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Introduction 
LOBALIZATION is a major driving 
force in economic and social 

development around the world. 
Globalization, in general, refers to 
three distinctive and interrelated 
phenomena: (a) increasing cross-
border flow of goods, services, money, 
people, technology and ideas; (b) 
opening of national economies and 
boundaries to such flows; and (c) 
development of international 
institutions and rules governing these 
cross-border flows. All three 
phenomena strongly influence and 
are affected by national 
macroeconomics and social policies, 
regulatory environments and 
institutions. These also have close 
linkages with health outcomes in four 
distinct areas such as health risks, 
health systems, level and distribution of 
household income, and impact on 
other sectors.  

There are several aspects of 
globalization which can make a 
positive influence on the health of the 
poor population. It is essential that 
economic benefits of globalization 
extend to all countries, especially the 
least developed ones. The economic 
benefits of globalization need to be 
translated into health benefits. 
Potentially adverse effects of 
globalization on health, as distinct from 
economic channels, must be 
minimized. A number of issues need to 
be resolved effectively, taking full 
account of their health dimensions. 
Globalization will have a positive 
impact only if a country can 
successfully compete in the global 
environment. Many developing 
countries still lack the necessary legal 
and human capital infrastructure to do 
that, and many of them also 
experience negative effects, at least in 
the short term. 
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In recent years, many national 
and international development 
dialogues have focused on the 
implications of globalization, including 
trade liberalization on health and 
health care. There is no doubt that the 
effect of globalization and trade 
liberalization has accelerated 
economic growth and technological 
advances and also contributed to 
significant improvement in the health 
of the world population. On the one 
hand, some aspects of globalization 
are jeopardizing the health of 
populations and increasing the gap in 
health inequality within and between 
countries. Millions of people in the 
world currently are still being left out of 
the health benefits of globalization.  

International trade in health 
services is relatively new compared to 
other tradable services like insurance, 
tourism, transport, etc. The low level of 
international trade in health services is 
usually attributed to legal and other 
institutional constraints such as the 
existence of public monopolies, strict 
access regulations and controls and 
the need for direct physical contact 
between suppliers and consumers. The 
trade in health services would grow 
with rapid increase in trade 
liberalization as well as the increasing 
use of technological advances. This 
could facilitate access to a higher 
level of health care services by the 
better off, which may also divert 
human resources from public to more 
profitable services. It could further lead 
to restricting public staffing levels and 
lowering of staff quality. Cross-border 
telecommunications offer potential 

benefits although their impact is 
restricted by the limited internet 
connectivity in most developing 
countries. 

There are several ways to improve 
health within a renewed global 
environment, which include increasing 
understanding of health knowledge, 
expansion of health promotion, 
improvement in prevention and case 
management of priority diseases, 
improving the performance of health 
systems, addressing border constraints 
and cross-border spill-ins and 
supporting health development as 
global public goods. To make 
globalization work for health, 
international actions are required to 
support efforts to integrate populations 
and countries into the world economy 
through accelerated debt relief, 
market access and increased 
financing for areas that increase 
human security. There is also a need to 
ensure changes in international rules 
and institutional arrangements to 
reflect the needs 

of the developing countries. At the 
national level, governments should 
increase investments for health – 
across all its determinants – promote 
policy coherence across sectors and 
incorporate health principles into 
trade, development and investment 
policies. They should also participate 
actively and effectively in international 
development negotiations to support 
national health goals and for solutions 
to global and transitional problems.  
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The spread of communicable 
diseases, either foodborne or non-
foodborne, illustrates the direct effects 
of globalization on health. The growth 
in international travel with more than 
two million people crossing 
international borders each day has 
contributed to carrying diseases into 
new areas. Trans-nationalization of 
markets and promotion of harmful 
commodities is also one important 
component of public health threats. 
Multi-national tobacco companies are 
exploiting the potential for increased 
tobacco sales in the developing world 
and consumption is increasing among 
young adults, particularly men, in most 
developing countries.  

The three multilateral agreements, 
namely General Agreement on Trade 
in Services (GATS), Agreement on 
Sanitary and Phytosanitary Measures 
(SPSS) and Agreement on Technical 
Barriers to Trade (TBT), which have 
been in operation since the 
establishment of the World Trade 
Organization, are very much related to 
health. The following paragraphs give 
an overview of these multilateral 
agreements, a summary of 
implications that they could have in 
health and health-related 
development, and a brief account of 
how countries could mitigate such 
implications. 

General Agreement on Trade in 
Services 

GATS is an important agreement 
negotiated and accorded by the 
nations during the Uruguay Round, 
covering international trade in 
services. It is the first set of multilaterally 
agreed and legally enforceable rules 
and disciplines ever negotiated. GATS 
aims to create a credible and reliable 
system of international trade rules while 
ensuring fair and equitable treatment 
of all participants (the principle of non-
discrimination), and stimulating 
economic activities through 
guaranteed policy bindings. 

International trade in services 
currently accounts for 60 per cent of 
global production and employment. In 
1999, the value of cross-border trade in 
services amounted to US$ 1 350 billion, 
or about 20 per cent of the total cross-
border trade. These services cover 
finance, transport, travel, tourism, 
insurance and other technical and 
professional services including those 
related to health. A rapidly growing 
international trade in services, both in 
developing and developed countries, 
in recent years has received major 
attention of globally. GATT  members 
at the Uruguay Round brought up the 
subject of international trade in 
services in order to regulate them 
according to the original principles of 
GATT(1).  

                                            
1 General Agreement on Trade and Tariffs 

(GATT), an international trade agreement 
which came into effect in 1948 and later 
evolved into the establishment of the World 
Trade Organization (WTO) in 1995 
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Initially, many countries, mostly 
from the developing world, were 
reluctant to include trade in services in 
the Uruguay Round, the reason being 
that international trade in services is 
significantly different from that in 
goods. The latter involves trans-border 
transactions, while the former could 
call for the exercise of the right of 
establishment, which would have 
implications for development strategy, 
resource mobilization, social objective, 
etc. The approach put forward by the 
developing countries was that the 
main objective of GATS was to ensure 
that priority be given to 
developmental issues, and that 
national regulations remain supreme. 
GATS has two main parts: the 
framework agreement containing 
general rules and disciplines; and the 
national “schedules” which list 
individual countries’ specific 
commitments on access to their 
domestic markets for foreign suppliers. 
All commitments apply on non-
discriminatory basis to all other 
members and there is complete 
freedom to choose which services to 
commit. 

What services are covered? 
GATS applies in principle to all 
internationally traded services that are 
generally described as "intangible, 
non-transferrable economic goods" 
and are distinct from physical 
commodities. GATS has two 
exceptions: services provided to the 
public in the exercise of government 
authority and, in the air transport 

sector, traffic rights and all services 
directly related to the exercise of 
traffic rights. In the context of GATS, 
trade in services implies four ways of 
international trade in supplying 
services: 

(1) Cross-border supply (services 
supplied from one country to 
another, e.g. international 
telephone calls); 

(2) Consumption abroad 
(movement of consumers from 
one country making use of a 
service in another country, e.g. 
tourism); 

(3) Commercial presence (setting 
up subsidiaries or branches to 
provide services in another 
country, like foreign-direct 
investment); and 

(4) Movement of natural persons 
(individuals travelling from their 
own country to supply services 
in another, e.g. doctors, nurses 
and engineers working in other 
countries). 

It is for each individual member to 
decide how many service sectors and 
which particular conditions and 
limitations could be included in the 
schedule exception to national 
treatment (2). However, it should be 
borne in mind that such schedules 
cannot be unilateral. These have to be 
negotiated with other partners in the 
                                            
2  National treatment is defined as treatment no 

less favourable to foreign services suppliers or 
services from WTO members than accorded 
to like domestic services and domestic 
services providers. 
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“market” negotiations of WTO, where 
concessions and “rule of games” are 
evolved, and the ability not to offer 
any significant commitment of access 
or to lay down restrictions may depend 
upon its bargaining power. 

GATS has two distinctive 
components of basic obligations, viz. 
General Obligations and Specific 
Commitments. General Obligations 
apply directly and automatically to all 
WTO members and service sectors, 
which are required not to discriminate 
between services or service suppliers 
of other members under the principle 
of the most-favoured nation treatment 
(MFN) (3). MFN - the non-discrimination 
principle – means treating one’s 
trading partners equally. It guarantees 
equal opportunities for suppliers from 
all WTO members. However, the 
Agreement permits members to make 
exemptions to the MFN obligation 
covering specific measures for which 
WTO members are unable to offer 
such treatment initially. Therefore, 
members wishing to maintain more 
favourable treatment to particular 
countries in relation to particular 
services have to list such exemptions in 
the ”MFN Exemption List” of the 
Agreement. These exemptions are to 
be reviewed after five years, and 

                                            
3  Most-favoured nation treatment (MFN) under 

Article 1 of GATT of 1947 requires members to 
comply with a general obligation to apply the 
MFN treatment. According to this Article, it is 
prohibited to treat products differently on 
account of their origin. In order to avoid any 
discrimination, any advantage accorded to 
one country must also be accorded to all 
other members of GATT. 

should not be maintained for more 
than ten years.  

Under Specific Commitment, 
members are allowed to choose the 
service sectors to which members wish 
to apply the market access (a 
negotiated commitment in specific 
sectors, which is also called market 
access commitments. Members can 
indicate this arrangement in the 
“Schedule of specific commitments” 
subject to various types of conditions 
and limitations known as market 
access limitation. In other words, 
members are not obliged to open all 
service sectors or lift all barriers to 
international trade in services, but must 
specify those sectors and limitations, 
specifying the level of market access 
and the degree of national treatment 
they are prepared to guarantee, 
within which they wish to open 
international trade under the 
Agreement in the schedule. These 
conditions and limitations have to be 
agreed upon with other members in 
the negotiation and, therefore, once 
agreed, have an effect similar to tariff 
binding. Members may modify or 
withdraw any commitments in the 
schedule any time after three years 
have elapsed, and negotiate on the 
compensation to affected countries. 
They can be amended at any time 
and will be subject to further 
liberalization through ensuing 
negotiations. The next negotiation is to 
be commenced not later than five 
years from the date of entry into force 
of the Agreement (i.e. by the year 
2000). 
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The service sectors that have 
been included in the schedule on 
market access by the members of 
WTO will be bound under the 
Agreement. International trade in 
these service sectors must be 
conducted in accordance with the 
provisions of GATS Agreement as well 
as the specific commitments the 
countries may have made in the 
schedule, which are integral parts of 
the Agreement. Other service sectors 
that are not included in the schedule, 
will not be affected by the Agreement. 
In fact, one of the main principles of 
GATS is to achieve progressive 
liberalization of trade in services 
through successive negotiations. GATS, 
along with the WTO Agreement on 
Agriculture, is in a mandated built-in 
agenda for the next negotiation. It 
should also be kept in mind that GATS 
does not apply to services supplied in 
the exercise of government authority, 
i.e. a service that is supplied neither on 
a commercial basis nor in competition 
with one or more service suppliers. This 
is particularly relevant to the health 
sector. 

What kinds of commitment have 
countries  
made under GATS? 

The number of sectors committed by 
individual WTO Members tends to be 
positively related to their level of 
economic development. Around one-
third of WTO Members, all developing 
and least-developed countries, were 
confined to 20 or fewer of the 

approximately 160 service sectors. As 
of February 2001, less than 50 of WTO’s 
140 members have made market 
access commitments in the health 
sector. This reflects the fact that in 
many countries health care is still 
regarded as an essential public 
function of the State. Further analysis 
reveals that about 44 members 
agreed to open up their hospital 
services to foreign enterprises, while 54 
members committed to open up their 
medical and dental services to 
professionals. Another 29 countries, 
mostly developed ones, committed for 
the services of health personnel other 
than physicians, like nursing and 
midwifery.  

Within the SEA Region, only a few 
countries have made market access 
commitments on a major number of 
sectors, out of the 12 broad service 
sectors classified by the Agreement 
(business, communication, 
construction, distribution, education, 
environment, finance, health, tourism, 
recreation, transport and others). 
Thailand has committed 10 sectors 
(business, communication, 
construction, distribution, education, 
environment, finance, tourism, 
recreation and transport services), 
while India has allowed six sectors 
(business, communication, 
construction, finance, tourism and 
health). Similarly, Indonesia has 
allowed six sectors (business, commu-
nication, construction, finance, tourism 
and transport). Myanmar has opened 
up two sectors (tourism and transport), 
while other countries have made 
commitments for a single sector, 
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Bangladesh and Sri Lanka (tourism) 
and Maldives (business). India is the 
only country in the Region that has 
made a major commitment in the 
health sector. However, in her 
commitment to the health sector, 
India has offered hospital services in its 
schedule of specific commitments and 
has given a binding only for 
“commercial presence” as a mode of 
supply.  

The main reason for the lower 
number and level of commitment may 
be due to the existence of 
government monopolies in providing 
services, usually free or significantly 
below cost. The public health sector, in 
most countries, does not have major 
private suppliers. Another fact might 
be that many countries, being 
developing or least-developed ones, 
are not ready, at present, to be liberal 
enough to open up their health 
services to international competition, 
especially in the health sector.  

What will be the opportunities and the 
potential implications?  

In the context of the health sector, 
international trade in health services 
includes health care services across 
borders (telemedicine), movement of 
consumers (seeking care in foreign 
countries), foreign direct investment in 
the health sector, and services 
provided abroad by expatriate health 
professionals, or medical training 
provided to foreign students.  

Various factors, both national and 
international, are exerting a significant 
influence on the opening up of the 
international market in the health 
sector in all countries. These include 
rising health care costs, a growing 
trend to reduce public spending in 
social sectors, the advantages of 
exporting health services skills and 
technology, increasing demand for 
attracting higher-spending foreign 
customers to health facilities and the 
rapid expansion of information 
revolution. International trade in health 
services is also taking place, with or 
without announcement of 
commitment, in some countries of the 
Region. 

Countries may wish to explore 
opportunities that GATS can offer to 
the health sector. There is an 
opportunity to obtain higher revenue 
from foreign exchange earnings and 
also to have employment benefits, by 
opening up trade in health services. 
Health sector is quite different from 
other sectors of the economy. 
Likewise, trade in health services is not 
like trade in ordinary goods. Health 
services cannot be compared with 
commercial goods. Despite the 
potential advantages that trade 
liberalization may have in improving 
economic growth and development, 
and ultimately the overall 
socioeconomic growth of countries, it 
has a number of inherent dangers for 
the national health system. 
International trade in health services 
can generate financial resources, thus 
improving the infrastructure and 
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upgrading the technological 
capacity. This may have far-reaching 
implications, especially in areas of 
equity and efficiency when it is 
conducted without due consideration 
of people’s health in the exporting 
country. 

The key issue is how the objectives 
of profitability and resource generation 
through trade liberalization, such as 
trade in health services could be 
reconciled with that of improving the 
health status of the population – the 
universal goal of every health system. 
Governments will have to make 
judicious choices impinging on 
commercial considerations, health 
equity and social justice. Opportunities 
may also be found in the following 
trade areas in health services, which 
have been identified as the four 
modes of trade in services as defined 
in GATS Agreement: 

• Cross-border trade in telemedicine services 
(Mode 1): Cross-border trade (the 
practice of medical care using 
interactive audio, visual and data 
communications across 
international borders) could provide 
countries accessibility to the various 
advances in health care and 
services of professionals from other 
parts of the world. It will enhance 
diagnostic and appropriate 
patient-management facilities, 
particularly in remote and rural 
areas. It will also improve the quality 
of care. The trade in telemedicine 
services might extend well beyond 
the area of health care per se and 
include hospital management, 

data collection, distance 
education and training, and back-
up advisory services. However, the 
requirement of a substantial 
investment, especially to meet the 
cost of equipment and 
communication link, could prove to 
be a challenge for telemedicine 
services. Countries having trained 
medical professionals for 
telemedicine services and 
possessing the required 
infrastructure for 
telecommunication could benefit 
from this. 

Equity in cross-border trade will 
depend upon several options for 
financing the cost of such 
technology. If financing is to be 
covered by the public sector, e.g. 
by general taxation, it might not be 
considered equitable from the 
point of view of vertical equity. If 
user fee or health insurance is to be 
levied in the financing of 
telemedicine, equity will depend on 
whether there are fee schemes of 
health insurance that take into 
account people’s relative incomes. 

Another important factor is the 
mobility of health professionals. If 
the telemedicine system attracts 
skilled workers from other services, 
there will be an imbalance in 
equity. The effect of telemedicine 
on the efficiency of health services 
also needs to be carefully assessed 
in view of the cost involved. It 
requires considerable amount of 
capital investment.  
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The use of public funds to pay for 
the telemedicine system also raises 
the question of cost-effectiveness. 
Investment in less sophisticated 
types of care or inputs may be 
more efficient in terms of controlling 
morbidity or mortality and, 
therefore, would be considered 
more cost-effective. 

• Consumption Abroad with movement of 
consumers (Mode 2): Many nationals 
are willing to travel abroad for 
various reasons in search of health 
care services. Wealthy and 
"privileged" patients might wish to 
take advantage of the advanced, 
specialized medical and other 
diagnostic services that may be 
unavailable in home countries or 
sometimes available but yet not 
satisfying or perceived as better 
quality, or to avoid long waiting lists. 
On the other hand, people from 
developed countries might avail of 
health care services at certain 
developing countries, to benefit 
from a lower-price treatment of 
equal quality, or to get benefit from 
exotic or exclusive therapies, or to 
have more affordable sources of 
services not covered by health 
insurance.  

The United States of America 
enjoyed a trade surplus in health 
care services by providing 
medical treatment during 1996. It 
was reported that four Mayo 
Clinics in USA expected 10 000 
patients from abroad in 1997. Most 
developing countries act as 
sources of patients wanting to 

have medical treatment abroad 
even though a few of these may 
well provide health care to 
outsiders.  

Most countries in the Region have 
established high-level government 
committees to screen those 
patients who would be allowed to 
go for treatment abroad, in order to 
limit the use of scarce foreign 
exchange. Some countries (India, 
Thailand and Sri Lanka) also offer a 
wide range of health care services 
to foreigners, including a wide 
range of medical check-ups to 
specialized tertiary care facilities, at 
prices estimated to be one-fifth or 
one-tenth of those charged in 
developed countries for similar 
interventions. Other countries could 
also develop tailor-made services 
for this category of consumers if 
they have the ability to provide 
services at lower costs as well as 
unique services through their local 
expertise. In a few countries, the 
interest in promoting “health 
tourism” using indigenous medical 
practices, under this mode of 
services is growing.  

The most important challenge in this 
respect will be the portability of 
health insurance. Health insurance, 
which is covered under the 
financial sector, is often not 
portable across the border and 
acts as a deterrent to the 
movement of patients wishing to be 
treated abroad. The entry of private 
insurance companies into 
developing country markets, while 
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still quite small, could potentially 
have a large impact on the health 
system, by creating more demand 
for expensive health services 
provided in the private sector. 
Some argue that this may have no 
significant negative impact if such 
trends serve to free resources in the 
public sector for the poor. However, 
it is important to estimate the net 
effects of such policies - such 
benefits may be offset by the loss of 
health personnel from public sector 
facilities who could be lured away 
by the higher salaries and better 
working conditions in private 
facilities. For the health service 
trade, it is also very important to 
share information across countries 
about multinational hospitals or 
health insurance companies and, 
therefore, efforts should be made to 
pool information and make it 
available to all countries. 

Health services provided for foreign 
patients should not have adverse 
effects on the national health 
sector. However, if these services 
involved the use of public funds to 
subsidize them, it may reduce the 
access of domestic population to 
general health services. The supply 
of services in the domestic market 
can also be affected if public 
sector providers attend to foreign 
patients, especially when the 
capacity of such a health care 
system is limited. Countries have to 
improve the quality of health care if 
they wish to attract foreign patients; 
the use of public funds for 
upgrading health services for such 
patients would only have an 

adverse impact. Except India, 
however, no other country in the 
Region has made commitments in 
health services under GATS and, 
thus, there is very little experience to 
examine. 

• Commercial presence with foreign direct 
investment (Mode 3): The foreign 
commercial presence and direct 
investment in health services from 
the developed or developing 
countries is a growing trend. The 
commercial provision of health 
care via foreign-invested clinics and 
practices could attract capital and 
technology. The extent to which 
governments might wish to open 
their health sector to foreign-service 
suppliers is a policy of choice, which 
is likely to depend upon how far the 
national trade policy makes it 
liberal.  

With the acceleration of 
international trade liberalization 
during the late 1990s, a few 
countries of the Region like India, 
Indonesia, Sri Lanka and Thailand 
have opened their markets for 
foreign collaboration in the health 
sector in various forms (mostly 
through bilateral agreements or 
private sector investments) as a 
means of achieving better services, 
containing costs, and boosting the 
public sector. The foreign direct 
investment in the health sector in 
these countries is mainly related to 
hospital services and management 
of health care, both in public and 
private sectors. It is envisaged that 
investment in health could increase 
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competition thereby improving the 
quality of health services, alleviating 
the burden of the public sector, 
and improving the efficiency of the 
health sector in general. However, 
the economic crisis that occurred in 
the Region during the late 1990s has 
affected all these FDIs that were 
planned with an estimated 
investment of billions of dollars.  

