




Health worker on ox-back 
Oxen, camels and donkeys provide the transport for community 
health workers operating among the nomads of Sudan. In other 
rural areas, compared with a few years ago, almost two million 
more people now live within range of primary health care units 

by Alastair Matheson 

0 
itting astride his sturdy ox, 
Badawi el Radhi is as mobile 
as the other Baggara who roam 
the semi-desert country of Kordo

fan in Western Sudan for much of the 
year, in search of water and pasture. But 
unlike his tribespeople, his main concern 
is not the welfare of their huge herds of 
cattle, but the health and welfare of the 
nomadic people themselves. 

Badawi el Radhi is one of the commu
nity health care workers forming the 
backbone of Sudan's rural medical ser
vices, which depend for workers like 
him, especially in the nomadic areas. 

His ox, called "Major", is the tradi
tional form of transport for the Baggara 
who cover hundreds of miles of the 
Western Sudan every year. Their oxen 
are usually laden with household uten
sils, grass matting for shelter, and their 
families' entire needs for months on end. 
"Major", however, carries on his broad 
back Badawi el Radhi, the health work
er's bedding and food, and two big chests 
stocked with medicines. 

In other rural areas of the one million 
square-mile Sudan, health services are 
similarly provided by community health 
workers. Some, like Badawi, work 
among the nomads and travel by oxen, 
camel or donkey. Others with more 
sedentary duties are based in the chain of 
primary health care units which serve the 
remote desert oases, or are strung out 

Community health worker Badawi el Radhi 
travels on the broad back of his ox "Major'" to 
bring medicines to the nomadic people of 
Western Sudan. (Photo WHO/ UNICEF) 

along the banks of the River Nile and its 
myriad tributaries in the southern 
swamplands. For the foreseeable future 
this is the only way the Sudanese 
Government will be able to deliver 
health services to a rural population 
scattered thinly over a vast and largely 
inhospitable terrain. 

A head start for Sudan 

Several years before the 1978 
WHO/ UNICEF conference on primary 
health care was held at Alma-Ata, in the 
Soviet Union, Sudan had already ac
cepted that a very basic form of rural 
medical attention- "primary health 
care" -could be provided, and then only 
if local communities fully participated. 
Planning began as early as 1974. 

It was a fortunate coincidence for 
Sudan that, at almost the same time, 
UNICEF also reached a similar conclusion 
about bringing aid to the poorest moth
ers and children in the developing world. 
The result has been that Africa's largest 
country gained a head start over many 
other African States in providing pri
mary health care (PHC) services. In most 
of the Sudan's 18 provinces, some form 
of health delivery service is now operat
ing at grass-roots level. Nomadic com
munities were listed as a high priority, 
because the nomads had long been 
neglected due to obvious Iogisticat 
problems. 

In the Sudan today, "'primary" really 
means the ''absolute minimum commen
surate with effective treatment'". But un
like the older branches of the country's 



health services, the emphasis from the 
very start has been on prevention rather 
than on cure. The major importance is 
placed on teaching rural people, includ
ing nomadic people, about hygiene and 
how to undertake simple precautions so 
as to avoid the more common diseases. 

This has also meant active- and not 
just token-participation by the local 
people. If they want to have even a basic 
health service available in their village or 
community, some contribution is expect
ed from them, be it in cash, in kind, in 
labour or in service; and the service must 
be planned within the over-all frame
work of community development. 

The transport problem was resolved 
by a strictly practical approach. The 
Kabbabish, who are one of the true 
nomadic tribes of the Western Sudan, of
fered a camel to transport each young 
man chosen as a nomad community 
health worker, whereas the Baggara cat
tle people living to the south equipped 
their nominees-such as Badawi el 
Radhi-with oxen. ·Further south still, 
beyond the desert sands, the bicycle was 
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an obvious choice where the ground is 
firm enough to support a narrow wheel, 
such as the red ironstone soil of Western 
Equatoria Province. In the swampy land 
of the Sudd, on the other hand, where 
the waters of the Nile spill out over vast 
plains of clay soil during the long rainy 
season, the long legs of the cattle-rearing 
nomads are the only possible means of 
transport. 

Initially there were some human as 
well as physical problems to be over
come. Some of the highly-trained medi
cal personnel were hesitant about accept
ing the community health care workers 
for what they are: a new wave of health 
educators capable of administering very 
basic medicines to cure simple and com
mon ailments, but referring more com
plicated and serious cases to more skilled 
personnel at dispensaries or hospitals. 

The community health workers make 
ample use of their own local knowledge, 
especially of suitable herbs, bushes and 
trees with medicinal properties which 
grow in the surrounding countryside. 
For example the tebeldi, or baobab tree, 

A member of Sudan's "new wave'" of health 
educators examines village children's eyes for 
signs of trachoma. 
Facing page: A village headman shows the 
way to a young community health worker 
whose "transport'" is a donkey. 
(Photos WHO/ UNICEF) 

yields a most effective fruit for curing 
dysentery, as well as making a nourish
ing drink. 

Finding recruits 

Most rural communities have been 
very responsive in providing recruits for 
the primary health care programme. In 
some areas the problem has been to cope 
with the large numbers of applications 
received. 

