people who need it.”
I agree that silo health initiatives can help develop health systems. But why not
build and retrofit hospitals and clinics all across Africa and elsewhere, while also
training, equipping, and involving community and other health workers? If silos
are the preferred way to treat global-health problems (and they seem to be pretty
popular these days), then why can’t the global community band together and create
a health system silo with a catchy name and a good PR team? Why can’t we gather
together resources and begin filling-in the gaps where health systems are failing
billions of individuals around the world?

YOUNG VOICES
IN RESEARCH
FOR HEALTH

Elizabeth Wiley-Exley

Everyone working in the field knows that a good health system is one of the
primary keys to health. All public health students learn of the importance of structure
in relation to outcomes—although a good structure is not necessarily the cause of
all improved outcomes, we are taught that it can have a large effect on health. The
same is true here. Improving the basic structure with which to deliver services should
be considered the first step in all health programmes. And many organisations are
currently doing just this, but it is a fractured system. We can do more.
A concerted effort to mobilise forces, funding and excitement for health systems—
in the same way as other silos do for HIV, tuberculosis, and malaria—would create
a wide scope of possibilities and draw global attention to this incredibly important
area. Similarly, it would facilitate the effectiveness of other silo programmes, such as
Stop TB. For years it has been argued that silo programmes create capacity as a byproduct to their primary effort. But why not improve the ability to administer other
silo programmes as a by-product of a health systems silo?
There are several reasons people might recoil at the suggestion of a major global
silo around health systems: It is not sexy enough; it is imperialistic; it has a great
potential for corruption; it could be inequitable; a good health system is not the
end-all-be-all to health—and there are others. But for each of these arguments,
there are counterarguments. Although promoting health systems is not inherently
sexy, the key is in good marketing. And, yes, it might be imperialistic, have a greater
potential for corruption and could be inequitable. However, at the same time, it has
the potential to create great change. We must accept the risks and work with those
risks—implementation would be key. Finally, the health system is not the end-all-beall to health. The USA has one of the best health systems in the world, but it also
has one of the most inequitable systems, with some very poor health outcomes.
Thus keeping an eye towards the issues of possible inequalities, which could result,
is imperative throughout every stage of the process. So what should we do?
Step 1. Create a global programme on health systems. This will include bringing
together multiple stakeholders, creating a timely and efficient implementation plan,
and, of course, fundraising, as well as many other similar tasks.
Step 2. Train, train, train—health professionals, lay health workers, administrators,
volunteers—anyone who believes in the cause and will agree to work hard to ensure
the basic right to health care!
Step 3. Implement a creative marketing programme, which will place the importance
of the need for health systems in the hearts of minds of the general public.
Step 4. Design a research agenda to look at all aspects of implementation and
sustainability. We will need to know whether public-health officials are supportive
of the process (and what the programme can do to generate support); where the
implementation process is not living up to the desired standards; and much more.
Step 5. Be creative throughout every step. We do not necessarily need more
hospitals; we need more access to care; thus we need to figure out exactly what this
means for specific countries. And maybe we need to work with large corporations,
like those who created the $100 computer, to create similar battery-powered systems
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for areas without electricity. Essentially, we need to be flexible and use all of the
resources available to the global community.
Step 6. Always keep an eye towards quality and equality.
Focusing on health systems will improve every health programme in the world.
It will smooth out some of the problems associated with other silo programmes. It
also offers the opportunity for better health outcomes, job creation, and prevention
of a multiplicity of diseases. And it will provide what should be a basic right to all
people in this world: access to health care. What better way to combat disease and
promote health?
We have all waited long enough. We have the resources. We have the knowledge.