Most of the commercial presence is 
through a joint venture of foreign 
financial and service providers with 
local partners that will ensure 
access to qualified local health 
personnel and a supply of paying 
patients. Some foreign providers 
might invest in managed care 
services through various forms of 
contracting with local and 
international health care providers, 
usually linking them with insurance 
companies. Foreign health services 
investment might reduce financial 
pressure on government under 
certain conditions, but these 
conditions do not obtain because 
even private services are usually 
subsidized to some extent. 
Moreover, public investment in 
terms of tax incentives might be 
necessary to attract foreign firms. 
Foreign commercial presence in 
medical education or in hospitals 
may lead to better quality of health 
care because of increased 
availability of sophisticated medical 
technology. At the same time, it 
may distort the health care market 
by inducing an internal brain drain. 
The quality of education or health 
care in the public sector might 

suffer due to loss of qualified human 
resources in the private sector. 

It is expected that the foreign direct 
investment in hospitals or diagnostic 
centres is likely to improve the 
delivery of health services, 
especially for the affluent segments 
of the population in developing 
countries. As a result of greater use 
of the private sector, there could 
be a possible shift of public 
resources benefiting the poor. 
Health care systems in countries 
with foreign commercial presence 
would have the risk of two tiers, with 
different systems serving different 
population groups.  

Foreign commercial presence in the 
developing countries could similarly 
siphon off trained staff from public 
facilities to the highly paid private 
hospitals and practices. These 
factors may lead to lesser 
availability of essential health 
services for those that need them 
most. However, WTO rules do not 
prevent governments from 
addressing these problems through 
their domestic policy and 
regulation. For instance, a 
government could require a private 
health service supplier to provide a 
certain percentage of hospital 
beds and basic health services free 
of charge or at reduced prices. In 
the training of doctors or nurses, 
governments could even impose 
stricter requirements on foreign 
suppliers than on domestic 
suppliers, but would need to specify 
these as limitations in the schedule 
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of commitments under GATS in 
case it had undertaken a market 
opening commitment in the health 
service.  

• Movement of personnel providing services 
abroad  
(Mode 4): The temporary movement 
of health personnel, as part of 
international trade in services, 
seems to be more important to the 
countries of the Region. There is an 
increasing trend of emigration 
(even temporary) of qualified 
health care professionals and other 
categories of health personnel, who 
seek higher remuneration, better 
living and working conditions, and 
career opportunities abroad. This 
movement contributes to a general 
upgrading of skills.  

However, the permanent outflow of 
health professionals, in order to fill 
supply gaps in those accepted 
countries, definitely leads to a 
shortage of appropriate human 
resources (brain drain), reducing 
the access to health care, or 
reducing the range of services 
available. While some developing 
countries encourage the temporary 
outflow of health professionals, 
others have introduced 
disincentives to migration such as a 
migration tax. A significant number 
of doctors, nurses and other 
paramedical personnel from 
Bangladesh, Myanmar, India, 
Thailand and Sri Lanka have been 
employed in many other countries. 
India and some African countries 
recently submitted papers to WTO 

urging removal of the artificial 
barriers to this form of service trade. 
It was stated that there was much 
potential to expand health service 
trade in this mode, given the large, 
well-trained pool of health 
professionals in India, who are 
already going to work in the UK, 
Middle Eastern countries and the 
USA. Despite such movements of 
health practitioners, they continue 
to experience discrimination and 
lack of recognition for their 
qualifications. To some extent, this 
may be fostered by the lack of 
uniform national medical licensing 
examinations, which should be 
instituted.  

There are also many barriers and 
limitations in this trade, such as 
difficulty with accreditation or 
recognition of foreign professional 
qualification, entry and stay visa 
and other immigration regulations, 
nationality and residency 
requirements, discriminatory 
licensing, and restriction on 
repatriation of earnings. 

The outflow of health personnel will 
have a clear impact on equity if it 
produces shortages in the home 
country, thus reducing the access 
to services that would have been 
provided by the migrants. The loss 
of specific categories of health 
professionals will also reduce the 
range of services available. The 
quality of health care will also be 
affected if a country is losing its best 
health professionals. Temporary 
movement of health personnel 
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could nevertheless have a positive 
effect on the quality of care by 
contributing to a general upgrading 
of skills and knowledge when 
returning individuals resume 
activities in their home country. 
Health personnel may send foreign 
exchange to the home country, 
which could be substantial in the 
case of some countries, but the 
public sector itself may not be 
directly compensated. The loss of 
health personnel from needy 
countries to wealthier ones is 
already a serious problem. If this 
type of movement is increased 
without an appropriate regulatory 
framework, the domestic health 
system will suffer on account of 
equity, quality and efficiency.  

WHO might help to smoothen the 
way for greater movement of 
health professionals by establishing 
an international medical 
qualification examination that 
would be recognized in all 
countries. 

A challenge for national health 
authorities and, to some extent, the 
trade and commerce ministries is how 
to define a consistent set of policy 
objectives, which encompass social 
justice and equity.  

Most countries in the Region are 
undergoing extensive and radical 
reforms in national health systems. 
These countries are also undergoing 
trade liberalization processes in order 
to gain foreign investment leading to 
economic growth. The challenge is 

how these countries ensure that 
ongoing reforms in the health sector 
are mutually supportive to their 
international trade liberalization. They 
also need to adopt a combination of 
regulations as well as ways for trade 
competition, while ensuring 
accessibility to health care for all and 
encouraging efficient use of resources.  

There is a need to exchange 
information, regardless of the 
existence of specific commitments at 
present. As the actual effects of 
liberalization of the health sector are 
largely unknown, some believe that 
countries should not make any 
commitments for health services until 
the effects can be better predicted. 
Countries may be able to “test the 
waters” with unilateral market 
opening, but it can be argued that this 
does not give any guarantee for 
foreign investors. The forthcoming 
rounds of trade negotiations offer an 
opportunity for the WTO members to 
reconsider the breadth and depth of 
their commitments for the health 
sector. 

Agreements on Technical Barriers 
to Trade and Application of 
Sanitary and Phytosanitary 
Measures  

The international trade in food and 
food-related products has increased 
to over US$ 400 billion in recent years 
and there is a growing threat that this 
kind of trade might lead to a spread of 
food-borne diseases. Contamination 
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of food by hazardous material, such as 
microbial pathogens, biotoxins, 
pesticide residues and other chemical 
substances and recently, genetically 
modified food and food products, 
might also lead to the ban or rejection 
or destruction of consignments. This 
may cause a lot of loss in foreign 
exchange income from such 
consignments. The Uruguay Round of 
Multilateral Trade Negotiations 
adopted the above two multilateral 
international agreements – namely 
Agreement on the Technical Barriers to 
Trade (TBT) and Agreement on 
Application of Sanitary and 
Phytosanitary Measures (SPS), that form 
part of a stronger and clearer legal 
framework for the conduct of 
international trade in food and food-
related products.  

The main aim of the above two 
agreements is promotion of 
international harmonization of relevant 
regulatory measures on the basis of 
international standards, guidelines and 
recommendations for human safety. 
The agreements also establish rules 
and disciplines for setting up regulatory 
measures by WTO members when 
there are no established international 
standards or when countries have an 
intention to establish measures which 
are effectively more trade restrictive 
than relevant international norms or 
standards. 

Agreement on Technical Barriers 
to  
Trade Agreement 

The TBT Agreement, which came into 
force in 1995, is the modification of the 
original multilateral GATT agreement, 
known as the Tokyo Round Standard 
Code that has existed since 1980. The 
Agreement is designed to encourage 
the development of international 
standards, technical regulations and 
conformity assessment systems to 
facilitate international trade and to 
ensure benefits to consumers. The 
implementation and operation of TBT is 
reviewed annually and a more 
substantial review is undertaken every 
three years.  

Among other things, it deals with 
various aspects of food labelling and 
with claims relating to health and 
nutrition, quality and packaging 
regulations for food and food 
products. The TBT Agreement also 
covers other health-related 
commodities, medicinal products and 
medical devices.  

The TBT Agreement makes a 
reference to the international 
standards (CODEX or Food Code) of 
the Codex Alimentarius Commission 
(CAC in short) (jointly managed by 
WHO and FAO) for all matters relevant 
to international trade in food and food 
products, outside specific issues 
covered in the SPS Agreement. The 
Codex standards have long served as 
a reference for international trading in 
food and food products. It has played 
an important role in procedures 
related to settlement of food-related 
trade disputes among members. 
National standards that are based on 
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internationally accepted standards 
would not constitute discriminatory 
barriers to imports. Likewise, national 
technical regulations, in the absence 
of international standards, may not be 
more trade-restrictive than necessary 
to fulfil the objective of protecting the 
health of humans, animals and plants 
or the safety of the environment.  

The International Pharmacopoeia, 
published by WHO, constitutes a 
collection of recommended methods 
and specifications and also provides 
standards for pharmaceutical 
products. It also allows an 
independent evaluation of quality at 
any time before production, at the 
time of production, and before use or 
after use. The said pharmacopoeia is 
not intended to have a legal status as 
such in any country unless expressly 
introduced for the purpose by 
appropriate legislation. However, it 
serves as a reference so that national 
requirement can be established on a 
similar basis in any country.  

Good Manufacturing Practices 
(GMP), developed by WHO in 
collaboration with all partners, are 
intended to ensure that the drugs and 
vaccines received by the consumers 
have been stringently controlled from 
the beginning to the end of the 
manufacturing process. International 
trade in pharmaceutical products, 
including vaccines, necessitates 
ensuring the safety, efficacy and 
quality of imports. Since 1975, WHO 
Member States have adopted a WHO 
scheme, called "Certification of quality 

of pharmaceutical products moving in 
international commerce". This scheme 
provides a simple administrative 
mechanism that will enable importing 
countries to obtain information on 
whether a particular product is 
authorized to be placed in the market 
in exporting countries as well as an 
assurance that the manufacturers 
have complied with GMP. The 
countries have, however, adopted this 
scheme in different ways. The scheme 
has certain limitations and there also is 
the problem of relying on the good 
faith of exporting countries. It will 
nonetheless allow importing countries 
to receive formal assurance from the 
regulatory authorities of exporting 
countries.  

The WHO Expert Committee on 
Biological Standardization establishes 
appropriate primary biological 
standards against which others can be 
calibrated. The Committee, in 
collaboration with WHO International 
Laboratories for Biological 
Standardization, serves as the 
international focal point for evaluating 
candidate preparations and 
establishing international standards for 
the activity and identification of 
biological products. National Control 
Authorities (NCA), in most cases 
national health authorities, are 
responsible for establishing national 
procedures that would ensure that 
biological products intended for use in 
the country are of adequate quality, 
safety and efficacy. They also grant 
marketing approval for new biological 
products.  
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Many developing countries have 
found it difficult to implement the TBT 
rules or apply the TBT basic principles 
setting their standards, mainly because 
of heavy investment needed to 
upgrade the production quality 
meeting international standards and, 
at the same time, competing export 
pricing. Even though the TBT 
Agreement called upon the 
developed countries to provide 
necessary technical and financial 
assistance to permit greater 
participation by developing countries 
in international trade, this has not 
materialized in the last decade. 

Agreement on Application of 
Sanitary  
and Phytosanitary Measures  

At the initial stage of the Uruguay 
Round, the SPS Agreement was part of 
the negotiations on agriculture. Initial 
negotiation focused on border 
protection, export subsidies, domestic 
support and sanitary and 
phytosanitary measures. Later, 
agreement was reached to cover 
measures related to humans and 
animals. The present SPS Agreement 
seeks to ensure that countries apply 
measures to protect human and 
animal life and health (sanitary 
measures) and plant life and health 
(phytosanitary measures), based on 
the assessment of risk or, in other 
words, based on scientific facts and, 
at the same time, unnecessarily restrict 
trade.  

The SPS Agreement also 
incorporates safety aspects of foods in 
trade. Therefore, the SPS and TBT 
Agreements can be seen as 
complementing each other. The SPS 
Agreement provides a multilateral 
framework of rules and disciplines that 
will guide the development, adoption 
and enforcement of sanitary and 
phytosanitary measures and minimize 
their negative effects on trade. The 
regulatory authorities of WTO members 
have to notify other members about 
the proposed sanitary and 
phytosanitary measures and allow for 
comment before enacting them. The 
SPS rules apply only to national health 
or food safety standards affecting 
international trade, either directly or 
indirectly. Countries could ban the sale 
of food products based on strong 
public preference rather than scientific 
evidence, so long as the ban applied 
only to domestic producers. It would 
be a violation of the SPS Agreement if 
the ban also applied to imported 
foods. 

Members are encouraged to 
make their regulations consistent with 
international standards. As a natural 
consequence, the SPS Agreement 
recognized the international standards 
and related texts of the Codex 
Alimentarius Commission (CAC) (for 
food safety), the International Office of 
Epizootics (OIE) (for animal health and 
zoonoses), and the International Plant 
Protection Convention (IPPC) (for plant 
life). Members can add any other 
agreements or international 



Multilateral Trade Agreements 

Regional Health Forum – Volume 5, Number 2, 2001 17 

organizations whose membership is 
open to all WTO members.  

If any variations of international 
standards are adopted, members 
need to notify with appropriate 
evidence. WTO has established an 
information exchange system to 
provide each member with 
information about sanitary measures. 
Adherence to the SPS Agreement 
provides opportunities for upgrading 
national food safety programmes. 

No matter which side of the globe 
they live in, consumers should enjoy 
adequate protection against risks of 
food-borne diseases. This can be 
achieved, without restricting 
international trade, if all countries 
harmonize their guidelines and 
regulations by using international 
standards as a basis for their sanitary 
measures (international 
harmonization). WTO members retain 
the right to take sanitary measures 
necessary for the protection of human 
life or health. These measures must be 
based on risk assessment and should 
also be non-discriminatory, not more 
trade-restrictive than necessary, and 
not be maintained without sufficient 
scientific evidence.  

WHO is coordinating the "Global 
Environment Monitoring System – Food 
Contamination Monitoring and 
Assessment Programme (GEMS/Food). 
Through this system, national 
authorities could improve their 
capacities to monitor the risks as well 
as to establish national standards. 

Another important fact of the SPS 
Agreement is the concept of disease-
free area. Recognizing the sanitary 
and phytosanitary characteristics of 
the geographical area from which the 
product(s) originate and those of the 
area where the product(s) are being 
received will help remove unnecessary 
measures and economize valuable 
resources.  

World Health Assembly resolution 
WHA53.15 and the WHO SEA Regional 
Committee resolution SEA/RC53/R7 on 
food safety expressed deep concerns 
that foodborne illnesses associated 
with microbial pathogens, biotoxins 
and chemical contaminants in food 
represent a serious threat to the health 
of millions of people in the world. It is 
recognized that foodborne diseases 
significantly affect people’s health 
and well-being and have economic 
consequences for individuals, families, 
communities, businesses and countries. 
Ensuring the safety of food and 
harmonizing the efforts of all 
stakeholders in the food chain requires 
effective food safety systems, and in 
most developing countries, these 
systems remain weak. Member States 
need to work closely with all 
development partners and 
international and national institutions 
to promote research in formulating 
evidence-based strategies for the 
control of foodborne diseases, 
particularly risk factors and simple 
methods for management and control 
of these health risks. 

The WHO governing bodies have 
urged Member States to integrate 
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food safety as one of their essential 
public health and public nutrition 
functions and to provide adequate 
resources to establish and strengthen 
systematic and sustainable food safety 
programmes in close collaboration 
with national food authorities, nutrition 
and epidemiological surveillance 
programmes. 

Implications of TBT and SPS 
Agreements 

Typically, most of the developing 
countries adopted lower safety 
standards, leading to widespread 
environmental health risks and the 
occasional catastrophe. These 
countries also imported obsolete and 
cheap industry technologies from 
developed or other medium-economy 
countries where they are no longer 
considered safe. Thus, occupational 
hazards and food safety issues are 
increasing rapidly in these countries. 
Improper use of hazardous chemicals 
and associated uncontrolled 
hazardous waste has led to the 
contamination of food and food 
products. Large populations, 
especially women and children, are 
being exposed to hazardous waste 
that may manifest itself into diseases in 
later lives.  

Tobacco and tobacco-related 
products were some of the agricultural 
products that reflected double 
standards. Major tobacco companies 
of the developed world, while 
accepting restrictions in their home 
countries, vigorously marketed the 

same products in developing 
countries. Several years ago, a trade 
dispute arose in Thailand when it 
refused to lift the restriction on imports 
of foreign cigarettes as requested by 
the United States. This provoked the 
right to enforce measures necessary to 
protect human health. WHO experts 
provided information on various 
factors that contributed to the low 
tobacco consumption in Thailand. The 
WTO panel agreed that measures 
were needed to protect health but 
that Thailand should abolish restrictions 
on cigarette imports while applying 
pricing and taxation regulations 
equally to domestic and foreign 
brands. National tobacco control 
programmes of many developing 
countries have been adversely 
affected by this ruling. A similar picture 
is evident in respect of hazardous 
products like asbestos, pesticides, lead 
and infant formulae. The decision to 
defer the phasing out of certain 
chemical substances like methyl 
bromide, chlorofluorocarbons for 
which alternatives are available, 
reflects the results of vigorous lobbying 
by chemical manufacturers. 

With rapid scientific development 
and increasing application of 
technology in food production and 
distribution, food standards have been 
changing over a period of time. 
Concerns relating to genetically-
modified organisms (GMO) are not yet 
clearly covered by SPS. In order to 
benefit from trade liberalization, 
developing countries will need to 
demonstrate that their products meet 
Codex requirements. Under the SPS 
Agreement, WTO has the obligation to 
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force a nation to choose between 
weakening its health standards for 
humans, animals or plants, or paying 
an international penalty. In many 
cases, governments may threaten 
action under SPS as a way of 
pressurising another country to lower its 
food standards by accepting imports 
that do not meet that country's 
sanitary requirements.  

The development of agricultural 
export industries in developing 
countries may be hampered by the 
absence of food control infrastructure 
that would ensure the safety of 
exported food products. Similarly, 
national food safety might not be able 
to cope with the introduction of newer 
food and food-related products as 
their control laboratories might not be 
able to deal with newer products. 
WHO, together with the development 
partners (mainly from developed 
countries), could support Member 
Countries to build their capacity to 
meet Codex standards and to 
develop national guidelines. In the 
case of disputes concerning national 
health standards stricter than the 
international one, WHO would be well 
placed to evaluate the scientific 
evidence required as justification. 

Relationship of SPS Agreement with 
Codex and International Health 
Regulations (IHR) 

While the SPS Agreement is managed 
under WTO and the International 
Health Regulations (IHR) under WHO, 
the Codex Alimentarius (food code) is 
jointly managed by FAO and WHO 

through an international commission 
(Codex Commission). While the role 
and functions of each of these 
agreements as well as those of 
managing organizations are quite 
different, there are many overlaps or 
interrelated functions which need 
greater understanding among 
Member Countries. There are 
possibilities of minimizing the effect of 
any conflict in the application of 
measures under all agreements.(4)  

Overlap between these 
agreements occurs only in the area of 
food safety and spread of diseases 
that could affect human health. IHR 
aims at preventing international 
spread of disease with minimum 
interference with world traffic. The SPS 
Agreement helps trade to flow as 
freely as possible and applies trade-
restricted measures only if scientifically 
justified for human protection. SPS 
allows its members to exceed 
international standards when it is 
necessary to protect health as 
warranted. The Codex Commission 
had prepared the international code 
to assist harmonization among nations 
and to protect consumer health and 
facilitate trade.  

While there is considerable 
potential for synergy between the two 
agreements, including recognition of 
the agreements reciprocally, IHR has 

                                            
4  See details on comparing the roles of 3 

international organizations and the three 
inter-related multilateral international 
agreements, in WHO Weekly Epidemiological 
Records, No.25, 1999, pp.193-201 
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historically set maximum measures that 
a WHO Member State can take in 
response to a disease event, and there 
is the possibility of a Member State not 
complying with the directives of WHO 
at the time of disease events, by 
referring to Article 3 of the SPS 
Agreement. At present, WTO does not 
recognize the WHO decision-making 
process in making risk assessments and 
statements on trade based on public 
health and WHO directives cannot be 
referred to in the SPS process. The 
Agreement on Technical Barriers to 
Trade (TBT) also concerns health as 
some technical barriers were raised in 
trade.  

Timely public health event 
notification and rapid response are 
critical to avoiding or containing 
economic damage or human loss. IHR 
ensures maximum security against 
international spread of diseases and 
WHO has strengthened its global 
communicable disease monitoring 
and alert system in order to detect, 
reduce or eliminate the source of 
infection. The revised IHR will provide a 
rapid reporting mechanism to capture 
disease outbreaks that pose 
international threat in order to 
facilitate rapid response and 
containment. Appropriate guidance 
will be provided to WHO Member 
States to apply control measures that 
would reduce international threat.  

The revised IHR will change the 
existing list of notifiable diseases 
(cholera, plague and yellow fever) to 
any disease outbreak or “event of 

urgent international public health 
importance”. The objective of this 
revision is to focus international 
attention on any disease of public 
health importance at the earliest 
possible time and to initiate rapid 
investigation and containment of 
outbreaks or potential outbreaks. This 
would also reduce the potential 
conflict with the SPS Agreement. The 
revised IHR will also consist of a list of all 
key measures that could be used in a 
WHO directive, which might be 
binding, time-limited directions from 
the list, depending upon the potential 
impact of the event. Members could 
also challenge WHO directives. The 
dispute settlement mechanisms under 
WTO and WHO need to be 
streamlined. The revision of IHR is still 
under process and has to be 
completed by 2004. (5) 

Certain infectious diseases, 
especially foodborne diseases like 
cholera, pose a threat to food exports 
and tourism. Microbial hazards in food 
are also of major concern. If the 
preparation of food and food 
products is in accordance with good 
manufacturing practices, and there 
are no reported cases of infectious 
diseases associated with the 
consignments, food imports should not 
be restricted. There were many such 
cases from Asia, America and Africa, 
where imports from the third world 

                                            
5 WHO Global Health Security-epidemic alert 

and response, Report by the Secretariat to 
the Fifty-fourth World Health Assembly, May 
2001 (Document A54/9) and related 
resolution WHA54.14 
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countries had to be restricted due to 
the occurrence of infectious diseases 
in those countries. Peru lost, in 1991, 
over US$ 700 million because several 
countries imposed bans on the import 
of Peruvian fish and fishery products. 
Similarly, India lost around US $ 4 billion 
from export earnings, due to the 
plague outbreak in a few of its states in 
1994. Furthermore, several African 
countries lost millions of dollars due to 
the embargo on certain fishery 
products during the cholera epidemic 
in 1998.  

In all these cases, WHO provided 
appropriate information on disease 
outbreaks and certified that there was 
no relationship between the disease 
and food. WHO also made 
recommendations to the governments 
to apply measures based on scientific 
knowledge and evidence. These 
activities served to further international 
harmonization of sanitary measures 
aimed at protecting of human life and 
health. WHO should work closely with 
WTO with respect to the public health 
aspects of disputes arising as a result of 
disease outbreaks. Since any changes 
in the three international agreements 
are likely to have an impact on 
Member States of WHO, WTO and 
Codex Commission, it is important to 
be aware of any key revisions 
proposed.  

Role of WHO 

The role of WHO in international trade 
agreements is primarily in two areas: 
international health advocacy and 

setting up of international norms and 
standards. WHO would continue to 
work with WTO to help ensure that 
health is taken into account when 
trade policies are framed, without 
prejudice to the role of legal and 
institutional foundation of the 
multilateral trading system.  

WHO would continue providing 
appropriate information and advice to 
its Member States on all matters 
pertaining to public health. It will also 
ensure health concerns being 
weighed appropriately when trade 
and health intersect. WHO Member 
Countries, who are also members of 
WTO, have been encouraged to 
discuss areas of mutual interest in the 
WTO agreements with their countries' 
trade, commerce and industry sectors. 
They need to install mechanisms to 
secure better coordination between 
ministries responsible for trade and 
health as well as other relevant 
ministries – seeing to it that public 
health concerns are duly taken into 
account. An open dialogue and direct 
interaction among interested partners 
will promote better understanding and 
mutual agreement, leading to stronger 
partnerships.  

Conclusion 
Globalization, while enhancing overall 
economic growth, could also result in 
increased environmental and 
occupational hazards. It could 
influence people’s lifestyles worldwide. 
It reinforces migration from rural areas 
to cities which lack the infrastructure to 
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cope with the large influx of 
inhabitants. As a result, increasing 
numbers of people could face 
problems of inadequate clean water, 
waste management and housing. 
Related to this is the fact that people 
adopt a more hurried lifestyle which 
leads to unhealthy habits and an 
attitude of expecting quick cures, 
leading to over-prescription of drugs. 
The human capital and productivity 
could be the key to competition in 
international markets and attracting 
investment. Good health will increase 
household income and domestic 
savings. Therefore, it is important to 
ensure efficiency and effectiveness of 
health systems in the provision of key 
health interventions, such as essential 
drugs, vaccination and other low-cost 
preventive measures. 

The following research agenda 
are identified for action by countries 
and international agencies to address 
issues related to globalization, trade 
and health: 

• Mapping of globalization, 
trade and public health 

• Study of the characteristics 
and impact of commercial 
presence on the hospital sub-
sector 

• Study of the characteristics 
and impact of the movement 
of health personnel on the 
economy and the health 
status 

• Case study on the impact of 
trade liberalization on 
import/export of traditional 

medicine and traditional 
knowledge 

• Case study on national 
legislation on protection and 
promotion of traditional 
medicine and knowledge 

• National workshops/seminars/ 
research studies on the impact 
of GATS Agreement: role of 
educational institutions in 
complying with international 
standards; trade on human 
resources; impact on domestic 
and export markets; 
laboratory capacity; two-tier 
system; access to health care 
and quality of services; 
efficiency measures; 
improvement of 
competitiveness; selective 
cost-effectiveness, and 
contribution to economic 
growth. 

There is a vast amount of country 
experience on the impact of 
globalization on health, including 
those related to multilateral trade 
agreements. While some countries are 
undertaking policy actions to address 
issues of national capacity building, 
many others need concerted action 
to strengthen their national capacity. 
All WTO members (both full members 
and observers) in the Region need to 
establish or strengthen existing national 
coordinating mechanism(s) for 
appropriate harmonization of work 
between sectors. National centres of 
excellence, specifically dealing with 
research and training on multilateral 
trade agreements, should be identified 
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and their collaborative activities further 
supported. Networks of these 
institutions at both national and 
regional levels should be promoted. 
Such networks should function as 
scientific and political forums as well as 
pools of regional experts. They should 
also be involved in the monitoring of 
implementation and impacts of 
multilateral trade agreements, and 
provide evidence-based information 
to other regional countries, and to 
other parts of the world. A number of 

research studies, including country 
case studies with practical examples 
are required for countries to adopt 
and adapt. Senior and middle-level 
administrators in the health, trade and 
legislative sectors need to be trained 
or orientated on international 
development and implications of 
multilateral trade agreements on 
domestic policies as well as on health, 
trade and other social areas. Public 
debates need to be organized and 
information disseminated. 

References 

(1) World Health Organization. WTO 
Multilateral Trade Agreements and 
their Implications on Health-TRIPS. 
Report of a Regional Consultation, 
Bangkok, 16-18 August 1999, WHO 
South-East Asia Regional Office; 1999. 
(SEA/HSD-232 Rev.1) 

(2) World Health Organization.  
International trade agreements and 
their implications on health. Working 
paper for the 51st session of the 
Regional Committee,  7-11 September 
1998. WHO South-East Asia Regional 
Office; 1998. (SEA/RC51/Inf.5). 

(3) World Health Organization. 
Globalization, Trade and Public 
Health: Tools and Training for National 
Action. Report of an Intercountry 
Expert group Meeting, New Delhi, 12-
14 December 2000, WHO South-East  
Asia Regional Office; 2000 (SEA/HSD-
244) 

(4) World Health Organization. Revision of 
the International Health Regulations, 
Public Health and Trade, Comparing 

the roles of 3 international 
organizations. WHO weekly 
Epidemiological record, No.25. 1999, 
pp 193-201  

(5) Nick Drager and Robert Beaglehole. 
Globalization: changing the public 
health landscape. Bulletin of World 
Health Organization, 2001 79 (9) 
pp.803-364 

(6) World Health Organization. Uruguay 
round and health: the agreement of 
the World Trade Organization - a 
review of its impact on health in 
countries of the South-East Asia 
Region, WHO. New Delhi: WHO 
Regional Office for South-East Asia; 
1996. 

(7) Rudolf Adlung and Antonia 
Carzaniga. Health services under the 
General Agreement on Trade and 
Services. Bulletin of World Health 
Organization, 2001 79 (4) pp.352-364 

(8) World Trade Organization. 
Introduction to the WTO: trading into 



Health Policy 

24 Regional Health Forum – Volume 5, Number 2, 2001 

the future;2nd edition. Geneva: WTO 
Information and Media Relations 
Division; 1998. 

(9) World Trade Organization (Council for 
Trade in Services). Health and 
Services, Background note by the 
Secretariat. Document S/C/W/50 
Dated 18 September 1998. 

(10) Doaa Abel Motaal. Overview of the 
World Trade Organization on 
Agreement on Technical Barriers to 
Trade. (unpublished document of 
WTO Trade and Environment Division) 

(11) World Trade Organization. The 
General Agreement on Trade in 
Services (GATS), Objectives, 
Coverage and Disciplines. 
(unpublished document of WTO Trade 
in Services Division) 

(12) World Trade Organization. GATS – Fact 
and Fiction. WTO  

(13) Bruce A. Silverglade. The WTO 
Agreement on Sanitary and 
Phytosanitary Measures: Weakening 
Food Safety Regulations to Facilitate 
Trade? Food and Drug Law Journal, 
Vol.55 pp. 517-524 

 



 

Regional Health Forum – Volume 5, Number 2, 2001 21 

Gender Issues in Education of Health Professionals 
Dr P T Jayawickramarajah, MD, PhD.*  

                                            
*  Scientist (HRH), WHO/SEARO 

T was stated in a recent UNFPA report 
that “Gender inequality holds back 

the growth of individuals, the 
development of countries and the 
evolution of societies to the 
disadvantage of both men and 
women” (1). Concepts such as gender, 
sexuality, feminism and power are so 
complex and important that they 
should be included in the curricula of 
all health professions in their routine 
pre-service education. Medical, 
nursing and allied health programmes 
should include gender concerns and 
gender analysis and incorporate 
gender in services. 

Gender 
Gender is about men and women and 
not males and females. It is not 
synonymous with sex. Sex refers only to 
the biological and physiological 
process. Men and women are not 
equal; nor will they ever be in terms of 
sex. Gender, however, does not refer 
to the biological differences, but to the 
social and cultural structure in a given 
society and its cultural setting. Gender 

is a multi-dimensional concept of 
social knowledge that helps to 
regulate socially defined sexually 
differentiated roles and relationships, 
particularly power relations between 
women and men(2). Feminism is a 
movement amongst women to work 
individually and collectively in 
everyday life to challenge and 
dismantle oppressive structures and 
relationships to create new structures 
and new relationships(3). 

Women’s Health 
Gender analysis helps us to identify the 
kind of inequality that exists in the 
“gender organization” of a specific 
community. Although societies are 
based on traditions and customs, they 
eventually change with time. 
Decentralization efforts and Strength-
ening District Health Systems (SDHS) 
should ensure gender mainstreaming 
in all activities towards filling the 
gender gaps. Women are more 
vulnerable to diseases, particularly 
sexually transmitted diseases, than 
men because of culture and biology. 
Anatomical differences make 

I
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reproductive tract infections more 
easily transmissible to women. 
Inadequate reproductive health care 
for women results in high rates of 
unwanted conception, unsafe 
abortion and preventable death and 
injury during pregnancy and child 
birth. Educational interventions to 
empower women help reduce levels 
of STDs including HIV/AIDS, gender-
based violence, mother-to-child 
transmission of HIV, and improve the 
general health situation of women. 
Research studies have emphasized the 
critical role of gender and sexuality in 
influencing sexual interactions and the 
ability of men and women to practice 
safe behaviours(1). Many women 
suffering from poor health status are 
found to lack knowledge, information 
skills, purchasing power, income-
generating capacity and access to 
essential health services. It is being 
argued that emphasis on reproductive 
health in isolation failed to provide 
integrated services to women in a 
holistic fashion. Apart from not being 
cost- effective, this approach has also 
inconvenienced women with 
unwarranted demands on their time 
and energy. Women tend to form a 
larger proportion of the elderly 
population and are progressively more 
susceptible to diseases of old age. 
Issues relating to nutrition, health 
consequences of violence, ageing 
and life- style-related health 
conditions, are some of the concerns 
to be addressed along with 
reproductive health. 

Gender and Professional 
Education 

Prevention of maternal morbidity and 
mortality, however, involves provision 
of access to emergency obstetric 
care, including haemorrhage, 
infection, hypertension and obstructed 
labour. A study in Nepal has shown a 
significant increase in puerperal sepsis 
in home deliveries compared to 
hospital deliveries(4). A policy 
researcher from India concluded that 
research needs to go beyond 
estimation of evidence and 
prevalence and probe into power 
relations between partners, including 
the negotiation and decision-making 
process(1). Women suffer more from 
depressive illness which contributes to 
the global burden of disease(5). Such 
studies and conclusions rarely get 
disseminated amongst the professional 
community and students in training. 
Currently, reproductive health 
curricula of medical schools focus 
mainly on technical aspects. For 
example, issues related to political will, 
gender inequalities, cultural conditions, 
cost-effectiveness, counselling, and 
informed consent are usually 
neglected in formal education and 
such areas are not even described in 
standard texts. Teaching strategies 
such as case-based learning, problem-
based learning and concept 
mapping, support multidisciplinary 
learning using a biopsychosocial 
model, and promote the integration of 
sex and gender-based science. Given 
the interdisciplinary nature of women’s 
health, appropriate resources are 
required to provide a practical, 
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evidence-based approach to 
professional education. A clinical 
discipline “Women’s Health” has been 
advanced within the conceptual 
frame of complexity science, which is 
essentially about new thinking and 
content adjustments without affecting 
existing specialities(6). In most health 
professional schools, students are 
taught only the biological aspects of 
patient’s problems and population 
and behavioural perspectives are 
rarely considered. 

Population and Behavioural 
Perspectives 

Population perspectives include study 
of determinants of health, illness and 
disease, involving socioeconomic, 
environmental and occupational 
aspects. In the SAARC Region, the 
level of urbanization is still very low, 
ranging from 6 per cent in Bhutan and 
11 per cent in Nepal to 32 per cent in 
Pakistan. Female age at marriage is 
very low. Age gap between husband 
and wife is larger. Level of education is 
lower for female and female-male 
gap in secondary and higher levels of 
school enrolment is glaringly high(7). In 
addition, the burden of illness, illness 
prevention, health promotion and risks 
and inference from population are not 
given adequate attention. 

Behavioural perspectives include 
developmental and individual 
differences; learning and memory; 
subjective states such as emotion, 
sensation; communication and 
interpersonal relations; illness 
behaviour and sick role; sensitization 

and lifestyle. When considered in the 
biological perspective alone, students 
learn only limited aspects of human 
sexuality. They will become more 
aware of gender-related issues if 
adequate attention is given to 
population and behavioural 
perspectives in their educational 
programmes. 

Student’s community education 
should also focus on self-directed 
learning from whatever resources are 
at their disposal rather then 
stereotyped lecture-based instruction. 
For example, family planning 
programmes of the countries of the 
SAARC Region have so far largely 
focused on limiting the number of 
children and have not paid adequate 
attention to the beneficial effects of 
delayed marriage and spacing of 
pregnancies on improving the 
reproductive health, the role and 
status of women and improved survival 
of children and their well-being(7). The 
adolescent girl requires, but rarely gets, 
18% more iron per kg body weight 
than her male counterpart. Virtually all 
adolescent girls in developing 
countries suffer from iron deficiency(8). 
Such information is required for 
students to take initiative and become 
change agents. 

Participatory Methods 
Understanding of the cultural milieu is 
so important in gender issues that the 
students should actually participate in 
the community activities. In fact, an 
important contribution of feminism to 
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knowledge creation has been the way 
feminists have explored feelings and 
experiences as sources of knowledge 
and as guides to analysis and social 
action. The sharing of women’s 
experiences was and continues to be, 
in many instances, a central element 
in feminist participatory research(9). In a 
recent presentation in Nepal, a nursing 
student(10) explained how a female 
health worker in the rural village gets 
Rs 500 for delivery of a female child 
and Rs 1 000 for a male child, 
highlighting the gender bias from birth. 

Health professional schools should 
advocate participatory research (PR) 
methods in their routine community-
based research activities. In PR, the 
objectives should be of genuine 
interest to both the researched and 
the researcher and the outcomes 
should be relevant to all those involved 
in research. In such an environment, 
women and men should be given 
equal opportunities ranging from co-
option to collective action, culmi-
nating in “local people setting their 
own agenda and mobilizing to carry it 
out in the absence of outside initiation 
and facilitation”(11). Efforts to involve 
men in reproductive health must 
include education about gender 
relations and shared opportunities. An 
NGO social action group (SARTHI) has 
worked with men and women in 
traditional settings to improve 
women’s status and reproductive 
health. They recognized that work to 
empower women needs to be 

accompanied by action to sensitize 
men about gender relations(12). The 
knowledge and perspective of both 
men and women are crucial to 
accuracy and depth of research 
results, leading to a greater 
understanding of issues of access, use, 
participation and input into policy 
process. Collection and use of sex-
disaggregated data on biological and 
social variables should be emphasized 
in education and research agenda. 

Conclusion 
The scientific community and the 
different health professions are 
focusing more attention on the health 
of women and gender-based science. 
Studies on faculty development 
practices, models of teaching, 
learning from women studies and 
group dynamics have been used to 
initiate approaches to the 
development of faculty staff and 
residents in USA. Educators interested 
in women’s health should identify 
opportunities for incorporating gender 
issues and women’s health in their 
school curricula. Translation of current 
knowledge into practice is also 
required to provide quality care and 
access to health information for all 
women. The use of professional 
training and its curricula in the 
transformation of communities towards 
more democratic and equitable 
societies should be considered a 
desirable option. 
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Client Demand Approach (CDA) in the Revised Family 
Welfare Programme – A Feasibility Study 
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Abstract 
A cross-sectional comparative KAP (knowledge, attitude and practice) study 
to know the feasibility of client demand approach (CDA) in the revised family 
welfare programme was carried out among 452 eligible couples (243 urban 
and 209 rural) in Latur district of Maharashtra. Variables such as couple 
protection rate, family planning (FP) awareness, male and female literacy, 
family size and socioeconomic status were studied to know about client 
demand. 

The demand was not adequate in either urban or rural couples (50.4%) and 
couple protection was largely dependent on motivation by others (83.8%) 
rather than on self-motivation and demand (16.2%). 

Family planning awareness, literacy, family size and socioeconomic status 
significantly influence the demand for family planning. 

Suggestions to increase community demand like increase in IEC (information, 
education and communication) activities, adult literacy campaign, mother 
leaders’ involvement and intersectoral coordination were discussed. 

Key words: Client demand approach , Family welfare, Rural-urban-
Maharashtra. 
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HE National Family Welfare 
Programme (NFWP) was revised in 

the year 1996 using the client demand 
approach (CDA) instead of targets, 
incentives and disincentives(1-4). 
Basically, this participating bottom-up 
approach is ideal(1), but its feasibility 
has to be studied in our country where 
almost half of the population is illiterate 
and habituated to motivation by our 
health workers since decades. 

In this study, an attempt was 
made to know the feasibility of CDA in 
our community by assessing the extent 
of client demand for seeking couple 
protection. Variables used to assess 
the demand were: awareness about 
FP, literacy status, family size and 
socio-economic status. 

Objective 

To know the feasibility and extent of 
client demand approach (CDA) in the 
revised National Family Welfare 
Programme. 

Methodology  

During March-April 1998, a descriptive 
comparative KAP study was carried 
out among 243 urban and 209 rural 
eligible couples in Latur district  of 
Maharashtra. Twenty final year 
medical students of MIMSR Medical 
College, Latur, were utilized as 
investigators. Five urban wards of Latur 
town and five villages were selected 
by the cluster sampling method. Four 
hundred and fifty-two eligible couples 

were interrogated using a pretested 
questionnaire regarding demand for 
FP by means of variables like couple 
protection, FP awareness, literacy, 
family size and socioeconomic status. 

Results 
(1) The demand for couple protection 

was inadequate (50.4%) among 
both urban and rural couples (Table 
1). 

(2) The demand was mainly due to 
motivation by others (83.8%) while 
self-motivated demand was only 
(16.2%) (Table 1). 

(3) The demand of urban couples 
(61%) was more than that of rural 
couples (38%) (Table 1). 

(4) FP awareness was significantly less 
(43.8%) 

(X2=21.78. P=less than 0.001) (Table 
2). 

(5) The demand and literacy 
relationship was also significant. 

(X2 DF1=4.21. P=less than 0.05). 

Female literacy was the dominating 
factor among both urban and rural 
couples (78.63% vs 21.35%). 

(6) A large family size (three living 
children or more) was significantly 
associated with demand.  

(X2 DF3=8.7. P is less than 0.05) (Table 
4). 

(7) The socioeconomic status was also 
significantly associated with the 

T 
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demand, particularly among 
middle class couples. (52.6%)  

(X2 at DF=1. P= less than 0.05) (Table 
5). 

Table 1. Demand for FP and couple 
protection (Percentages in parentheses) 

Demand Urban  
n=148 

Rural  
n=80 

Total  
n=228 

Voluntary 
demand 

29 
(12.7) 

08 
(3.5) 

37 
(16.2) 

Demand after 
motivation 

119 
(52.0) 

72   
(31.5) 

191   
(23.8) 

Total 148 
(64.91) 

80  
(38.8) 

228  
(100) 

X2 at DF 1 = 3.33. P is less than 0.1 – Not 
significant. 