There should be nothing to stop us, except ourselves.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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In an AIDS clinic in Botswana, peeling bloodstained walls, shattered windows, and
rusty, dripping faucets are the only fixtures. Not-so-distant moans of pain echo in
the large ward, a cathedral converted after the days of the fighting. There is only
one class of ward. After all, everybody here is dying. Nurses plod on tired feet on
36 h shifts with their heads bowed, blood and drugs are squeezed out to the last
drop from the drips. Nothing is wasted. Patients are covered with bedsores because
there aren’t enough helpers to shift them regularly. Every other bed contains an
amputee. The doctor is in the office, without a cup of coffee—he cannot afford it. He
looks at documents about more budget cuts, and his dreams of hiring an assistant
are dashed. He’s the only one here for these 200 patients. He used to take pride in
knowing his patients by name, but now there are just too many. They look at him
with the hollow eyes and empty stares of the dying that pierce his faded, brownish
lab coat, and silently scream “Save me!”. But he can’t, because he has no money and
not enough drugs or needles or help, and although this is what he studied medicine
for, he can’t even feed his own wife, who wants to have children and married him
thinking “He is a doctor and will be rich”, but he’s not although he’s working so hard
and now his wife hates him and sleeps with another man so he does not want to
sleep with her because he is scared of AIDS, so he goes into his office and ignores
the pleading calls of his nurses and patients and rests his head on the office table
and soaks the budget documents with tears.
What’s the point? One might ask. Man is sentenced to death the instant he
is born; some faster, some slower, some painless and joyful, some like those
unfortunate patients in the aforementioned AIDS clinic. Besides our chief executor,
Old Age, there is also his able helper, Disease. Since the beginning of time, we
have been combating disease. In the Stone Age, the cavemen trephined their skulls
to relieve excess pressure, and later on, the Chinese discovered acupuncture. But
I digress. The matter I speak of now is urgent and threatens all life as we know it.
We have no time or space for specifics and beautiful illustrations, so forgive me
if I generalise. All medical research, ancient or present, has the same goal—that
of forestalling the axe of disease. A day gained of life is one more spent in the
company of loved ones and enjoying the world in all its glory, no matter how
terrible the quality of life.
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AIDS, tuberculosis, malaria, dengue, measles, and influenza—these are but a few
diseases that erode the rope that holds the guillotine blade over our neck. As we
wait for death, however, there are other diseases that eat away at our very soul. One
such disease is greed. Another is apathy. I think you might have heard of them: their
presenting symptoms are abject poverty, starvation, and inequality. Like a cancer,
they spread and cause other seemingly unrelated symptoms, like injustice, fear, hate,
and terrorism. The T word! Yes, it is just part of the disease that infects the human
race. We talk about combating disease, and promoting health. We can, but are we
just alleviating the pain and treating the symptoms, or can we treat the underlying
cause? The previously mentioned AIDS clinic is such a salve on a wound. But like any
other open wound that needs care and maintenance, it needs a change of bandage.
The only problem is that, “doctor, we’ve run out of bandages”.
The doctor looks up from his budget documents and rubs his face, looking wearily
at the nurse who stands at his doorway. He gets up and says, “well then, let’s go
and sort it out”.
Good medicine always treats the underlying cause. Consider the patient who
walks into a clinic, complaining of breathlessness. It’s not just good enough to
diagnose heart failure on the spot! We ask, why is there heart failure? And not
stopping there, we ask what’s the mechanism of heart failure? If this sounds familiar,
it should. I quote this from the Oxford Handbook of Clinical Medicine. For those who
do not know, the reason for this heart failure was, on careful investigation, anaemia
and ischaemic heart disease. Looking closer, the anaemia is caused by low serum
ferritin. Not the prime cause, not yet. What is causing the low serum ferritin? Retake
the history, and we find he has been eating poorly. We are tempted to end our search
here, but we don’t and we discover he can afford to eat properly, but his wife died a
year ago and he’s sinking into depression and he could not care less if he died the
next day. If he is depressed, then why bother to see a doctor at all in the first place,
we inquire. Well, he did it to please his daughter. So his daughter is the one he cares
about, the one whom might influence him! And thus, the treatment is to speak to his
daughter, recommend a diet of iron-rich food, and open up other channels of support
and help. If we had merely prescribed drugs, then the patient might have been
saddled with uraemia or incontinence induced by the diuretic-associated polyuria,
and the underlying cause of his breathlessness never discovered.
You might say: this is fantasy. No doctor has such time to delve so deeply into a
patient’s history or investigate so thoroughly until the deepest underlying cause has
been ferreted out! We sometimes need to be reductionist! Treat the symptoms! Look
at the urgency of the matter! There are millions of people dying of pandemics and
starvation—you know the figures too well, and we are immune to those faceless facts
and figures, having been bombarded by them by well-meaning charity seekers. So we
build our AIDS clinics in Botswana and feel good about ourselves. Underlying cause,
ladies and gentlemen. And all the people suffering from plague and poverty and
starvation and inequality in the same region have the same underlying cause. They
are born into such lives, because they have been leeched dry of all their resources
from their greedy oppressors, because they have never been given a chance or
an opportunity, because their governments are ineffectual and corrupt, and their
countries war-torn. Infections, plagues, and starvation thrive in these conditions,
much like in a petri dish of bacteria in incubation: symptoms and underlying causes.