Table 2. FP Awareness and demand for FP 
(Percentages in parentheses) 

FP awareness Urban Rural Total 

Aware 131 
(28.98) 

67 
(82) 

198 
(43.80) 

Unaware 112 
(24.73) 

142  
(31.40) 

254 
(56.19) 

Total 243 
(53.25) 

209 
(46.23) 

452 
(100) 

X2  = 21.78. P less than 0.001 – highly 
significant. 

Table 3. Literacy and demand for FP 
(Percentages in parentheses) 

EC Males Females Total 

Rural 9 
(8.73) 

16  
(15.53) 

25  
(24.27) 

Urban 13  
(12.62) 

65  
(63.10) 

78  
(75.73) 

Total 22  
(21.35) 

81  
(28.63) 

103  
(100) 

X2 = 4.21. P less than 0.05 – significant. 

Table 4. Family size and demand for FP 
(Percentages in parentheses) 

Family size 

Eligible 
couples 

demande
d 

(Urban)
N=78 

Eligible 
couples 

demande
d  

(Rural) 
 N=25 

Total 
eligible 
couples 

demande
d 

N=103 

With one  
child 

21 
(20) 

0. 
(0.00) 

20 
(20) 

With two  
children 

20 
(19) 

2 
(1.94) 

22 
(21) 

With three 
children 

16 
(15.5) 

9 
(8.93) 

26 
(25) 

With more 
than 3 children

21 
(20) 

14 
(13.6) 

35 
(33.98)

Total 78 
(75.72) 

25 
(24.27) 

103 
(100) 

X2 at DF 3 = 8.7. P less than 0.05 – 
significant. 

Table 5. Socioeconomic status and demand 
for FP 

(Percentages in parentheses) 

Socioeconomic  
status Urban Rural Total 

Low income 
Rs.1000 – 5000 

18 
(7.89) 

08 
(3.50) 

26 
(11.40) 

Middle income
Rs.5000 – 10000

70 
(30.70) 

50 
(21.92) 

120 
(52.63) 

High income 
Rs.10000 and 
above 

60 
(26.31) 

22 
(9.64) 

82 
(35.96) 

Total 148 
(64.9) 

80 
(35.08) 

228 
(100) 

X2  = 4.94. P Less than 0.05 – significant. 
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Discussion 

Demand is a felt need. In order to feel 
that need, people must be aware of it. 
This awareness and feeling bring about 
a change in their attitude to put 
demand into practice. This is also true 
with regard to the demand for FP. 
Family planning is a personal and very 
sensitive issue, and hence NFWP 
stresses on voluntary demand for FP 
without any coercion. 

NFWP was rightly revised in 1996, 
making it a complete people’s 
programme by incorporating two main 
components, i.e. client demand 
approach and decentralized 
participatory approach. It is ideal, 
provided our Indian community is 
properly sensitized to create a 
demand. This community sensitization 
depends, to a large extent, upon 
literacy status. Unfortunately, however, 
the state of literacy in the country is just 
in its half-way stage. This factor 
determines the knowledge about 
programme and voluntary demand. 

As seen from this study, the 
demand for FP and for couple 
protection was only 50.4% and it was 
mostly due to motivational efforts of 
health workers or neighbours. 
Voluntary request for FP was minimal 
(16.3%). The demand among urban 
couples was also less, which was less 
expected because they have better 
opportunities for FP information. 

The most important factor which 
significantly influenced the demand in 
this study was literacy status, 

particularly female literacy. This was 
expected as literacy increases 
awareness and thereby creates a 
demand. The example of Kerala, 
which has a better health situation, 
supports this finding. 

The family size of three children or 
more also seems to influence the 
demand. An interesting feature was 
that while 21 urban couples got 
protected even with a single child, 
none of the rural couples with a single 
child demanded family planning. Half 
of the acceptors had three or more 
children. This clearly shows that family 
size is a determining factor, particularly 
among rural women. 

Though the socioeconomic status 
as a whole influences the demand, it 
was the middle class (52%) people 
whose demand for FP was more. This 
may be due to the fact that middle 
class people, with a lot of problems, 
may not afford to have more children. 

Urban-rural differences were seen, 
both in demand for couple protection 
and in the factors responsible for 
demand like literacy, family size and 
socioeconomic status. This may be 
due to greater availability of and 
access to information about FP 
programme and facilities for 
education. 

Summary and Conclusions 
To summarize, the client demand was 
inadequate in both urban and rural 
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eligible couples and was mostly not 
self-motivated. Further, factors like 
awareness about FP, family size, 
literacy and socioeconomic status 
determine the extent of demand.  

Community sensitization is not 
adequate and it seems the community 
is not yet ready for client demand 
approach, as it has been habituated 
to external motivation for many 
decades. However, this is ideal and 
should be enhanced to achieve the 
Health for All goal of couple protection 
of 60 per cent to prevent population 
explosion. 

Recommendations 

(1) Intensive IEC activities, both in 
urban and rural areas, with more 
emphasis on this rural sector, 
should be conducted. Mass media 
units at the district level should be 
activated on a war footing for 
increasing community awareness 
and creating a demand. Field 
publicity officers of the district 
should also be involved along with 
health media units. All other 
sectors, such as revenue, 
Panchayat Raj, agriculture and 
education should be utilized by 
means of a coordinating 
committee. In the zilla parishad 
meetings and block-level 
meetings, methods to create 
demand should be discussed and 
all the Extension Officers given 
specific tasks. Problem villages with 
poor demand should be identified 
and plans to sensitize and create 
demand in them vigorously 

implemented. Formal and informal 
village leaders should be given 
orientation training.  

(2) Adult literacy campaigns should be 
fully exploited for improving 
awareness about the small family 
norm. Females, particularly mother 
leaders, should be given orientation 
training to improve demand. 

(3) Health workers who are habituated 
to direct motivation should be 
persuaded to increase awareness 
among acceptors and create 
active self-demand. For this, health 
workers must develop a 
commitment for the small family 
norm and thoroughly know the 
concepts of the revised target-free 
decentralized programme. Action 
plans must be carried out 
qualitatively(1) and should reflect 
the real FP needs of clients. 

(4) It is well-known that male 
participation is minimal in NFWP. This 
has to be enhanced through media 
support. As the male is usually the 
decision-maker for FP adoption, he 
has to be actively involved. More 
attention should be given to male 
education regarding FP at the sub-
centre level. False beliefs about 
male sterilization should be 
removed through proper 
educational messages. 

(5) Lastly, a team approach involving 
all sectors, including health, is a 
better way to increase the demand 
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for FP to achieve the goal of Health 
for All. 
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Management Training in Health Care – 
A Comparative Analysis of Indonesian and Indian 

Systems 
Dr P H Rao* 

Abstract 
Quality improvement is becoming more and more relevant to health care 
services all over the world. Training plays an important role in the acceptance 
and implementation of QA initiatives by health care professionals. This article 
brings out salient features of training in health care management, as 
practised in Indonesia. This is based on the writer’s interaction with 
professionals during the International Practical Training Course in Quality 
Assurance in Health Care, held in Indonesia from 12 October–7 November, 
1997. While presenting a comparative scenario of training in health care 
management in India and Indonesia, directions in thrust areas in training 
management for better effectiveness are also suggested. 
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The Backdrop 

HE World Health Organization 
(WHO), the international nodal 

agency for health care, acts as a 
prime motivator and facilitator of 
quality assurance (QA) in health care 
programmes. The organization of well-
planned training programmes goes a 
long way in achieving this objective. 

An International Practical Training 
Course in Quality Assurance in Health 
Care was organized in Indonesia from 
12 October - 7 November 1997 by the 
Ministry of Health, Government of 
Indonesia, with financial and technical 
support from WHO. Thirty-three 
participants attended the programme 
from ten countries of the South-East 
Asia Region, viz. Bangladesh, Bhutan, 

T 
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DPR Korea, India, Indonesia, Maldives, 
Myanmar, Nepal, Sri Lanka, and 
Thailand.  

The writer had an opportunity to 
participate in the above training 
programme as a representative of the 
WHO Collaborating Centre for Primary 
Health Care in India, Indian Institute of 
Health Manpower Research (IIHMR), 
Jaipur. The methodology and 
approach followed in Indonesia are 
pragmatic and effective. In this article, 
the salient features of training in the 
management of health care in 
Indonesia are identified and a 
comparative scenario in India is 
presented. Future directions for training 
in health care management are 
offered. 

Indonesian System 
The International Practical Training in 
Quality Assurance in Health Care 
started in Jakarta on 12 October 1997 
with the introduction of the 
participants, followed by surfacing and 
levelling. An overview of the entire pro-
gramme was presented. The training 
course was so phased as to offer a 
sequential mix of academics and field 
visits culminating in a Plan of Action as 
shown below: 

Classroom Training 
Two QA project consultants to the 

Indonesian Government’s Health 
Department - Prof. Michael Bernhart 
and Dr Haryoko - coordinated the 
classroom training. The scheme 
comprised broadly:  

Lectures and OHP Presentations 
Exposure of the participants to the 
Indonesian health system and 
concepts and principles of quality 
assurance was the first step. This was 
followed by experience-sharing by key 
personnel from national-level teaching 
hospitals to community-oriented 
Posyandus (Integrated Health and 
Family Planning Post), diagnostic 
laboratories, pharmaceutical 
companies and health training 
institutes. It provided insights into the 
problems faced in implementing QA 
initiatives and strategies adopted to 
overcome them.  

Participatory in nature, the 
classroom training provided a number 
of opportunities and encouraged the 
participants to share experiences in 
quality assurance initiatives in vogue in 
their organizations/countries. 

Professional Group Meetings 

These meetings included case method 
demonstrating the concepts of 
supervision, incentives and leadership. 

Hands-on experience was 
provided to the participants with 
computer-simulation exercises. They 
were interactive in nature and aimed 
at sharpening analytical skills. 

Classroom  
Training 

Field  
Visits 

Consolidation 
and Plan of 

A ti (P A)

12-18 October  
at Jakarta 

19 October – 2 
November 

t l t l

3-7 November 
at Bali 



Health Care 

32 Regional Health Forum – Volume 5, Number 2, 2001 

Evaluation 

At the end of the one-week classroom 
training, two types of evaluations were 
done. 

• Evaluation of the participants – 
Participants’ understanding of 
various QA concepts was 
tested by a short objective-
type questionnaire. Nuances of 
the various terminology and 
concepts were highlighted and 
doubts of the participants were 
clarified.  

• Evaluation of the course and 
faculty – The participants 
evaluated the classroom 
training about the usefulness of 
the contents and effectiveness 
of the faculty.  

Briefing for Field work 

The participants were briefed about 
the objectives and the process of the 
field visits. They are expected to be 
observers and learners and are not to 
assume the role of examiners or 
evaluators. 

A format was provided for 
collecting and recording information 
from the institutions visited. A complete 
plan listing the places to be visited, 
arrangements for travel and stay was 
given beforehand. The participants 
were divided into two groups and one 
member from each group designated 
as the group leader.    

Field Visits 

The primary purpose of the field visits 
was to provide first-hand experience 
with the practices of the institutions 
implementing QA by interacting with 
the key project personnel. The 
classroom training was used as a 
preliminary phase preparing the 
participants for the field visits. This 
enabled them to appreciate the 
presentations made in the field and 
seek details in a meaningful way. 

One group visited Central Java 
and the other group went to Eastern 
Java. The teams were formed in such 
a way that at least one participant 
from each country was represented in 
both the groups. This was to optimize 
the resources within the available time-
frame. The team members of each 
country could thus share and pool 
their experiences and learnings from 
the two field visits.  

The writer’s team had 16 
members. A total of 16 institutions in 
Eastern Java were visited during a 
period of two weeks. They included 
national-level referral and tertiary care 
providers to community-based 
Posyandus. The team visited not only 
health care delivery institutions but also 
organizations providing support 
services such as laboratories, training 
centres and pharmaceutical 
companies. This provided a 
comprehensive picture of QA 
initiatives in the health system of 
Indonesia. The following types of 
institutions were visited:  
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• Referral hospitals/special clinics 
- 2 

• District and sub-district hospitals 
- 2 

• Health centres - 2 

• Sub-health centres - 1 

• Posyandus - 3 

• Pharmaceutical companies - 3, 
and 

• Training centres - 1 

While visiting the institutions 
implementing quality assurance, the 
participants had an opportunity to 
meet the other health system officials 
and local administrative heads, such 
as governor, mayor and others at 
provincial, district and municipality 
levels.  

At each health facility, key 
persons sharing their experience and 
output/outcome of the QA 
interventions at their institutions, made 
presentations. The participants were 
also taken around to see various 
facilities, which helped these 
organizations improve the quality of 
their services and products. Also, a 
copy of the presentation and/or other 
relevant information was made 
available to the participants. All the 
presentations even those at Posyandus 
were made in English, and were well 
prepared and supported by the 
project consultants. The field visits 
reflected a high level of coordination 
among the organizers of the training 
programme, project consultants and 
participating institutions. 

On behalf of the participants and 
WHO, a Certificate of Recognition was 
given to the key persons at each 
organization visited, in appreciation of 
their contribution to the training 
programme.  

Consolidation  

It started with Prof. Michael providing 
an overview and evolution of different 
QA approaches. Dr Siem Tjam, from 
the Division of Strengthening of Health 
Services, WHO/HQ, joined the training 
programme during the last week as an 
observer. He also made a presentation 
on Quality Assurance Activities in 
Medicine and in Hospitals. The 
presence of Dr Tjam underscored the 
importance of the training programme 
and motivated the participants and 
organizers very much. 

All the participants shared their 
experience of the field visits and later 
developed plans of action (PoA). The 
details of the consolidation phase are 
given below. 

Feedback on Field Visits 

Each member of the two teams made 
a presentation on one of the health 
facilities visited by the respective 
teams. Information collected on a 
particular facility by the other 
members of the team was shared with 
the participant making the 
presentation on a particular facility. 
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A group presentation summarizing 
the group’s observations and 
highlighting the experiences, strengths, 
and weaknesses, supplemented the 
individual presentations. 

Plan of Action  

The training programme culminated in 
the development of a plan of action 
(PoA) by the participants. Initially, the 
emphasis was on developing a 
national-level PoA by the respective 
country groups. Later, based on group 
work and deliberations, it was agreed 
that preparation of a PoA which could 
be common to all members of a 
country would be difficult and that the 
basis of PoA be what each individual 
can do. The details of the process of 
developing PoA are given below: 

Step Nature Method Output 

1 Participants 
divided into 
four groups 

– Develop 
individual 
list 

– Brain-
storming 

Identification 
of potential 
areas for QA 
interventions 

2 All 
participants 
from each 
country in 
one group 

Group 
discussion 

Feasibility of 
country level 
or common 
PoA  

3 Each 
participant 

Discussion 
with the 
facilitators 
and other 
members of 
the country 

Framework 
of individual 
PoA 

4 Individual 
participant 

Individual 
and in-depth 
thinking and 
analysis 

Detailed 
individual 
PoA 

Each participant or group of 
participants from a country made a 
presentation on the PoAs developed. 

Resource Material 

Towards the end of the programme a 
consolidated kit of resource material in 
QA for user and another for trainer 
were given to all the participants. 
Floppies containing the interactive 
computer simulations were also made 
available. 

Entertainment 

Adequate time was made available 
for leisure and entertainment. The field 
visits were so arranged that places of 
importance and tourist attractions 
were covered while moving from one 
point to another.  

Follow-up 

As a follow-up to the training 
programme, a QA Newsletter was 
started by Prof. Michael and sent 
regularly to all the participants of the 
programme. This provides a platform 
to the workshop participants to share 
their experiences in QA advocacy and 
implementation.  

Indian Scenario 
The observations about the Indian 
scenario are based on the writer’s long 
experience in conducting 
management development 
programmes (MDPs) in health 
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management at IIHMR, Jaipur and 
ASCI, Hyderabad. Besides, he is also 
associated with a number of 
programmes conducted by national 
and four state-level health and family 
welfare training institutions. 

De-freezing 

The “surfacing and levelling” 
technique, used in the Indonesian 
training programme was to enable the 
participants to know one another 
better. It helped them to be on first 
name basis and form a learning team. 

The use of such de-freezing 
exercises or “micro lab” in India is 
rather limited. The following are some 
of the reasons: 

• It requires the participants to 
reach the training venue on 
the eve of the starting day. It is 
not unusual for the participants 
to continue to arrive 
throughout the first day; some 
even arrive on the second day. 

• The programme coordinator 
does not have a good 
understanding of the process 
and benefits of such exercises, 
and often does not have the 
requisite expertise to conduct 
them. 

Method Mix 

The method mix is more or less similar. 
The main difference is in the use of 

“Interactive Computer Simulation 
Exercises.” In India, their use is limited 
due to the non-availability of relevant 
software and/or adequate hardware 
support. 

Field Visits 

It has been a common experience 
that field visits are included in a 
number of training programmes 
because the programme design 
demands it. Often they are considered 
as time fillers. Seldom are the visiting 
institutions adequately prepared to 
receive the participants or the 
concerned officials trained to make 
good presentations.   

Consolidation 

Consolidation of the experience from 
the field visits with the inputs received 
in the classroom is yet another aspect, 
which the training programmes in India 
usually do not address. In this process, 
the training programme becomes an 
end by itself rather than being a 
means to improve the knowledge and 
skills needed for better job 
performance after returning to their 
work places. Preparing a PoA is a 
‘must’ for consolidating the acquired 
experience.  

Entertainment 

Providing for adequate time for 
entertainment and leisure is often 
constrained by the limited budgets 
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and availability of time. It is not 
uncommon that the main attraction of 
attending a training programme is to 
see nearby places of interest and 
sometimes participants miss a part of 
the training programme.  

Evaluation 

It is found that seldom are efforts 
directed to evaluate the 
understanding of the participants, at 
least formally. The feedback from the 
participants is usually focused on 
trainers, the training methodology and 
organization of training, such as 
classroom facilities, board and 
lodging, and transportation and 
reception.  

Follow-up  

In India it is rare to find a follow-up 
activity after a training programme in 
health management. A follow-up is 
done sometimes at the initiative of the 
programme coordinator, sometimes to 
inform them about the future 
programmes or explore research and 
consultancy opportunities based on 
the relationship established during the 
training programme.  

Future Directions 

The future directions are given in two 
parts. The first set is with respect to 
conducting similar international 
programmes in future. The second is for 
training management in India. 

International Programmes 

While designing and organizing similar 
programmes in future, the following 
suggestions may be considered. 

• The two weeks spent visiting 
different institutions 
implementing QA may be 

redesigned as   

This will make the process of 
training more practical, which is 
the basic objective of the training 
programme. It will give first-hand 
experience of working in a QA 
team, use of QA tools, developing 
standards and solving problems. 

• Exposure should not only be to 
the institutions implementing 
QA, but also to those not 
implementing QA. It will 
provide a comparative picture 
to show the difference 
between the two.  

• Excellent manuals developed 
by Banyumas Public Hospital 
for standards, and Standard 
Operating Procedures and 
training manuals developed by 
the Gombong Training Centre 
were not available in English. It 
would be very useful if they 
could be translated into English 
for wider circulation. 

• Finally, this training course 
mainly addressed the needs of 

One week field 
visit to different 

institutions 

To work on a 
specific problem 

during the second 
k
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administrators who are 
responsible for the 
implementation of QA 
initiatives. Since QA training is 
an important aspect, it would 
be very useful to develop key 
trainers by providing in-depth 
inputs for QA training to 
selected persons involved in 
training in their countries. 

Training Programmes in India 

The International Practical Training 
Course in Quality Assurance in Health 
Care was a fine example of systematic 
and organized approach and 
teamwork. Some of the future 
directions envisaged for the training 
programmes in India are as follows: 

• Encouraging the use of “micro 
lab” or other defreezing 
exercises before the start of the 
programme. This is essential in 
lengthy programmes and 
facilitates the participants 
knowing one another well and 
formation of learning groups. 

• Inviting guest faculty only to 
share an experience of their 
organization, which will 
reinforce a concept or 
practice discussed. 

• Introducing interactive 
computer simulation exercises 
into training programmes. This, 
however, requires appropriate 
software and adequate 
hardware support. 

• Structuring the programmes in 
such a way that the 
participants are encouraged 
to share and exchange 
information. 

• Organizing field visits to 
demonstrate a concept or a 
situation discussed in the 
classroom. Prepare the 
institutions and key personnel of 
the receiving institutions should 
be adequately prepared to 
meet the participants, make 
presentations and answer 
queries. It requires excellent 
coordination between the 
training organization and the 
institutions being visited. 

• Giving a certificate of 
appreciation and recognizing 
the contribution of the 
organizations participating in 
the field visits. 

• Providing adequate time for 
entertainment and sightseeing. 
This may be combined with the 
field visits. 

• The training programme should 
enable the participants to 
prepare a plan of action” 
(PoA), which is a tangible 
output, and gives a sense of 
achievement.  