YOUNG VOICES
IN RESEARCH
FOR HEALTH

Timothy Yang

We know that poverty and starvation and inequality breed even more hate and
violence, like the metastases of a deadly cancer.
Good doctors are good because they treat underlying causes, and not just combat
disease but also promote health, like the previously mentioned fantasy. If health is
the lack of disease, then surely we must promote it! For the human race, health would
mean equality and justice, freedom, rights and importantly, peace. And the medicine
would be the eradication of poverty and dealing with greed and apathy. All good
doctors must agree, and not just agree, but act, and let their voices be heard, from
the dirt streets of Kolkata to the upper echelons of high society in Washington: I bid
you to speak out! Médecins Sans Frontières (MSF), WHO, and UNICEF and countless
of other unions and societies and charities and organisations who have pledged
to heal the human race, all we are doing now is providing bandage after bandage,
medicine to treat the symptoms and what else? One day, when the viral load gets too
high to deal with, it becomes too late, and the human race begins to truly die, then
we will bemoan the day we stopped searching for the underlying cause. Because we
knew what it was, and we failed to treat it.
It is right there in front of us, in the tear-stained budget documents. The doctor
in Botswana sits at his desk, a pen in hand and paper at the ready. He hates to
take time off from his clinic duties, but he wants the letter to his government to
be perfect. He knows that it will probably be ignored, and discarded, but does not
care. It is idealistic and probably not going to succeed. But in the most quixotic of
fashions, the doctor just wants his voice to be heard.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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While working in an HIV/AIDS and tuberculosis clinic in Ghana last summer, one
afternoon I was struck by how many young people were waiting in the clinic. Later
that evening as I was talking with my new Ghanaian friends in their early 20s, I
asked them why they thought HIV was spreading among people their age. One
young woman responded, “Because we are bored.” Bored? I asked, somewhat
surprised. A young man chimed in, “Yes, we’re bored. We are in our 20s! We should
be working and trying to start a life! We have even gone to school, but there are no
jobs here. So, we have sex to pass the time. And AIDS, well, you’re going to die of
something. Why not AIDS?” Hmmm, I thought… could eradicating boredom be added
to the list of Millennium Development Goals? Probably not, but as I considered
their unorthodox proclamation, I began to think the idea might not be as crazy
as it sounded.
Unemployment is only one of numerous causes of boredom, albeit an important
one. 88 million young people age 15–24 years around the world are without jobs
and the majority live in developing countries with no prospects of future employment
(www.youththink.org). Boredom is an official public health crisis! This raises several
important questions in terms of HIV transmission. First, a conversation about bored
young people having sex could take place in any country, developing or developed.
What is different about the conversation that took place in Ghana is the discussion
about HIV. If 99% of Ghanaian youth are aware of HIV,1 why have they turned to
unsafe sex to alleviate boredom? Has the “Abstain, Be Faithful, or Use a Condom”
message inadvertently reduced sex to a national pastime? In all of our HIV education
campaigns did we forget to teach young men and women that sex is not just about
sex but also about human connection and fulfilment? Finally, how do we create more
outlets for human interaction and social participation to increase individuals’ abilities
to live healthy meaningful lives?
Could the mentality really be as my young friends suggested, why worry about
your health if being healthy does not mean that you will have a choice in the future
direction of your life? The amount of high-risk sexual behaviour among Ghanaian
youth indicates that the answer might be yes. A review of Ghanaian national studies2
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demonstrated that less than half of Ghanaian youth who have been educated about
HIV/AIDS have changed their behaviour by abstaining from sex, reducing their number
of partners, or using condoms. The majority of young people who have had sex know
where to obtain a condom, and 29% of young women and 55% of young men have
ever used one. Yet, only 12% of sexually active young women and 27% of young men
currently use a condom. Furthermore, among those who had used a condom during
their last sexual encounter only a half of young women and a quarter of young men
reported that they did so to prevent HIV transmission.