• Evaluating the participants also 
to see the change in 
knowledge and awareness. 

• Introducing a formal follow-up 
system. Requesting the 
participants to contribute case 
studies, articles for the training 
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institute’s journal. Recognizing 
them as alumni and extending 
facilities of library, hostel etc., 
may accelerate assimilation of 
state-of-the-art training 
techniques. 
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Abstract 
This paper gives an overview of the importance of traditional healers in 
primary health care. The writers argue that traditional practitioners, after 
proper training, can be brought into the national health care system. At the 
same time, they need recognition, respect and reward. In developing 
countries, where the needs are great and the resources scarce, traditional 
healers can play a significant role in helping the rural community to improve 
its health and quality of life. 
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Introduction 

HERE are different kinds of traditional 
medicine. Some of these are: 

Ayurvedic medicine, the Chinese 
yin/yang system and homoeopathic 
medicine. These are complex systems 
of medicine with written books and 
registration procedures for recognition. 
Others are small-scale, informal and 
passed on orally through traditional 
healers taking on apprentices to study 
under them. Traditional healers treat a 
number of conditions with herbal 

extracts acting on the body 
metabolism.(1) 

In South-East Asian and Far Eastern 
countries, over 80% of the people living 
in rural areas and 80% of the trained 
health manpower being urban based, 
hardly 10 to 15% of the people have 
access to officially-provided health 
care facilities. This makes people in 
rural areas to seek health care from 
practitioners of indigenous medicine. (2) 

The Need 

T 
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In the developing countries, traditional 
healers are an important resource who 
should be fully employed in the effort 
to provide adequate health care. They 
include herbalists, divine healers, 
spiritual faith healers, traditional 
midwives, shamans, traditional Chinese 
doctors, bone setters and others.(3) 

There are many elements in the 
traditional system which are beneficial 
while many others are not. In the 
United States, it is estimated that 30% 
of the population use herbal 
medicines, acupuncture, and 
homoeopathy. In some South Asian 
countries, such as China, India and 
Nepal, formal training in some of these 
like offering courses for ensuring quality 
standards in the health care delivery 
system are part of the national health 
system. (4) 

In this context, traditional healers 
in Nepal have a great opportunity to 
play an important role. The present 
scenario of health indicators in Nepal 
indicate a high death rate (13.3/1000 
population), a high infant mortality rate 
(79/1000 live births) and a low 
contraceptive prevalence rate (29%). 
(5,6) 

The doctor-population ratio is far 
from accepted norms.(7) At the same 
time, the main objective of the 
national health policy is to upgrade 
the health of the rural people through 
the primary health care approach. To 
reach the targets envisaged, health 
facilities at the different levels have 
been constituted as follows:(8) 

Proposed health 
units Population ratio Level of 

infrastructure 

Sub health 
post 

1:40 000 Village level 

Health post 1:29 000 Ilaka level 

Primary 
health care 
centre 

1:100 000 Electoral 
constituency 

District 
health office

1:200 000 District level 

Positive outcomes and changes 
A great variety of healers from 
different cultures were successfully 
trained to work in primary health care 
centres in Afghanistan, Brazil, China, 
Ghana, India, Nepal and Nigeria(3) The 
positive outcomes based on the 
above experiences show that: 

• they were willing to work in 
primary health care centres; 

• there is increased use of oral 
rehydration solution; 

• there is rational use of 
treatment procedures for 
diarrhoea; 

• latrines have been constructed 
and are in use in homes; 

• increasing number of cases are 
referred to the health centres; 

• there is increased attendance 
at the health post, and 

• traditional healers are able to 
act as a link between the local 
population and health workers. 

Problems 
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The problems faced by traditional 
healers are also multi-faceted. They 
are as follows: 

• Lack of clear recognition by 
the government about their 
role and value for the health 
system. 

• Lack of government 
commitment about their 
participation in the national 
health care system and 
programmes which 
discourages their participation. 

• Lack of dialogue between 
them and the government 
system, which makes their role 
insignificant. 

• Lack of trust between them 
and health workers trained in 
the allopathic system, which 
produces many conflicts, 
ultimately leading to counter-
productive results. 

Recommendations 
The following recommendations are 
made in order to resolve the above 
problems: 

(1) There should be a government 
policy for training and using 
traditional healers. 

(2) Traditional healers should be 
fully incorporated into the 
health system based on the 
need of the community. 

(3) There should be an 
atmosphere of understanding, 

trust and respect between 
them and health workers. 

(4) Their role in primary health care 
must be defined and clearly 
identified. The roles may vary 
according to responsibility, 
status and culture practices of 
the healers. 

(5) The planning, implementation 
and evaluation of programmes 
for training and using traditional 
healers in primary health care 
should be done jointly by 
representatives from health 
and other related sectors of the 
government, nongovernmental 
organizations, traditional 
healers and the community 
they serve. 

(6) A partnership in health model 
can be developed as follows. 

(7) The training course should 

contain all the principles and 
elements of primary health 
care. 

Conclusion 
It is important to collect information 
about the attitude, knowledge and 
practices of traditional healers and 
give them proper and adequate 
training according to the local needs 

Primary Health  
Care System 

Traditional 
healers 

Communit
y

Traditional 
Medicine 
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of the community. They can be 
brought into the nation's health care 
delivery system. They however need 
recognition, respect and reward. At 
the same time, they should be viewed 
as allies in the delivery of primary 
health care. It is high time that these 
systems are evaluated for therapeutic 
significance, cost-benefit ratio and 
their sociocultural importance. These 

are the basis for evaluation of their use 
in primary health care. 

In countries where the needs are 
great and the resources scarce, 
traditional healers can play a 
significant role in helping the rural 
community to improve its health and 
quality of life. 
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Introduction 

 framework for analysis has been 
developed by the World Health 

Organization (WHO) for assessing 
health systems performance. The 
product of the analysis, based on the 
framework, was published in the World 
Health Report 2000 (WHR2000). The 
framework identified three social 
goals: to improve the health of the 
population (level and distribution); to 
improve responsiveness (level and 
distribution) to the legitimate 
expectations of the population; and to 
ensure fairness in financial 
contributions to health.  

Achievement of the average level 
of health of the population is reported 
in terms of disability-adjusted life 
expectancy (DALE). The basis of the 
measurement of achievement in the 

distribution of health is made on the 
WHO framework for measuring health 
inequality(1). Keeping this framework in 
mind, the writers of this paper made 
their reflections emphasizing how 
equity in health and health care 
should be monitored in different 
countries without losing track of the 
original political and social outlook of 
improving health and health care 
inequities in those countries.   

Inequalities in Health and Health 
Care 

There is continuing worldwide 
evidence that: a heavier burden of 
illness and greater exposure to health 
hazards exist in the more socially 
disadvantaged groups in society; and 
health services are often least 
accessible and of poorer quality in 
disadvantaged areas. Issues 

A
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emanating from this evidence are now 
being recognized as a challenge for 
public health. In the context of such 
evidence and recognition, the interest 
of most international agencies and 
some countries in the issue of 
inequalities in health and health care is 
now growing. The terms, inequality in 
health and inequality in health care, 
should not be confused.  

It is also important to note that 
equality is not the same as equity. Thus, 
inequality is not synonymous with 
inequity. The term inequity has a moral 
and ethical dimension and refers to 
differences (inequalities) which are not 
only unnecessary and avoidable but in 
addition, are considered unfair and 
unjust(2). 

When we clarify equity, we 
consider the differentiation between 
equity in health and equity in health 
care. Equity in health means(3): 

• The attainment by all of the 
highest possible level of 
physical, psychological and 
social well-being that 
biological limitations permit.  

Equity in health care means: 

• Health care resources being 
allocated according to need, 
health services being received 
according to need, and 
payment for health services 
being made according to 
ability to pay(3); or 

• Equal access to available care 
for equal need; equal utilization 

for equal need; and equal 
quality of care for all(2).  

In this paper, we would like to 
consider the following definition as a 
reference definition for equity in health 
and in health care: 

• Minimizing avoidable disparities 
in health and its determinants � 
including but not limited to 
health care � between groups 
of people who have different 
levels of underlying social 
advantage or privilege, i.e., 
different levels of power, 
wealth or prestige due to their 
positions in society relative to 
other groups(4). 

Although not all inequalities are 
unfair and unjust, all inequities (either in 
health or in health care) are the 
product of unjust inequalities. In order 
to assess to what extent certain 
inequalities are inequities, the causes 
of health inequalities need to be 
identified and judgement as to the 
fairness of these causes made. Thus 
inequities cannot be measured 
directly but inequalities in health and 
health care can be measured.  

The inequality measurements can 
be used for comparison between:  

• Countries with different socio-
economic contexts and 
related different health care 
systems; and  

• Different population groups 
within the same country.   
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In WHO�s assessment of health 
inequalities, the emphasis is on making 
the measurements comparable across 
its Member Countries. WHO has 
focused on measuring inequalities in 
health reflecting the whole range of 
fatal and non-fatal health outcomes(5). 
The quantity of measurement is the 
distribution of health expectancy 
(expressed as DALE) across individuals 
in the population. As an agency 
responsible for monitoring the health 
status in its Member Countries, WHO�s 
interest in making the measurement 
technically comparable is 
understandable.   

In this context, it is important to 
note that methodologies to monitor 
health and health care inequalities at 
different levels within countries need 
not be developed. Such 
measurements can be used by policy-
makers and can become essential 
inputs for decision-making in health 
sector policies. Some of these 
measurements need not be used for 
comparison with other countries. The 
reasons for this argument are 
explained in the next sub-section. 

The Dimensions of Inequality 

Traditionally, people are categorized 
on the basis of socioeconomic 
dimensions. The health differences 
across sub-groups of the population 
categorized this way can be 
collectively referred to as social group 
health differences. However, WHO has 

used a different approach by 
categorizing people on the basis of 
their health status, from most to least 
healthy regardless of income or any 
other attribute. This has been referred 
to as pure health inequality by some 
people(4).  

There is a strong argument that 
health is an intrinsic component of 
well-being and that inequality in 
health should be our concern, whether 
or not it is correlated with inequality in 
other dimensions of well-being(1). The 
biggest problem with the approach of 
using social groups to measure health 
inequalities is said to be the choice of 
variables to define social groups 
leading to problems of comparability 
across countries. It is also said that the 
particular variable used to categorize 
the population might conceal the 
health inequality that is present within 
the variable category chosen. This 
may be comparable to residual 
confounding in epidemiological terms. 
There are also other strong conceptual 
and technical points favouring the use 
of the �pure� health inequality 
approach which we do not think we 
need to go into. 

Regarding the choice of variable 
and its possible association with 
concealment of the within-group 
health inequality, we would like to 
indicate the following two points: 

• In micro level measurements, if 
population groups are more or 
less homogeneous, 
concealment of  the existing 
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health inequality may be 
minimized; and 

• Even if such concealment of 
health inequality exists, the 
inequality among the 
population groups categorized 
by the chosen variable can still 
be of use for advocacy 
purposes at local and national 
levels. 

The concept behind WHO�s 
approach of expressing health 
inequality after measuring the 
distribution of health expectancy 
across individuals in the population is 
an excellent idea. It has no 
impediments on practical 
applications. When we say practical 
applications, our emphasis is more on 
the ability of the measurement to 
make policy-makers interpret its 
meaning easily. 

In connection with the words 
practical application used, we would 
like to stress  that whatever the focus 
of measurement (health inequality or 
health care inequality), the track from 
which we should not deviate is the 
health policy objective of reducing 
health inequities. Our opinion is that 
the measurement methods and 
indices that emanate must be able to 
advocate, convince and direct the 
attention of policy and decision-
makers at the national and local levels 
towards unjust health and health care 
inequalities of those in socially 
disadvantaged positions. This, 
hopefully, will pave the way for the 

development of effective interventions 
to deal with the inequity issues. 

For comparison between 
countries, pure health inequality 
approach may be the best approach, 
at least for the time being. But, for 
policy advocacy purposes within a 
country, health and health care 
inequality measures where levels of 
social positions are incorporated, can 
be better measures. These measures 
can give clearer messages not only to 
decision-makers in the health sector, 
but also to those in other sectors as 
regards how we (the health sector) 
should proceed and how they (other 
sectors) may go along.    

Health Inequality Index 

The WHO index of health inequality is 
based on the family of inter-individual 
difference measure, the formula of 
which is as follows1: 

Inter-Individual 
Difference(IID)(a,ß) = 

n   n            a 
∑  ∑   yi – yj   
i=1 j=1 

2 n2 y  ß 

The WHO index of health 
inequality was selected to be: 

Inequality Index = 

n   n            3 
∑  ∑   yi – yj   
i=1 j=1 

2 n2 y  0.5 

The measurement of inequality in 
health is operationalized with the index 
of inequality of child survival (1). In order 
to calculate the child survival 
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inequality index, child mortality 
distributions have been transformed 
into distributions of expected survival 
time under five years. The following 
formula is used to calculate a 
composite index using the resulting 
distributions of survival time.  

Inequality of 
child survival = 

n   n            3 
∑  ∑   xi – xj   
i=1 j=1 

2 n2 x  0.5 
where x is the survival time of a 
given child and x is the mean 
survival time across children.  

The inequality index has been 
transformed into Equality Index by 
subtracting it from 1 (6). 

Equality of 
child survival = 1 – 

n   n            3 
∑  ∑   xi – xj   
i=1 j=1 

2 n2 x  0.5 

The formula used to calculate the 
index of inequality/equality of child 
survival indicates that: 

• The family of inter-individual 
difference (IID) measure, rather 
than the family of Inter-Mean 
Difference (IMD) measure has 
been chosen; 

• Much weight is assigned to 
outliers, i.e., differences in 
health observed at the ends of 
the distribution (alpha value 
given 3); and 

• A mix of absolute and relative 
inequality taken into 
consideration (beta value 
given 0.5). 

Our observation is that the chosen 
index captures inequality and also 
serves the purpose of comparing the 
inequality across different populations. 
For the purpose of monitoring health 
and health care inequality within the 
same country, measuring more than 
one indicator and incorporating 
different socioeconomic dimensions 
will bring the indicators much closer to 
decision-makers for practical solutions.    

Data Requirements 

To conduct a child mortality survey, 
using indirect estimation methods, the 
following information is required (7):  

• the number of children ever 
born;  

• the number of children ever 
born who have died (children 
dead); and  

• total female population of 
reproductive age (15-49).  

Although simple to collect, the 
information can have multiple errors if 
the methodology is not properly 
applied. For example, it is stated in one 
Fertility and Reproductive Health 
Survey report (7) that the criteria set for 
eligible respondents to be interviewed 
was ever-married women aged 15-49. 
The error in estimation of child mortality 
crept in here because, in a strict sense, 
the data needed to represent all 
women aged 15-49, irrespective of 
their child-bearing or marital status. This 
is just to underline how certain points 
that seem trivial are of great 
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importance when using measurement 
methods that seem simple.  

Estimation of inequality in health 
expectancy can be considered an 
ideal approach. In order to estimate 
distribution of health expectancy in a 
population, one needs to have two 
main sets of data:  

• individual-level mortality 
outcomes with risk correlates; 
and  

• nationally representative 
disability data.  

The first set of data will necessitate 
certain changes to be made in the 
current death registration system. To 
achieve the second data set, a 
countrywide survey will be needed. 
We firmly support this idea and this 
should be our aim � both for the 
purpose of comparison between 
countries and for revealing unequal 
distribution within a country (after 
incorporating socioeconomic 
characteristics).  

In many countries, particularly 
developing countries, vital registration 
systems and routine health information 
systems need further improvements to 
get valid and reliable data with high 
coverage. In addition, many countries 
may not be able to afford large-scale 
surveys on a regular basis without 
outside assistance. These are the 
practical realities to which we must 
pay proper attention. 

For incorporating different socio-
economic dimensions in the 
calculation of health and health care 
inequality indicators, choosing 
selective key variables (for example, 
age, gender, location, education, 
occupation and income) can be 
sufficient. Culturally relevant proxy 
measures for socioeconomic status 
can also be of value. Such details are 
to be worked out in individual 
countries by professionals.  

Sources of Information 

What is important for each individual 
country is:  

• Availability of information (e.g., 
child mortality data); and  

• Ability of the data generated 
to form a sound basis for 
decision-making to deal with 
issues of unjust health and 
health care inequalities of the 
disadvantaged within a 
country.   

In assessing the choice of data to 
generate information for decision-
making, there are criteria like validity, 
objectivity, sensitivity, specificity and 
availability. Although all criteria are 
equally important, we would like to 
pay more attention to availability. This 
criterion is more closely linked to 
practical applicability. Other criteria 
are largely concerned with technical 
quality.  

Sources of information are: 
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• Registries and reports of routine 
information system that exist in 
a country; and 

• Specially designed surveys.  

Most countries will have to 
depend on surveys, some because 
they do not possess a reliable system 
of routine data collection and some 
simply because they can afford to 
conduct nationwide surveys. Even if 
there is a reliable system of routine 
data collection, some of the 
information required for measurement 
may not be included in the routinely 
collected data. Thus, surveys will 
remain important sources of 
information.  

Whether there is a reliable or 
unreliable information system in a 
country, and whether surveys remain 
as important information sources or 
not, we should seriously strive to make 
health management information 
systems in countries equity relevant 
information systems. Only then 
management decisions would 
encompass equity relevant issues. 
WHO can play a vital role in this 
endeavour. In order to create an 
equity relevant information system, 
some important socioeconomic 
indicators can be incorporated into 
the existing vital events registration 
system. Linkages can also be made 
with the existing health management 
information system at local levels of 
the country. The approach to be 
adopted for moving towards an 

equity, relevant information system is 
not being discussed  in this paper.  

Monitoring requires regular 
updating of data at certain time 
intervals. If information systems are not 
functioning properly (in terms of 
reliability, validity and coverage), 
sentinel areas (townships/districts, for 
example) can be selected in different 
parts of the country and data 
collection procedures placed under 
special scrutiny. For example, mortality 
rates at early ages (particularly infant 
and under-five mortality) being key 
health indicators, these data are to be 
collected in reliable and valid ways in 
these sentinel sites. In addition, other 
health and health care data relevant 
to developing equity related indicators 
can be collected. Criteria will be 
needed to select sentinel areas. For 
example, socioeconomic index of a 
township/district can be one criterion 
for selection. Such criteria are to be 
determined by national/local 
authorities and professionals.  

The results of these measurements 
may be of less value for comparison 
between different countries. They may 
not provide national averages. 
However, they will be useful for 
monitoring inequalities in different 
parts of a country. Technically sound 
methods can be developed for this 
approach.  

The results of measurements from 
sentinel areas will reveal inequity in 
terms of health and health care 
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according to different socioeconomic 
positions. Moreover, these will provide 
information for practical action. Thus, a 
policy-oriented monitoring approach 
on equity in health and health care 
can be instituted within a country. One 
of the benefits of this approach is that 
it promotes conscientization of 
decision-makers at different levels on 
equity issues.  

Conclusion 

Our observations on measuring 
inequalities in health focused on the 
following issues: 

Concept: The political and social 
outlook of reducing inequities in health 
stem from discovering evidence of 
unjust and avoidable mortality and 
morbidity burden being imposed upon 
socially disadvantaged groups. Thus, 
we should not steer away from the 
fundamental purpose of improving the 
unjust and unfair status in health of the 
socially disadvantaged who constitute 
the majority in many parts of the world.   

Measurement methodology: For com-
parison between countries, which is 
considered the responsibility of WHO, 
the fact that inclusion of a 
socioeconomic variable can lead to 
technical problems of comparability 
and concealment of the existing 
health inequality should be 
recognized. The �pure� health 
inequality measurement approach is 
scientifically acceptable. However, 

from policy and social considerations 
at individual country levels, culturally 
and scientifically acceptable 
indicators of differing social positions 
should also be incorporated in 
developing measurement methods.  

The equality index: The equality index, 
although a complex measure, 
captures variations within a population 
and, at the same time, greater 
weightage is given to the outliers. 
Although there may still be room for 
improvement, serious scientific 
considerations have been 
incorporated in developing this index. 
Thus, conceptually, the index is an 
ideal one. The index has been 
operationalized with child mortality 
data. Whether it be child mortality or 
any other kind of mortality data, 
reliability and validity of data should 
be seriously considered, as the index is 
going to be used for comparison 
between different countries. Such a 
cross-country comparison also needs 
to be a scientific endeavour. 
Discrepancies in the quality of data 
and measurement techniques used 
between different countries should be 
kept to the possible minimum. 

Data sources: Surveys will remain 
important sources of information. 
However, many countries may not be 
able to afford expensive surveys for 
data collection on a regular basis 
without international assistance. As 
health inequality needs continuous 
monitoring, the possibility of making 
the existing health management 
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information system an equity-relevant 
system is proposed. If not possible for 
the whole country, the possibility of 
creating health equity monitoring 
sentinel sites (townships/ districts, for 
example) in different parts of a country 
is suggested. These may neither give 
nationally representative data nor 
data for use in cross-country 

comparison. However, these sites can 
provide reliable and valid data for 
continuously monitoring equity in 
health and health care within a 
country. This equity monitoring 
mechanism itself, if instituted, will be of 
immense value for policy advocacy 
purposes. 
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HIS paper discusses the policy 
process in a generic context 

covering the issues related to the 
formulation, implementation and 
evaluation of health research policy. 
The basic principle applied in matters 
dealing with health policy and health 
research policy is the same. 