As a stable democracy with a relatively high literacy rate (92% among youth
age 15–24 years) and moderate levels of corruption, Ghana is heralded as a one
of the most well managed countries in sub-Saharan Africa.1 The US Embassy’s
FY2005 Mission Performance Plan declares, “…in macro-political terms Ghana is
quantum leaps ahead of most other West African nations”. However, as my friends
seem to suggest, Ghanaian youth feel as though they have yet to be included in
this development process. They are bored. They have little opportunity to make
substantive decisions about their own lives. This is especially true for young women,
who have disproportionate access to employment and educational opportunities, as
well as material resources and are thus inevitably, disproportionately affected by HIV/
AIDS. They are looking at employment as a means to enhance not only their standard
of living, but also their quality of life. To these young men and women employment
is the path to the creation of exciting fulfilling futures.
A job is a means of accumulating wealth, but it can also have a much greater
impact on the lives of individuals. Amartya Sen (winner of the 1998 Nobel Prize
in Economics) asserts that wealth should be measured not by how much material
resource one has, but what their level of material resources allow them to do; their
“relevant capabilities”.3 Employment directly affects what Marmot4,5 argues are the
key relevant capabilities and thus, key measures of wealth: control over one’s life
and social participation. A job can channel talent and creativity, build skills and
self-confidence, as well as foster communication and social interaction. Perhaps
more importantly, the literature reveals that for youth employment can contribute to
identity formation, provide a sense of daily purpose and structure, aid in acquiring
the skills that determine future employment potential, and promote social cohesion
and integration.6,7,8 Consequently, the literature has also established a correlation
between unemployment and ill-health, including: psychological harm as well as
increases in morbidity and mortality.9,10 Among youth, unemployment has also
been found as a risk indicator for increasing alcohol and tobacco consumption,
increased use of illicit drugs, and “deteriorated health behavior”.9 Evidence further
suggests that unemployment can cause a milieu of social consequences: loss of work
motivation, loss of skills and self-confidence, increased racial tensions and gender
inequities, and social exclusion.3
Ultimately, the purpose of economic development and good health are one and
the same: to give individuals choices and the ability to live lives they have reason
to value. Economic growth is certainly a means of augmenting people’s choices,
but as the unemployment example demonstrates, it is not the only means of doing
so. Individual choice and capability, and thus health, are also dependent upon
numerous other behavioural and structural factors such as age, race, gender, family
structure, education, health-care quality, as well as social and political participation.
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All of these social dimensions of health can be utilised to design public policy
initiatives that expand social opportunities and enhance quality of life.
Ghana is a nation with tremendous potential and resources. Its strengths must be
channelled to design policies that make young people feel valued and responsible;
thereby allowing them to rise up against HIV not be oppressed by it! These policies
will require action from more than just the Ministry of Health. However, the Ministry
of Health can act as a leader in coordinating participation among government
departments, institutions, non-governmental organisations, civil society, communities,
and individuals. For example, the high rate of literacy among youth could be used
to create partnerships between schools and communities that allow young people
to teach adults and other young people how to read. In addition, educational youthexchange programmes could be created between countries; perhaps, a Ghanaian
Peace Corp? To help prevent future unemployment, government ministries could
work with their partners to create internships and increase training opportunities
for youth at greatest risk. For young people with children, especially young women,
family-friendly work and training opportunities, such as flexible hours, could be
made available. Policies and interventions could be designed that protect young
people working in informal employment, those who work without contracts or social
protections, such as street vendors and household-based shops. Incentives could
be given to encourage youth input on the national policy agenda and interventions
could be developed to mobilise youth social and political support. Policies and
woman-focused interventions could be constructed to address determinants critical
to women’s health such as access to education and economic opportunities.
Evidence surrounding the youth response to HIV prevention messages in
Ghana and increases in high-risk sexual behaviour as well as global findings on
the correlation between unemployment and poor health outcomes suggests that
unemployment and resulting boredom, while certainly not the only causes for
the spread of HIV, just might be a major factor in the spread of HIV in Ghana. As
professionals involved in combating disease and promoting health we must look
past traditional notions of disease causation and examine the role of economic,
social, and political arrangements that impact quality of life. Then we must act in
cooperation with others to ensure that individuals are seen as active participants in
their health and the rest of their lives. As Sen wisely stated in a recent lecture on the
challenges of global health, “not all policy that is good for health is health policy”.
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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