Policy 

What is meant by policy/public 
policy/health policy/healthy public 
policy? 

• Policy is a set of principles guiding 
decision-making. It provides a 
framework against which proposals 
or activities can be tested and 
progress measured(2). Ideally, a 
policy contains a definition of the 
problem being addressed, a 
statement of goals (the desired 
state of affairs), and at least the 

broad outline of the instruments 
(approaches and activities) by 
which the goals are to be 
achieved(1). 

• Public policy refers to the policy of 
a government. The Medical 
Sciences Headings of the U.S. 
National Library of Medicine defines 
public policy (MeSH#798) as “a 
course or method of action 
selected, usually by government, 
from among alternatives to guide 
and determine present and future 
decisions”. 

• A health policy goes well beyond 
health care to encompass the 
determinants of health(2). A recent 
Dutch policy document defines its 
scope: “Health policy in the 
broadest sense is understood as the 
actions of government and other 
players which are aimed at 
maintaining and improving the 
population’s state of health. More 

T 
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specifically, a distinction can be 
made between health care policy, 
prevention policy and intersectoral 
policy”(3,4).  

• The National Library of Medicine 
defines health policy (MeSH#1845) 
as “Decisions, usually developed by 
government policy-makers, for 
deter-mining present and future 
objectives pertaining to the health 
care system”. Health policy is not 
always public: “Health policy is 
courses of action that affect the set 
of institutions, organizations, services 
and funding arrangements of the 
health care system”. It goes beyond 
health services, however, and 
includes actions and intended 
actions by public, private and 
voluntary organizations that have 
an impact on health(5}. 

• The World Health Organization’s 
concept of healthy public policy is 
placing health on the agenda of 
policy-makers in all sectors and at 
all levels, directing them to be 
aware of the health consequences 
of their decisions and to accept 
their responsibilities for health (WHO 
1986).  

Why are health research policies 
necessary for a research organiztion? 

• Health research policies are 
necessary in order that the research 
organization’s actions are 
consistent with one another. 
Without them, its actions will be 
unjustified and fragmented, and 
the organization is likely to be 
ineffective2. 

How should a national health research 
policy be stated? 

• A national health research policy 
statement should clearly delineate 
the short and long-term goals to be 
achieved, the priorities to be 
addressed and the strategies to be 
adopted(6).  

What is meant by policy cycle? 

• Policy-making is a continuous 
interactive process with a cyclical 
nature. This facilitates organized 
thinking about policy even if the 
actual process is less orderly. 
Several cyclical models with varying 
numbers of steps are available. 
Some of the examples are as 
follows: 

• Walt presents four stages for the 
policy process(5): 

– Problem identification and issue 
recognition 

– Policy formulation 
– Policy implementation 
– Policy evaluation. 

• The Dutch health policy process 
also follows a four-step cycle. It 
starts with evaluation as there is 
almost always a relevant existing 
policy(3): 

– Policy evaluation 
– Policy preparation 
– Policy development 
– Policy implementation. 
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Formulation of a Health Research 
Policy 

• A national health research policy 
should be formulated(6) based on 
the national health policy, which in 
turn should conform to overall 
national development plans. 

• The research policy system within 
which health research policies are 
formulated, is actually very broad. 
Three variants have been defined 
for general policy, although these 
rarely exist in a pure form4. These 
variants can also be applied to the 
health research policy system. 

– A unicentric health research 
policy system in which one 
authority (generally the 
government) is responsible. The 
result is a regulated system in 
which the government allocates 
funds and coordinates tasks. 

– A multicentric health research 
policy system, essentially a 
marketplace, in which many 
autonomous actors (research 
institutions and organizations) 
compete for the development of 
policy, which is attuned to the 
requirement of each research 
institution or organization. 

– The intermediate type of health 
research policy system is a 
pluricentric system in which the 
model is a network. A policy can 
be successfully implemented if 
there is widespread support 
among the important players in 
the network. 

• In the countries of the South-East 
Asia Region, the minister of health 
or minister of science and 
technology is generally responsible 
for the formulation of health 
research policies in the country. 

What is the basis of health research 
policy formulation? 

• A health research policy should be 
formulated on the basis of pertinent 
valid information and sound 
technical advice. It should 
encompass and consider all facets 
of the national health research 
programmes within the context of 
national health programmes. 

Who should be involved in formulating 
the  
health research policy? 

• Senior professionals from the 
following may be included in the 
policy formulation team or 
committee: 

– The highest political-level offices  
– Ministry of science and 

technology 
– Ministry of health 
– Ministry of education, including 

universities 
– Ministry of planning and finance 
– Health/medical research councils 
– Medical/health professional 

bodies 
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– Local research agencies and 
representatives from the lay 
public. 

What are the stages in the health 
research  
policy formulation process? 

• The stages can be generally 
framed as – organizing the policy 
development process - defining 
issues - setting goals and objectives 
– setting priorities – drafting the 
policy – defining options – 
appraising options – circulating for 
peer review and revising the policy 
– obtaining formal endorsement of 
the policy. Policy formulation is, 
therefore, an iterative process 
involving most components of the 
planning cycle. 

Who should function as the focal group 
for the organization and management of 
the process of health research policy 
formulation? 

• Health/medical research councils, 
in collaboration with the ministry of 
health, ministry of science and 
technology and a university 
consortium, may be a suitable focal 
group. 

• Ideally, the focal group should be 
located in a place which has got 
the following characteristics: 
– an institution or department 

politically influential and 
administratively strong; 

– an institution or department 
logistically capable of managing 
such a process, or 

– an institution or department 
where the end product of the 
process can be appropriately 
implemented. 

What information is needed for health  
research policy formulation? 

• This is a very important but much 
neglected aspect. The information 
generally required can be 
extracted from the following 
documents: 

– research programme (institutional 
and national) annual reviews and 
reports which may include 
information on resource flows, 
research projects implemented, 
coordination, management and 
logistical aspects of the 
programme, human resources 
availability and development 
pattern 

– ad hoc evaluation reports on 
specific aspects of the research 
programme. 

Who should provide the necessary 
information  
and technical guidance for health 
research  
policy formulation? 

• Medical research councils 
(technical and managerial) 
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• Ministry of health (technical and 
managerial) 

• Ministry of science and technology 
(policy direction and 
administration) 

• Ministry of planning and finance 
(possible budget allocation)  

• Other ministries whose activities 
affect the health of the people 
(technical)  

• Professional/medical/health 
associations (technical) 

• University consortium (technical) 

• Nongovernmental organizations 
(technical). 

How often should health research policy  
be reviewed? 

• Generally, every five or six years is 
sufficient. It also depends on the 
duration of national health plans 
and programmes. The review may 
be carried out on a 
compartmentalized basis on the 
findings of ad hoc evaluation 
studies or in a crisis situation.  

What should be the contents of a health  
research policy statement?  

• Aim  
– long-term: to consider possible 

future health scenarios and 
related research needs  

– short-term: to solve the existing 
health problems as well as those 
anticipated in the near future. 

• The content may include specific 
policy guidelines for: 
– specific priority research themes  
– specific priority research topics 

within the priority themes  
– resource allocation for different 

types of research, e.g. basic 
research, clinical research and 
applied research. 

– human resource development 
and deployment, including 
career structures for researchers, 
reward and recognition of 
research 

– strengthening the capacity of 
research institutions, including the 
establishment of new research 
institutions 

– legislative requirements for 
research 

– procedures for evaluation of 
research results and their 
appropriate use in health 
development 

– informing the public of relevant 
research outcomes and initiating 
public debates on pertinent issues  

– modalities for exploring external 
funding for research (nationally 
and internationally) 

– collaboration with research 
institutions/ organizations within 
and outside the country, 
including international research 
institutions/ organizations. 
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Implementation of health research 
policy 

Who should translate the health 
research  
policy into action? 

• The principal actors involved are: 
– An executive committee of the 

policy formulating body 
– Health/medical research councils 
– Ministry of health 
– Ministry of science and 

technology 
– University consortium  

It will be beneficial if they develop 
detailed plans in their own areas 
in a coordinated manner, 
avoiding duplication of effort and 
thereby optimizing the use of 
available resources. 

• The plans must describe in detail 
researchable areas, issues and 
other needs to enable scientists to 
clearly identify objectives for the 
research programme. This would 
enable the scientists to respond 
effectively to the situation. They also 
need to take responsibility and be 
accountable for the 
implementation of their segment in 
the national research programme 
in accordance with the stated 
research policies. They should 
preferably monitor progress, 
evaluate outcomes, and ensure 
feedback to policy-makers as well 
as promote the application of all 
useful research results. 

• For the effective translation of 
policy into action, there should be 

appropriate delegation of authority 
among the main actors 
(health/medical research councils, 
ministries, universities). Details could 
be worked out by a sub-committee. 

Evaluation of Health Research 
Policy  
What is health research policy 
evaluation ?  
• It is an assessment of the overall 

research programme, of 
performance, activities and output 
vis-a-vis research policy in place 
using epidemiological methods. Its 
purpose is to see whether the policy 
has been successful in achieving its 
objectives. The parameters 
generally used are appropriateness, 
relevance, adequacy, efficiency, 
effectiveness, equity, responsive-
ness, and impact. 

How can the process and outcome be  
measured and used effectively? 
• It is the responsibility of research 

managers. Appropriate evaluation 
mechanisms should be developed to 
cover not only the process, but also 
the short and long-term impact of 
the entire research programme, 
including the use of research results. 

How can one take the research 
programme forward? 
• This requires a record (confidential if 

necessary) of the successes and 
failures of the total research 
process, which could serve as 
learning material for research 
managers in position and those to 
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come. This is needed to maintain institutional memory. 
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Background 

HO Collaborating Centres (WHO 
CCs) are part of an international 

inter-institutional collaborative network 
established by the World Health 
Organization. They represent a major 
instrument for effective and efficient 
planning, implementation and 
evaluation of WHO policies and 
programmes. They are an essential 
and cost-effective cooperation 
mechanism that enables the 
Organization to fulfil its mandated 
activities and to harness resources far 
exceeding its own. These centres 
frequently foster linkages and access 
to national, regional and international 
centres of excellence worldwide and 
institutional capacity to ensure 
scientific validity of the global health 
work. The use of national institutions for 
international health collaboration 
dates back to more than half a 
century. The World Health Assembly 
had laid down the overall policy that 
the Organization should not consider 

the establishment, under its own 
auspices, of international research 
institutions, but use the existing national 
and international institutions as 
collaborating centres. It reaffirmed, on 
many occasions, that research in the 
field of health is best advanced by 
assisting, coordinating and making use 
of existing institutions. To date, nearly 
1 200 institutions all over the world, 
which meet the standard selection 
criteria as laid down by the World 
Health Assembly, have been 
designated as WHO collaborating 
centres1.  

This effort has undoubtedly 
enhanced national and international 
involvement in the activities of the 
Organization and its Member States. In 

W 

________________________ 
1 WHO Basic Document, 2001 (p110-117):

Regulations for study and scientific groups,
collaborating and other mechanisms of
collaboration, which includes management
of WHO collaborating centres. Also refer to
WHO Collaborating Centres – General
Information (document SEA-Res-116 and
WHO/RPC/2)
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addition to the formally designated 
WHO collaborating centres, there are 
a wide range of national, regional and 
international institutions and networks 
that are continuously collaborating 
with the Organization in many health 
and health-related development 
areas. Some of them are formally 
designated as “national institutions 
recognized by WHO”, while others are 
termed as “national centres of 
expertise”; WHO taps the technical 
resources of these institutions for its 
development work. The main 
contributions of WHO collaborating 
centres (CCs) and national centres of 
expertise (NCE) are manifold.  They 
can be logically grouped as:  

(1) Standardization: WHO CCs and 
NCE contribute to the work of 
WHO in various technical areas 
such as standardization of 
terminology and 
nomenclature, of diagnostic, 
therapeutic and prophylactic 
substances of technologies, 
methods and procedures, etc. 

(2) Information: WHO CCs and NCE 
are usually involved in and 
contribute to the synthesis and 
dissemination of information, 
such as scientific and technical 
information and information of 
interest to the country’s 
national health development 
and/or in the implementation 
of its programme.  

(3) Services: WHO CCs and NCE 
can provide services under two 
major areas: first, traditional 

services such as 
epidemiological surveillance, 
for the identification of causal 
agent(s) and for the 
development of preventive 
measures and evaluation and 
testing new insecticides for 
vector biology and control; 
and, second, involvement in 
technical cooperation for 
national health development 
such as the special programme 
of research, development and 
training.  

(4) Research: The research function 
of WHO CCs and NCE has 
acquired a growing and 
rapidly predominant 
importance. It can be said that 
the large increase in the 
number of centres in the 
course of the last two decades 
has been due mainly to the 
development of the research 
component of WHO’s 
programme.  

(5) Training: WHO CCs and NCE 
play an essential role in 
training, particularly in research 
training, with the emphasis on 
the strengthening of institutions, 
especially research institutions, 
in the developing countries.  

(6) Coordination: Where WHO CCs 
and NCE of a given network 
participate in a collaborative 
scheme, it may be necessary 
to assign one or more of them, 
chosen in consideration of their 
quality and experience, the 
task of coordinating, 
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promoting, supporting and 
harmonizing the work 
undertaken in common. 

Current Situation  

WHO collaborating centres and 
national centres of expertise are the 
main institutions in building up the 
capacity of health research in 
generating knowledge in the Region. 
The review of the progress in WHO 
collaboration with its collaborating 
centres and national centres of 
expertise has been on the agenda of 
the WHO governing bodies from time 
to time. The review usually, focused on 
the use of such WHO collaborating 
centres with a view to developing and 
sustaining their capabilities and 
technical cooperation. In 1997, while 
reviewing the situation, the WHO 
governing bodies2 urged the Member 
States to support and develop national 
centres of expertise so that they may 
meet the criteria to become a WHO 
collaborating centre. They also 
requested WHO to strengthen its 
collaboration with the centres in 
specific WHO priority areas and to 
encourage the emergence of a larger 
number of collaborating centres. They 
also encouraged the existing WHO 
CCs around the world to develop 
effective working relations with other 
centres and national institutions 
recognized by WHO particularly, by 
setting up or joining collaborating 
networks with WHO support. 
Appropriate amendments to the 
                                            
2 Resolutions WHA50.2, EB105.R7, SEA/RC50/R5 

regulations for extending the technical 
quality and fixing the period of 
successful collaboration within the 
centres have been adopted. 

A series of national and regional 
consultative meetings of WHO CCs 
and NCE were organized by WHO in 
collaboration with Member States and 
other development partners.  While 
new centres were identified for 
designation, existing centres that were 
designated for specific periods were 
evaluated for either termination or 
redesignation. The brief situation and 
major problems that have been 
encountered in this context in the last 
few years in the South-East Asia Region 
are:    

(1) Distribution of WHO CCs 

As of October 2001, there are 83 WHO 
collaborating centres in the South-East 
Asia Region, representing 7% of the 
1 178 WHO CCs existing globally (see 
Figure 1 for distribution by WHO 
geographical regions).  

Within the SEA Region, there are 
32 centres that fall within the 
designation period. Of this, 
Bangladesh has 2, DPR Korea 1, India 
17, Indonesia 3, Nepal 1 and Thailand 
8. These centres are designated for 
their collaborative work in health 

Error! Not a valid link. 

Figure 1: Distribution of WHO CCs by  
WHO Region 
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programmes, such as communicable 
diseases – CDS (10 centres), 
noncommunicable diseases and 
mental health – NMH (7 centres), 
family and community health – FCH (4 
centres), sustainable development 
and environment – SDE (4 centres), 
health technology and 
pharmaceuticals – HTP (3 centres) and 
evidence and information for policy – 
EIP (4 centres).  Out of 32 existing 
centres, only 10 (37%) are responsible 
for collaboration in the areas of work 
related to Organizationwide priorities. 

A total of 51 collaborating centres 
have completed their designation 
period, of which DPR Korea has 2, 
India 25, Indonesia 6, Nepal 1, Sri 
Lanka 2 and Thailand has 15. The 
technical areas of these overdue 
centres include: CDS (7), NMH (11), 
FCH (10), SDE (7), HTP (12), and EIP (4). 
The technical units are intensively 
reviewing other centres for 
redesignation or termination. Here 
again, only 24 out of 51 centres fall 
within the area of work of WHO 
priorities. 

As of October 2001, there are 16 
national institutions and networks that 
have applied for designation as WHO 
CCs. These institutions are: four each 
from India and Indonesia, two from 
Nepal and six from Thailand. Only 
seven centres (43%) fall within WHO 
priority areas. 

There are gaps and imbalances in 
the distribution of WHO CCs, both in 
terms of technical coverage and 
geographical distribution. Attempts 

have been made to strengthen the 
capacity of the national institutions 
and networks, which fall within the 
WHO Organizationwide priority areas 
and selecting and designating these 
centres as WHO CCs. It requires a long-
term investment in national capacity 
building. Most centres have been 
selected from institutions of high 
scientific and technical standing, 
which explains the uneven distribution 
of centres among countries of the 
Region as well as different programme 
areas.  

(2) Utilization 

While a few (around 10-15%) are being 
used effectively for norms and 
standard-setting and references, most 
centres are involved in information 
sharing, research, training and 
technical services. A few centres serve 
as a core centre for coordinating the 
work of the others and usually form 
part of a wider network. 

(3) Networking 

There is a need to improve the 
networking, linkages and joint planning 
among the centres within a country or 
the Region. This is necessary not only 
for networking among themselves but 
also with WHO technical programmes. 
Many regional collaborative networks, 
such as Nutrition Research-cum-action 
network, Asia-Pacific Health Economic 
Network (APHEN), Asia-Pacific National 
Health Account Network, Asia-Pacific 
Health Systems and Health Policy 
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Research Network, Forum for Ethical 
Review Committees in Asia and Pacific 
(FERCAP), ENHSR network, INCLEN and 
many other national, regional and 
international networks have displayed 
a wide range of health development 
activities carried through institutions 
and expertise available in specific 
technical areas.  

(4) Support 

Sustained political and financial 
support is required from the national 
authorities and international partners. 
The WHO Regional Office and the 
country offices have enormous 
opportunity to utilize these institutions, 
in some cases using WHO funds, in the 
relevant collaborative programme - at 
least the high priority one. 

Strategies for promoting the use 
of  
WHO CCs 

The following strategic actions are 
needed for promoting effective 
management and use of WHO 
collaborating centres and national 
centres of expertise. The list is neither 
exhaustive nor exclusive as the 
institutions are interconnected.  

(1) Increase awareness 

National health authorities and WHO 
should identify appropriate national 
and international institutions which 
have potential for technical 

excellence and which have been 
closely collaborating with WHO for 
national and international health 
development, especially in relation to 
WHO priority areas.  Candidate 
institutions may require technical 
assistance varying in scope.  The 
capacity of such institutions should be 
strengthened to enable them to play a 
major role in national or international 
health development.  The area of 
collaboration should link with either the 
global or regional priorities. Those 
national, regional or international 
institutions and networks should be 
given high priority for designation or 
redesignation as WHO CCs, so that 
they can provide technical expertise 
currently unavailable in the present 
network of WHO CCs.   

The designation of a national/ 
international institution depends upon 
the programme requirements to which 
the prospective centre is expected to 
respond and the functions it will have 
to perform, the suitability of the 
institution concerned on the basis of 
the criteria laid down by WHO, and 
the preliminary evaluation of 
collaborative activities with the 
proposed institution during the pre-
designation phase.  

The initiation of collaborative 
programmes between national 
institutions and WHO is wide open. 
While there is a general recognition of 
the important role of WHO CCs and 
NCE as partners in health 
development, there is a need to 
increase awareness towards the 
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optimal use of these centres in the 
Region. There is a strong need to have 
good interactions between WHO and 
its network of collaborating centres. 
These require a strong commitment 
from all parties concerned such as the 
institutions themselves, the national 
health authorities and WHO staff at all 
levels.  

WHO CCs could become 
effective instruments for promoting 
national and regional self-reliance, 
and they can benefit from this 
interaction and mutual collaboration 
with WHO. By strengthening 
institutional capacities of WHO CCs 
through joint efforts, WHO technical 
programmes could also benefit. It 
should be borne in mind that WHO 
CCs and NCE constitute a vast source 
of technical expertise available to be 
tapped by all parties. 

(2) Effective Programme Management  

WHO CCs and NCE usually work within 
the framework of a national health 
system. Any efforts to promote the use 
of these centres could be part of WHO 
collaborative programme activities. 
The terms of reference and expected 
results of each WHO CC should be 
reflected in the expected results of the 
respective WHO collaborative 
programme.   

Periodic monitoring and 
systematic evaluation of joint efforts by 
WHO and the collaborating centres 
have to be undertaken by the 
responsible technical unit/staff at 
various levels of the Organization. In 

some instances, external evaluation 
also helps to further promote and 
expand the work of collaboration as 
well as increasing the number of 
centres.  These are frequently missing 
for various reasons. This has led to the 
decline, in some instances, in actual 
collaboration. It is important to note 
that WHO CCs themselves could play 
a distinct role in monitoring and 
evaluation, especially those centres 
that are acting as lead institutions. It is 
a long-standing issue but needs more 
attention, as clearly mentioned in the 
resolutions of the WHO governing 
bodies.  

A minimum period of satisfactory 
collaboration for at least two years is 
needed for new designation. The main 
criteria for designation are 
performance, scientific standing and 
the capacity and potential to 
collaborate. Due care has to be taken 
to determine the basic conditions that 
an institution must show for effective 
collaboration with WHO. A few 
institutions in this Region have shown 
advancement in scientific and 
technological fields.  

The role of government and the 
WHO Representative in ensuring the 
use of WHO CCs and NCE at the 
country level may need to be 
strengthened through a decentralized 
monitoring system, periodic meetings 
and interactive discussion. An annual 
meeting of WHO CCs and NCE at the 
national level, will help all parties to 
promote effective use of collaborating 
centres and centres of expertise. 
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(3) Improve capacity and capability 

A high scientific standing and 
experience of national institutions and 
networks is a prerequisite for a 
collaborating centre. However, the 
experience of the SEA Region 
indicates that the capacity and 
capability of certain centres in some 
technical areas of work might need to 
be developed and strengthened. As 
analyzed earlier, concerted efforts are 
needed to select and designate more 
centres which are responsible for 
collaboration in specific priority areas 
of WHO. The utilization of WHO 
collaborating centres and NCE 
depend on how best WHO can tap 
the technical infrastructure and 
human resources available there.  It 
also depends on the kind and extent 
of support the centres are capable of 
giving to WHO collaborative 
programmes.  In order to be mutually 
beneficial, both sides must know the 
policy and institutional framework, 
methods of operation, nature of work, 
expected products and resource 
inputs.  Joint plans and regular reviews 
have to be worked out within the 
agreed overall framework. WHO could 
also expand its collaborative 
programmes in a phased manner, 
bearing in mind the considerable 
resource constraints. Thus the principle 
of partnership must be applied in order 
to reap full benefit from the 
collaborative activities. 

(4) Promote use of expertise 

Most centres in the Region have 
participated in various fields of 
scientific and technical development 
of WHO collaborative activities. Their 
functions were concentrated on 
serving as reference centres, training 
and research centres, and clearing 
houses. The vast reservoir of technical 
expertise available at these centres is 
a major source of technical support 
which WHO and its Member States 
need to exploit for accomplishing their 
tasks.  

Many technical expertises 
available at these centres are also 
serving as members of WHO Expert 
Advisory Panels. Such an involvement 
can enhance the quality of WHO 
collaborative activities at national, 
regional and global levels. It is 
therefore essential to find better ways 
to strengthen coordination among 
individual and institutional elements of 
WHO system of expertise with the 
WHO collaborating centres. The 
involvement of WHO CCs in planning, 
implementation and monitoring of 
WHO collaborative programmes at 
the country level could be 
strengthened by involving the staff of 
the WHO CCs as members in joint 
WHO/government coordinating 
committees at the country level.  

(5) Financial support 

Shortage of funds to support 
collaborative activities to be carried 
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out by the WHO CCs has been a 
chronic problem, especially in the 
least-developed countries. Usually, 
research and training activities 
conducted by the collaborating 
centres could be complemented with 
available internal and external 
financial support, including WHO 
regular and extrabudgetary resources.  

WHO budgetary support might be 
used in support of important activities 
for national health development that 
have to be carried out by WHO CCs. 
The extent of financial support that 
WHO may accord to different 
collaborating centres is usually small 
and nominal. An appreciable number 
of centres do not receive any financial 
support even though they contribute 
significantly to the work of the 
Organization as well as to national 
health development.  

WHO support to these centres is 
primarily catalytic to attract 
considerably greater amounts of 
financial support from national and 
other international sources. The 
Organization receives, in technical 
services, dividends greatly in excess of 
its small investments. Similarly, 
collaborating centres have often 
received technical support from WHO 
greatly in excess of any monetary 
value alone. Therefore, future catalytic 
support to WHO CCs should be in the 
form of providing necessary impetus to 
objective-oriented collaborative 
activities. In this way, WHO can 
achieve a more specific and focused 
use of its resources.  

In essence, these efforts are 
aimed at making the best possible use 
of all skills and resources available at 
country and regional levels by 
innovative networking of institutions, to 
better the health of the populations. 

Conclusion 

There is a need to enhance 
collaboration between existing centres 
and WHO technical units at all levels 
(country, intercountry, regional, 
interregional and global). It underlines 
the crucial role of the WHO 
Representatives and their field staff 
who are in direct contact at the 
country level for monitoring and 
evaluating the progress of 
collaborative work as well as for 
identifying potential centres for 
designation and redesignation on the 
priority areas of work. There is a need 
for closer relationships between the 
WHO CCs and national programme 
managers where WHO might play a 
facilitating role. 

Member Countries and WHO 
should identify appropriate national 
institutions and networks that have 
been collaborating closely with WHO 
for health development, in order to 
designate new WHO collaborating 
centres. 

Periodic joint monitoring and 
systematic evaluation of collaborative 
activities between WHO and the 
existing centres have to be undertaken 
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by responsible technical units of WHO, 
including the WHO Representatives 
concerned. An annual meeting of 
existing and potential WHO CCs at the 
national level, especially in countries 
with a sizeable number of centres 
(such as India, Indonesia and Thailand) 
would help stakeholders to promote 
effective use of these centres. 

WHO should strengthen the 
networks of WHO CCs as an important 
instrument for capacity-building and 
promoting health research. It should 
work closely with development 
partners to facilitate the mobilization of 
appropriate resources for the network 
for undertaking effective research and 
development activities. 
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Duration of HRP II Antigenaemia Detected by  
Parasight-F Test in Plasmodium Falciparum  

Malaria Patients Treated with Mefloquin 
Dr Usa Lek-Uthai*, Dr Nipon Thanyavanich**,  

Dr Pratap Singhasivanon**, and Dr Suthep Kongrod** 

Abstract 
A field-based experimental study was conducted to compare the diagnostic 
performance of Plasmodium falciparum histidine-rich protein-II (HRP II) 
antigen detection assay by ParaSight-F test (PS) and Giemsa-stained thick 
blood films (GTF) among 72 falciparum malaria cases, aged more than 7 
years and treated with mefloquine. The main purpose of the study was to 
assess whether the duration of detection of HRP II antigen varied with the 
initial parasite density before the treatment. PS and GTF were performed on 
days 3, 5, 7, 10, 12, 14, 16, 18, 20, 22 and 28. 

The results showed that all falciparum malaria cases were negative by GTF 
before day 7 with an average duration of 3.3 (± 0.9) days. The duration of 
positive readings by PS was approximately 5 days longer than by GTF with an 
average of 8.1 (± 5.6) days and the longest durations observed were up to 22 
days in 3 cases. The mean duration of positive readings by PS varied 
significantly with different levels of parasite density (p-value = 0.02), with 9.9 
days, 6.5 days and 6.1 days for parasitaemia > 10 000/µl, 1 000-9 999/µl, and < 
1 000/µl respectively. The temporary longer duration of positive readings by 
ParaSight-F test compared to Giemsa-stained thick blood film was likely due 
to persistent parasite antigen rather than subpatent parasitaemia.  

                                            
* Department of Parasitology, Faculty of Public Health, Mahidol University, Bangkok, Thailand. 
** Department of Tropical Hygiene, Faculty of Tropical Medicine, Mahidol University, Bangkok, 

Thailand. 
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The days that indicated the HRP II antigenaemia of falciparum malaria cases 
by PS was about 5 days longer than GTF and different levels of parasite 
density were observed continuously. The parasitaemia was read by 
ParaSight-F test. The mean duration of the positive parasite compared with 
Giemsa-stained thick blood film showed significantly different at p<0.05. This 
study showed proper case management due to early detection. 

Introduction 

ALARIA is one of the planet's 
deadliest diseases and one of the 

leading causes of sickness and death 
in the developing world. According to 
the World Health Organization, there 
are 300 to 500 million clinical cases of 
malaria each year resulting in 1.5 to 2.7 
million deaths. Of the four human 
malaria strains, Plasmodium falciparum 
is the most common and deadly form. 
It is responsible for about 95% of 
malaria deaths worldwide and has a 
mortality rate of 1-3%. Malaria is 
characterized by cyclical bouts of 
fever with muscle stiffness, shaking and 
sweating(1). The severity of the disease 
causes economic loss due to time 
spent on treatment(2) and 
rehabilitation(3). In Thailand in 1992, 
1994, and 1995 the annual parasite 
incidence (API) rates were 3.15, 2.01, 
and 1.55. 55.4% of P. falciparum was 
present. The malarious area is Thai-
Myanmar border country(4). In 
Rachaburi province, API is between 
16.7 and 50.35 each year and tends to 
increase every year. In 1997, the was 
57.32(5). The five-year National Health 
Plan of Thailand concentrated on the 
early diagnosis strategy with effective 
technology development for diagnosis 
and treatment(6), early detection and 
rapid diagnosis(7). The detection of a 

few parasites in the blood film of a 
partially immune indigenous child 
demonstrates the presence of 
infection. Although various modern 
methods, monoclonal antibodies, DNA 
probes and PCR (polymerase chain 
reaction) have been tried in order to 
detect scanty parasitaemia, it appears 
that for routine clinical and epidemio-
logical studies the time-honoured thin 
and thick-film blood examination by a 
competent microscopist remains 
unchallenged when it comes to 
simplicity and convenience(8). The 
development of antigen detection 
could be obtained between para-
sitaemia and specific circulating 
antigen of P. falciparum. This would 
indicate that these antigens persist in 
the circulating blood after the 
parasitaemia has cleared or has been 
greatly reduced, which would 
compromise their value in the 
detection of active infection.  

ParaSight-F (Becton Dickinson) is a 
rapid test for P. falciparum malaria. 
Advanced immunological and micro-
encapsulation technologies are 
combined in the patented ParaSight-F 
test to provide the only malaria 
diagnostic useful at all levels of health 
care sites: as a screen to rule out P. 
falciparum at the primary care level; 
as evidence of P. falciparum infection 
by thick film; as a survey test for 

M
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epidemiological studies; and as a test 
of potential blood donors for the 
presence of P. falciparum antigen. P. 
falciparum parasites synthesize several 
proteins containing large amounts of 
the amino acid histidine, which are 
commonly referred to as histidine-rich 
proteins (PfHRP). HRP II has been 
sequenced and shown to contain 34% 
histidine and 37% alamine, as 
deduced from cloned genomic 
DNA(9). ParaSight-F test may therefore 
be a useful tool for the diagnosis of P. 
falciparum malaria in long-term 
residents in endemic areas, especially 
those living in remote places where no 
health facilities are available. This 
method does not require a 
microscope or measuring of reagents, 
just a visible colour change on the test 
strip. It has the ability to screen for P. 
falciparum in just 11 minutes after 
presentation, after which positive 
patients can start receiving 
antimalarial drugs for P. falciparum 
infection, an accurate diagnosis, 
because HRP II is the substance 
detected and occurs in blood only in 
the presence of P. falciparum. Field 
studies indicate ParaSight-F sensitivity 
to 10 parasites per microlitre of 
blood(10,11). This field-based 
experimental study was conducted to 
compare the diagnostic performance 
of Plasmodium falciparum histidine-rich 
protein-II (HRP II) antigen detection 
assay by ParaSight-F test (PS) and 
Giemsa-stained thick blood films (GTF) 
among falciparum malaria cases, 
treated with mefloquine and to assess 
whether the duration of detection of 

HRP II antigen varied with the initial 
parasite density before treatment.  

Material and Methods 
This field-based experimental research 
was performed on 72 new falciparum 
malaria cases, of both sexes, aged 
more than 7 years, positive P. 
falciparum trophozoites, with or 
without symptomatic appearance 
because of convenience during the 
study, treated with mefloquine, no 
historical background for malaria 
infection for 30 days before the study. 
They were all intent and willing to be 
followed up during the period of study. 
The research was conducted at the 
Tropical Health Centre of the Faculty 
of Tropical Medicine, Mahidol 
University, Rachaburi province. The 
malaria cases were examined by 
Giemsa's thick-thin blood film (12,13,14) 

and ParaSight-F test (Becton Dickinson 
(pink strand band was positive for P. 
falciparum with dashed control), 
Tropical Disease Diagnostics, 10 
Loveton Circle, Sparks, Maryland 
21152, U.S.A.). The infected cases were 
treated with mefloquine appropriately 
for weight and age (15 milligram/kilo 
body weight; 1 tablet has 250 
milligram)(15). This was to be followed 
by PS and GTF on days 3, 5, 7, 10 , 12 , 
14, 16, 18, 20, 22 and 28 or until 
negative results were obtained. The 
results were analyzed with EpiInfo 
version 6 programme designed by 
Jeffery A., Dean of the Division of 
Surveillance and Epidemiology, 
Epidemiology Programme Office, CDC 
Atlanta, Georgia, U.S.A., 1994. Mean, 
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S.D. and χ2 (chi-square) were 
conducted for the qualitative records 
while paired-t tests were performed for 
the number of the duration (day) of 
detection and for comparison of the 
diagnostic performance of P. 
falciparum HRP II antigen detection 
assay by ParaSight-F test (PS) and 
Giemsa-stained thick blood films (GTF) 
among the falciparum malaria cases, 
treated with mefloquine. The 
comparison of the duration of 
detection of HRP II antigen varied with 
the initial parasite density before the 
treatment was initiated by one-way 
ANOVA, correlation coefficient (ϒ ), 
coefficient determinant (ϒ2) and 
regression equation for analysis of the 
relationship between the density and 
the duration of detection of parasites 
where Y was a + b logX, where Y was 
the duration (day) of the first negative 
HRP II detection, a was the duration 

(day) when HRP II was negative while 
the parasites density was zero (0), b 
was the duration (day) when the 
parasites density changed one 
parasite per one microliter of blood, 
log X was the density of P. falciparum 
per one  microlitre of blood(16). The 
sensitivity and specificity test positive 
and negative predictive value for PS 
and GTF were compared. 

Results 
Two thousand six hundred and eleven 
(2 611) blood samples were 
investigated for malaria parasite. Of 
these, 1 066 samples (72.72%) were 
negative while 696 cases (26.27%) 
were positive for malaria. P. 
falciparum, P. vivax, and P. malariae 
accounted for 387 cases (14.82%), 294 
cases (11.26%) and 5 cases (0.19%) 
respectively (Table 1). 

Table 1. Malaria cases by thick blood film and thin blood film for confirmation by sex and 
Plasmodium species at malarious area, Rachaburi province, 1 September 1997- 3 January 

1998. 

Male Female Total 
Malaria parasite No. of 

cases % No. of 
cases % No. of 

cases % 

Negative 1,066 72.72 859 75.62 1,925 73.73 

P. falciparum 237 16.07 150 13.20 387 14.82 

P. vivax 170 11.53 124 10.92 294 11.26 

P. malariae 2 0.14 3 0.26 5 0.19 

Total 1,475 100.00 1,136 100.00 2,611 100.00 
       

Seventy-two patients (18.60%) of 
falciparum malaria, who agreed to be 
followed up, were studied. Group I was 

composed of patients who were HRP II 
positive within seven days of treatment 
with mefloquine. The follow-up days 
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were 3, 5, and 7. The HRP II negative 
(after treatment) group was examined 
for re-infective confirmation on day 14. 
Group II was composed of HRP II 
antigen-positive patients after 
treatment with mefloquine for more 
than seven days. The follow-up days 
for cases where the HRP II antigen was 
present at the end of the study were 3, 
5, 7, 10, 12, 14, 16, 18, 20, and 22.  

The 72 malaria cases were sensitive 
to mefloquine. Eight cases (11.11%) 
were found on day 3 or after 72 hours. 
The tests for malaria parasite were all 
negative (100%) within seven days by 
thick and thin film. The average mean 
time of negative cases was 3.31 days 
( X ± SD. = 3.31 ± 0.93) while 45 cases 
(62.5%) showed the positive HRP II 
antigen by ParaSight-F test after 
treatment within 3 days, 29 cases 

(40.28%) within seven days, and 9 cases 
(12.5%) within 14 days. The HRP II 
antigen presented in blood for 22 days 
in three malaria cases (4.17%). The 
average mean of negative cases was 
3.31 days (X ± SD. = 8.07 ± 5.56). The 
mean of the duration (day) of positive 
parasitaemia and HRP II antigen was 
about 4.76 or 5 days. The study 
revealed that the temporary longer 
duration of positive readings by 
ParaSight-F test compared to Giemsa-
stained thick blood film was likely due 
to persistent parasite antigen rather 
than subpatent parasitaemia. The 
longest duration observed was up to 22 
days in three cases (Figure 1).  

Figure 1. P. falciparum malaria patients (cases) and 
HRP II antigen after treatment with mefloquine (15 

mg/kbw)  
by follow-up days. 

Table 2. P. falciparum malaria patients (n = 72) by thick and thin blood film and ParaSight-F 
test presented by duration (day) of follow-up  detection after treatment with mefloquine 

(15 mg/kbw). 
Number of P. falciparum malaria patients (n = 72) by followed up day 

Result Day  
0 

Day 
3* 

Day 
5** 

Day 
7*** 

Day 
10 

Day 
12 

Day 
14 

Day 
16 

Day 
18 

Day 
20 

Day 
22 

True positive 72 9 2 3 0 0 0 0 1 0 0 

False positive 0 36 36 26 18 14 9 6 4 3 0 

False negative 0 0 1 0 0 0 0 0 0 0 0 

True negative 0 27 33 43 54 58 63 66 67 69 72 

Fisher’s exact test : 1 tailed at α = 0.05,  
* χ2 = 6.17 (p-value = 0.01) ** χ2 = 0.24 (p-value = 0.54) *** χ2 = 4.64 (p-value = 0.06)  

The difference between 
parsitaemia by GTF and antigenemia 
by PS to detect P. falciparum cases 
was analyzed. There was a significant 
difference between the two methods 

on day 3 (p-value = 0.01). There was 
no significant difference in GTF and PS 
to detect falciparum malaria cases 
between two groups on day 5 (p-
value = 0.5, and day 7 (p - value = 
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0.06). The sensitivity test of GTF and PS 
on day 3, 5, and 7 were 100, 66.67 and 
100 while the specificity test were 
42.86, 47.83 and 62.32 respectively 
(Table 2).  

The correlation coefficient (ϒ) was 
between -0.13 and 0.15 while the 
correlation determinant (ϒ2) was 
between 0.00 and 0.02. The 95% 
confidence limits were between -0.35 

and 0.37 and F- value was between 
0.00 and 1.57 (df. = 1,70). There was a 
positive relationship between the 
duration of detection of HRP II antigen 
and age, delayed treatment (day) 2, 3 
and 6 infection times in one year, 
infection times in life, the duration 
(day) to negative detection by thick 
and thin blood film and BMI (Body 
Mass Index) (p - value < 0.05) (Table 3).  

Table 3. Relationship of duration (day) of detection of HRP II antigen and other variables. 

Variables ϒϒϒϒ ϒϒϒϒ 2 95% CI F 

Age -0.13 0.02 -0.35 < R < 0.11 1.20 

Delayed treatment 0.13 0.02 -0.10 < R < 0.35 1.22 

Infection times in one year 0.07 0.00 -0.16 < R < 0.30 0.34 

Infection times in life 0.04 0.00 -0.19 < R < 0.27 0.14 

Duration (day) to negative 
detection by thick and thin 
blood film 

0.15 0.02 -0.09 < R < 0.37 1.57 

BMI 0.00 0.00 -0.23 < R < 0.23 0.00 

∗ Simple linear regression 
The duration of detection of HRP II 

antigen and the density of P. 
falciparum before treatment with 
mefloquine by regression equation (Y = 
a + b log X), were compared. The 
mean duration of positive readings by 
PS varied significantly with different 
levels of parasite density (p-value = 
0.02), with 9.9 days, 6.5 days and 6.1 
days for parasitaemia > 10 000/µl, 
1 000-9 999/µl, and < 1 000/µl 
respectively.  

The correlation coefficient (ϒ) of 
the density of P. falciparum before 
treatment with mefloquine (day 0) was 

0.34; there was a 34% positive 
relationship between the density of 
parasites and the duration of 
detection of HRP II antigen. The 
coefficient of determination (ϒ2) was 
0.11, meaning that the duration of 
detection had an 11% significant 
relationship to the density of parasites 
before treatment (p - value < 0.05) 
(Table 4).  

There were 14, 24, and 15 patients 
who were sick with malarial 
symptomatic appearance for 1, 2, and 
3 days respectively. There was a 
significant difference among the 
number of patients and delayed 
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treatment (p - value < 0.05). But the 
number of patients who were sick with 
malaria on day 0 was five cases, on 
day 4 nine cases, on day 5 four cases 
and on 7th day one case. There was no 
significant difference among those 
four groups (p - value > 0.05). There 
were 36 patients who had been 
healthy for one year and 19 who had 
had malaria once. There was a 
significant difference between these 
two groups (p - value < 0.05). There 

was no difference among the patients 
who delayed treatment (day), 2, 3 
and 6 infection times in one year (p - 
value > 0.05). 

There was no significant difference 
between the parasite density levels 
before treatment or day 0 at the level 
of 1 000, 1 000-9 999 and over 10 000 
parasites per 1 µl of blood (p - value = 
0.74) (Table 5). 

 

Table 4. Relationship between duration (day) of detection of HRP II antigen and density 
levels of P. falciparum before treatment (day 0). 

Source df Total Mean   F ϒϒϒϒ   ϒϒϒϒ2 

Regression 1 248.67 248.67 8.94 ∗  0.34 0.11 
Residual 70 1945.99 27.80    

Total 71 2194.65     

 ∗  Simple linear regression and one-way ANOVA at p - value < 0.05. 

Table 5. Differences between density levels of P. falciparum before treatment (day 0) and 
mean of the duration of detection of malaria parasite (parasitaemia) with thick blood film 

(n=72). 
Parasite density 

level /µµµµl 
No. of patients 

(cases) 
Mean of P. 

falciparum ±±±± S.D. 
(day) 

Min-max 
(day) F -cal F -tab p-value 

< 1 000 13 3.15 ± 0.56 3-5 0.30 3.13 0.74 ∗  
1 000-9 999 25 3.40 ± 1.00 3-7    
≥ 10 000 34 3.29 ± 1.00 3-7    

* Oneway ANOVA, (df 2,69), p - value > 0.05  

There was a significant difference 
between the parasite density at the 
level of 1 000, 1 000-9 999 and over 
10 000 parasites per 1 µl of blood of 72 
cases before treatment (day 0) and 
mean of the duration of detection of 
HRP II antigen by ParaSight-F test (p - 
value = 0.02) (Table 6).  

The multiple comparison analysis 
by the Scheffe method and the 
Bonferroni method showed that the 
parasite density at the level of 1 000, 
1 000-9 999 and over 10 000 parasites 
per 1 µl of blood of 72 cases before 
treatment (day 0) and mean of the 
duration of detection of HRP II antigen 
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by ParaSight-F test had a significant 
difference (p - value < 0.05). It meant 
that more the parasites density level 
over 1 000 the more HRP II antigen in 
the blood. But there was no significant 

difference between the less than 1 000 
parasite density and mean of the 
duration of detection of HRP II antigen 
by ParaSight -F test (p - value > 0.05) 
(Table 7). 

Table 6. Differences between density levels of P. falciparum before treatment (day 0) and 
mean of the duration of detection of HRP II antigen by ParaSight-F test (antigenaemia) 

(n=72). 
Parasite density  

level /µµµµl 
No. of patients 

(cases) 
Mean of HRP II 
detection±±±± S.D. 

(day) 
Min-max  

(day) 95% CI F p-value 

< 1 000 13 6.15 ± 5.61 3-20 3.10, 9.20 3.98 0.02 ∗  

1 000-9 999 25 6.52 ± 3.78 3-16 5.04, 8.00   

≥ 10 000 34 9.94 ± 6.15 3-22 7.87, 12.01   

Total 72 8.07 ±±±± 5.56     

 * ONEWAY ANOVA, (df 2,69) ,p-value<0.05. 
 

Table 7. Mean differences of parasite density at three levels before  treatment and mean of 
the duration of detection of HRP II antigen in blood by ParaSight-F test (antigenaemia) 

(n=72). 
Parasite density  

level /µµµµl 
No. of patients 

(cases) 
Mean of HRP II 
detection±±±± S.D. 

(day) 
Min-max 

(day) F p-value 
Scheffe 

p-value 
Bonferro

ni 
< 1 000 13 6.15 ± 5.61 3-20 0.06 0.98 1.00 

1 000-9 999 25 6.52 ± 3.78 3-16    

Mean 
difference 

 0.37  (d.f 
1,36) 

  

< 1 000 13 6.15 ± 5.61 3-20 3.73 0.10 0.10 

≥ 10 000 34 9.94 ± 6.15 3-22    

Mean 
difference 

 3.79  (d.f 
1,45) 

  

1 000-9 999 25 6.52 ± 3.78 3-16 6.05 0.05 ∗  0.05 ∗  

≥ 10 000 34 9.94 ± 6.15 3-22    

Mean 
difference 

 3.42  (d.f 
1,57) 

  

* One-way ANOVA and Multiple comparison of the Scheffe's and the Bonferroni's methods at 95% CI.  
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Table 8. Mean differences of parasite density at three levels before treatment  and mean of 
the duration of detection of HRP II antigen in blood by ParaSight-F test (antigenaemia) on 

follow-up day (n=72). 
Parasite density  

level /µµµµl 
No. of 

patients  
(cases) 

Mean of HRP II  
detection±±±± S.D. (day) F-cal F-tab p-value 

Day 3      
< 1 000 9 511.11 ± 234.76 5.93 3.40 0.0082 ∗  

1 000-9 999 9 3960 ± 2784.03    

≥ 10 000 9 31608.89 ± 36252.44  (df 2,24)  

Day 5      
< 1 000 0 0 ± 0 69.6 9.55 0.0029 ∗  

1,000-9 999 5 3680 ± 1900.32    

 ≥ 10 000 1 32040 ± 0  (df 2,3)  

Day 7      
< 1 000 1 520 ± 0 4.78 4.74 0.04 ∗  

1 000-9 999 3 3933.33 ± 2453.19    

≥ 10 000 6 31286.67 ± 16682.24  (df 2,7)  

 * One-way ANOVA , at 95% CI. 

The parasite density at three levels 
before treatment and mean of the 
duration of detection of HRP II antigen 
in blood by ParaSight-F test on day 3, 
day 5 and day 7 were significantly 
different (p - value < 0.05). But there 
was no significant difference on day 
10, day 12, day 16, day 18, day 20 and 
day 22 (p -value > 0.05) (Table 8). 

Discussion 

The study of the duration of detection 
of HRP II antigen of P. falciparum 
before treatment with mefloquine(15) in 
72 malaria cases by ParaSight-F test 
revealed that the 72 patients (100%) 
had negative blood parasites in seven 

days with the mean number of days 
being 3.31 by thick and thin blood film 
methods. This result related to the study 
of Di Perri G et al (17) with 32 cases in 
Burundi and negative parasitaemia in 
an average of 3.60 days. Humar A. et 
al (18) in Canada, found that the 
negative thick blood film was 
obtained seven days after treatment 
with mefloquine. But Shiff CJ. et al (19) 
found that the negative blood P. 
falciparum was found on day 3 after 
treatment with mefloquine. The stable 
HRP II antigen in blood was detected 
by ParaSight-F test at levels of 62.5% on 
day 3, 40.28% on day 7 and 12.50% on 
day 14 while HRP II antigen had 
stabilised in blood until 22 days after 
treatment with mefloquine. There was 
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a relationship to the study of Dietze R. 
et al (20) in Kenya, the HRP II antigen 
could not be found at 55% on day 6, 
as the same day of negative P. 
falciparum parasitaemia. Shiff CJ. et al 
(19) studied 40 P. falciparum cases of 
various ages in the Bagamoyo district 
of Tanzania. They were tested with 
ParaSight-F and were then treated 
with Fansidar. Antigenaemia as 
detected by this test declined after 
day 2, and by day sevenwas absent in 
75% of the patients. In four of the 
patients (10%) it persisted for the entire 
two-week period. A World Health 
Organization(21) study in India reported 
that 77% of patients were found with 
HRP II antigen in blood for two  days, 
4.4% for seven days and 0.9% for 28 
days. Beadle C et al(22) reported that 
HRP II antigen might stabilize for two 
weeks after negative parasitaemia in 
patients treated with chloroquine. In 
complicated malaria cases too, HRP II 
antigen was found to be stable in 
blood for nine days. Uguen C(23), 
Kodisinghe HM et al (24) Vakharia S et al 
(25), and Singh N et al (26) found that 
detection of HRP II antigen by 
ParaSight-F test could have long 
stability in blood extending to 24 days, 
7-14 days, 15 days and seven days. 
Humar A. et al(18) found that the 
duration of delayed treatment and the 
density of P. falciparum parasite had 
no significant difference within two 
groups of treatment. This report had a 
relationship to this study, which was a 
significant difference among the 
number of patients and delayed 
treatment day (p - value < 0.05).  

The limitation of this study showed 
the screening test for only new cases 
by ParaSight-F test. The malaria 
parasites were absent since the past 
30 days and recrudescence cases 
were excluded both before and 
during the study, and this result 
presented that the patients tested 
negative for blood malaria parasites 
from day 7 up to day 28. The dipstick 
test can be used as a tool for 
treatment follow-up because all the 
patients who were recorded were new 
cases. They cannot be 
"recrudescence” cases when tests 
after treatment with mefloquine 
showed blood negative results within 
day 7 by thick blood film and HRP II 
antigen showed blood negative results 
due to the antibody to protein 
circulation from dead parasites by 
ParaSight-F test. HRP II antigen still 
remained in peripheral blood 
circulation due to the human drug 
absorption and HRP II antigen 
disintegrated differently. However, 
non-immune patients with relatively 
low parasite densities, and partially-
immune persons may tolerate 
relatively high levels with minor 
symptoms. At any level of 
parasitaemia, a predominance of 
more mature parasites (>20 per cent of 
parasites with visible pigment) or 
circulating P. falciparum schizonts 
carries a poor prognosis with this test. 
The cost and cost-effectiveness should 
be recognized in relation to PS test 
which costs 90 baht/test while GTF test 
cost was 40 baht/test. The PS test is 
useful in detecting P.falciparum only; it 
is based on antibody recognition of 
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HRP II antigen of P.falciparum. They 
can see only visible colour change on 
the test strip in most areas where there 
is no microscopy and measuring of 
reagents is not required. However, 
microscopy, Giemsa’s staining and GTF 
test by trained laboratory technician 
are required. So the total cost, which 
includes direct cost, indirect cost and 
capital cost should be further 
compared. Due to the result of HRP II 
antigenaemia detection from 72 cases 
after treatment and mefloquine by 
ParaSight-F test (dipstick test), the 
longest duration observed was up to 
22 days in three cases. Mefloquine 
(long half-life) as a regimen drug and 
policy for the study area (sensitive to 
mefloquine) has been recommended 
by the Malaria Division, Ministry of 
Public Health, as the first-line drug, 
especially in Rachaburi province. Thus 
the patients who were administered 
mefloquine and blood were followed 
up for seven  days; it was found that 
the cure rate was over 70%, so the first-
line drug could be used. This 

experiment could not provide a 
comparison of mefloquine and 
artemisinin (short half-life) which 
artesunate will be a regimen for the 
mefloquine resistance area as the third 
line drug for Tak, Chantaburi and Trad 
provinces. If the patients cannot be 
cured in 28 days, the second-line drug 
(quinine and tetracycline) will be reco-
mmended before the third-line drug 
(artesunate and mefloquine) so that 
the research on other dipstick test for 
mefloquine (highest resistance area) 
should be further developed. 
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PILEPSY is a common and chronic 
neurological disorder that has been 

known to mankind since its own 
existence. Despite the tremendous 
advances that have taken place with 
regard to many aspects of epilepsy, it 
continues to be a socially labelled 
disease with a significant amount of 
stigma still attached to it, both in the 
developed and developing societies. 
In most developing countries, the 
availability of appropriate epilepsy 
care is largely confined to a few big 
cities, but the majority of the 
population in these countries still 
continues to live in far-flung villages. 
The attitudes towards a disease like 
epilepsy have considerably changed 
in the developed countries mainly 
because of the standard of education 
of the population and the availability 
of appropriate health care facilities 
within easy reach of the people in all 
the communities.  

The changing attitudes towards 
epilepsy over the centuries now form 
an integral part of history and must be 
encouraged. Those who have epilepsy 
must also take it as part of their lives 
because having epilepsy does not 
make them different from others in any 
significant way. Only for that brief 
period when a seizure takes place, a 
person may not be normal. Otherwise, 
a person having epilepsy looks, talks 
and acts in the same way as everyone 
else. It is however not an uncommon 
experience that other people believe 
and expect that having epilepsy 
makes one different. It is their mistake, 
because given the chance, people 
with epilepsy can probably live, work 
and function in this world as well as 
anyone else. A greater awareness 
about the disease in society certainly 
plays an important role in changing 
the societal knowledge, attitudes and 
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practice (KAP) of this important 
neurological disorder. 

According to WHO, an ‘epileptic 
seizure’ is the result of transient 
dysfunction of part or all of the brain 
due to excessive discharge of a 
hyperexcitable population of neurons, 
causing sudden and transitory 
phenomena of motor, sensory, 
autonomic or psychic nature. Seizures 
concomitant with acute insult to the 
brain such as infections, intoxications, 
metabolic disorder or febrile disease 
are usually excluded from the group of 
epileptic seizures. Epilepsy is defined as 
a chronic brain disorder of various 
etiologies characterized by recurrent 
seizures(1). Most studies have required 
at least two unprovoked seizures, 
others have required at least three(2,3). 
The ‘incidence’ of epilepsy or any 
other disorder is a measure of the 
frequency with which new cases 
develop in a population while 
‘prevalence’ of disease measures the 
number of affected individuals in a 
population at a particular point of 
time. On the other hand, ‘life time 
prevalence’ includes all those who 
had epilepsy, have epilepsy, and are 
likely to develop epilepsy. Such 
estimates are very difficult in any 
population and are often associated 
with a recall bias and many other 
factors. 

In order to get an idea of the 
magnitude of the problem that a 
disorder like epilepsy poses to a 
developing country like India, one has 
to rely on some figures. Going by an 

average figure of five cases per 1 000 
population, the number of epilepsy 
patients in the metropolis of Delhi and 
New Delhi alone will be about 50 000 
(an estimated population of 
10 000 000). In the whole of India, 
around 5 000 000 persons have 
epilepsy at any point in time (in an 
estimated population of 
1 000 000 000). Epilepsy is a peculiar 
neurological disorder because people 
can develop seizures at any time in 
their life. Further, those who develop 
epilepsy tend to be at risk to develop 
seizures for many years despite 
appropriate treatment, making 
epilepsy a chronic disease. In view of 
these facts, the figures for ‘life time 
prevalence’ for epilepsy would be 
many times more than the ‘point 
prevalence’ rates in any population. 

The World Health Organization 
(WHO), the International League 
Against Epilepsy (ILAE), and the 
International Bureau for Epilepsy (IBE) 
have identified epilepsy as a major 
thrust area and launched a Global 
Campaign against Epilepsy (GCAE) in 
the middle of 1997. At the international 
level, WHO, ILAE and IBE are 
strengthening the Global Campaign 
with other partners, such as UNICEF, 
particularly as epilepsy is common in 
children.  International funding bodies 
supporting work in health need to be 
aware of the importance of including 
the needs of people with epilepsy in 
their overall strategy. 

In September 1997, the Pan-
American Health Organization (PAHO), 
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the Regional Office of WHO for the 
Americas, adopted a resolution urging 
its Members States to develop 
programmes for the control of epilepsy. 
In response to this, the secretariat of 
PAHO developed a strategy for a 
regional initiative to control epilepsy. 
Also, in 1998, a European Regional 
Meeting was held in Germany, within 
the framework of the Global Cam-
paign, which issued a European Decla-
ration on Epilepsy. Further, similar 
regional declarations were formally 
adopted and issued in May 2000 at 
Senegal, Dakar (African Declaration) 
and in September 2000 in Santiago, 
Chile (Latin American Declaration).  

In view of the challenge epilepsy 
poses in the developing countries, the 
Third Congress of the Asian and 
Oceanian Epilepsy Organization was 
held in New Delhi from 11-13 
November 2000.  A special meeting 
“Epilepsy : A Public Health Priority in 
Asian and Oceanian Regions” 
organized on 10 November, 2000 at 
New Delhi, was presided over by Ms 
Hanneke de Boer – Chairperson GCAE, 
Mr Philip Lee – President IBE, Dr M Seino 
– Chairperson CAOA, Dr MC 
Maheshwari – Chairperson, Third AOEO 
Congress, and Dr Satish Jain – 
Secretary-General – Third AOEO 
Congress. Dr Vijay Chandra 
represented the WHO South-East Asia 

Regional Office of WHO. The meeting 
was attended by about 55 
professionals from health and social 
sciences sectors and representatives 
from many other organizations of the 
Region. The countries represented 
were: Bangladesh, Chile, China, India, 
Indonesia, Japan, Korea, Nepal, the 
Netherlands, New Zealand, Pakistan, 
Philippines, Senegal, Sri Lanka, UK and 
USA.  

Various aspects of the draft of the 
Asian and Oceanian Declaration on 
Epilepsy were discussed in detail. After 
this meeting, a core group was 
constituted to finalize the draft of the 
Declaration. The draft was formally 
read out and unanimously approved 
during the Closing Ceremony of the 
Congress on 13 November 2000. The 
Declaration of the Asian and 
Oceanian Declaration on Epilepsy is 
enclosed. The North-American 
Declaration on Epilepsy was formally 
adopted in December 2000.  It is now 
important that all concerned should 
join together and work towards 
achieving the objectives of the 
Regional Declarations on Epilepsy 
adopted under the aegis of the 
International League Against Epilepsy 
(ILAE), the International Bureau for 
Epilepsy (IBE) and the World Health 
Organization (WHO). 
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Asian-Oceanian  Declaration  on  Epilepsy 
New Delhi - November 13, 2000 

A meeting "Epilepsy: A Public Health Priority in Asian & Oceanian Region" was held in New Delhi on November 10, 2000.  Over 600 professionals 
from health and social sciences sectors and representatives from many other organisations of the region unanimously agreed on November 13, 
2000  to the following declaration: 

CONSIDERING THAT IN ASIA/OCEANIA: 
• At least 30 million people have the common brain disorder - epilepsy.  This compares with approximately 50 million people with epilepsy 

world-wide. 
• Epilepsy can have serious medical, psychological, social and economic consequences for people with epilepsy and their families. 
• Epilepsy affects people with epilepsy and their families irrespective of race, religion, gender, age or socioeconomic status. 
• Although epilepsy is a brain disorder, it is often mistakenly believed to be a mental illness, or to be caused by supernatural powers. 
• It is erroneously, yet widely, believed that epilepsy is an infectious disease and seizures are contagious. 
• It is often not realised that epilepsy is treatable, and that most people with epilepsy can lead productive lives as a result of relatively 

inexpensive, cost-effective treatment. 
• The majority of people with epilepsy are treated inadequately and inappropriately because of ignorance, discrimination and limited health 

resources. 
• Good quality standard anti-epileptic drugs are not regularly available in many countries. 
• Disability and mortality are greater because epilepsy is inadequately treated. 
• Epilepsy impacts most severely on the period of greatest development, namely childhood, adolescence and young adulthood.  Yet it is during 

this time of life that it is most readily and successfully treated. 
• The preventable causes of epilepsy such as poor perinatal care, infectious diseases, parasitic infestations, head trauma and consanguineous 

marriages are particularly prevalent. 
• Epilepsy has not been included in most National Health Care plans. 

PROCLAMATION 
We call on the governments and other health providers of the Asian and Oceanian region, to join us in taking strong and decisive action to meet 
the objectives of the Global Campaign Against Epilepsy launched by the World Health Organization (WHO), the International League Against 
Epilepsy ([LAE) and the International Bureau for Epilepsy (IBE). 

Specifically, we urge every government in this region to: 
• Educate people with epilepsy, their families and the general public about epilepsy as a wide-spread, non-communicable and treatable chronic 

brain disorder.  Educational means appropriate to all levels of literacy should be used. 
• Educate and train health care and other relevant professionals about epilepsy, its prevention and its treatment. 
• Provide access to trained personnel, modern diagnostic equipment and appropriate medication and/or surgical treatment for epilepsy. 
• Promote and support research in Asia and Oceania into the basic processes, clinical aspects, and psycho-social consequences of epilepsy. 
• Promote social integration and eliminate discrimination against people with epilepsy in all spheres of life, especially school, work and 

marriage. 
• Include epilepsy in their national health plans, just as they do maternal and child health, mental health, infections and immunisation. 
• Encourage cooperation between modern medical, traditional and other healing systems for the treatment of epilepsy. 
• Encourage the public and private sectors, as well as relevant Non-Governmental Organizations to actively support local activities related to 

the Global Campaign Against Epilepsy. 
• Raise public awareness of epilepsy by proclaiming a National Epilepsy Day, and supporting the establishment of a World Epilepsy Day. 
• Encourage regional and global cooperation in dealing with epilepsy. 


	rhfv5n2p25.pdf
	Demand
	Voluntary demand
	FP awareness
	EC
	Family size
	Socioeconomic �status

	rhfv5n2p30.pdf
	Nature

	rhfv5n2p63.pdf
	Result

	rhfv5n2p75.pdf
	PROCLAMATION