It has not been so easy, however, to 
find suitable personnel in Southern 
Sudan, which has not the benefit of a 
self-help tradition. Perhaps the greatest 
obstacle in the way of large_-scale com
munity participation in this part of the 
Sudan is the total absence of a cash econ
omy in the remoter parts. There is not 
even enough money in a community to 



pay the health worker his small monthly 
stipend of 30 to 35 Sudanese pounds, 
equivalent to between US$35 and $40 a 
month, and this sum has· to be provided 
from elsewhere. 

Among the Southern cattle-rearing 
nomads, such as the Dinka, most of the 
young men who are the potential PHC 

recruits either want to work in town, or 
else go to the cattle camps only during 
the dry season to tend the animals, since 
cattle are closely bound up in the peo
ple's lifestyle. Bringing in health workers 
from other areas would go against the 
whole concept of community health care, 
and it will take some time before there is 
any radical change in outlook. 

Experience in areas where primary 
health care has been more successful has 
shown that, at least in the initial period, 
close supervision of the health worker is 
the surest way of achieving maximum 
efficiency. UNICEF was quick to realise 
that this was a vitally important area and 
arrangements were made to provide 
supervisors with extra transport for this 
purpose. 

The pattern has been for five or six pri
mary health care units to be linked to 
one dispensary, thus forming one health 
care " complex". Each complex is super
vised by a medical assistant who is based 
at the nearest government dispensary 
and is responsible for seeing that the 
units under his charge are regularly sup
plied with expendable items, mainly 
drugs. In general, each unit covers a 
radius of about I 0 miles and serves a 
population of around 4,000 people. 

The nomadic health care workers can
not be so closely supervised, and they 
may serve only on average about 1,500 
people, as so much of their time is spent 
travelling. However, they have to collect 
drugs and supplies from such dispen
saries as they pass, and this gives the 
medical assistant the opportunity for 
occasional supervision. Cases which the 
nomad community health workers find 
too complicated to treat themselves are 
referred to the nearest dispensary or 
dressing station. 

There is also a higher echelon of super
visors, namely at district level, where 

there is a more senior and experienced 
medical assistant working as district in
spector whose task is to oversee all dis
pensaries, dressing stations and primary 
health care units in the district and who 
is also the chief source of medical sup
plies at grass-roots level. Finally the pro
vincial medical officers, who rank as as
sistant commissioners of health, under
take periodic visits during which they 
check on the work of both static and 
nomadic community health workers. 

The aim is to have a complete network 
of primary health care units covering the 
entire Sudan by 1984, but the difficulty 
of the task can be appreciated when it is 
realised that in 1975 the Sudan had only 
171 hospitals, or 1.1 for every 100,000 
people. Already significant progress has 
been achieved, so that almost two mil
lion more people in the rural areas are 
now within reach of primary health care 
units. Facilities for training and for 
supervision have also been established as 
part of UNICEF' S assistance to this impor
tant expansion of the country's health 
care services. • 
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Better food bab,its;, 
better health 

Consumer groups in the Philippines are prodding governmE}nt, 
industry and the ordinary citizeninto a new awareness oft:he 
.importance of good quality foodstuffs for the nation's health . 

by RutH~ Seitz 

rn ealth-minded consumer groups 
are taking positive steps to per
suade citizens in the Philippines 
to buy healthful and nutritive 

goods in the shops. At the same time, 
they are also impressing the providers of 
goods and services with the need for high 
standards of safety and quality. 

Their aims are broader than those of 
consumerism in the industrialized world. 
Mary John Mananzan, a nun who heads 
the Manila-based Citizens' Alliance for 
Consumer Protection ( CACP) explains : 
"We won't tackle the quality of toilet pa
per or bacon. Rather we choose issues 
that affect the majority of our popula
tion, the poor." The Alliance addresses 
the 70 per cent of people who have nei
ther the time, knowledge or connections 
to fill the role of a present-day consumer 
activist. CACP's survey of 600 urban fami
lies who are dependent on casual work 
revealed that the daily incomes of both 
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spouses totalled 19 pesos (US $2.50), 
which is less than the minimum wage. 

"When a consumer's purchasing pow
er is low," says Dr N. V. Nair, wHo's 
Western Pacific Regional Adviser on 
Nutrition, " it is not easy to sell the nutri
tion message. Education can help a con
sumer to get the best for his or her peso, 
but big changes have to be brought 
about by applying economic constraints 
through food subsidies, income-generat
ing projects and controlled pricing." 

Today in the Philippines, consumer 
education is tackling two levels- both 
the individual purchasing patterns and 
the international issues which relate to 
products on offer and consumer power. 
For example, a poster competition on 
breastfeeding is accompanied by a boy
cott of all the products of a transnational 
company which promotes infant formula 
without complying with WHO's recom
mendations on breastmilk substitutes. 

A wide range of snacks, almost entirely devoid 
of nutritive value, entice consumers in thou
sands of little sari-sari (variety) stores like 
this throughout the Philippines. 
(Photo B. Seitz ©) 

Campaigns against completion of the 
country's first nuclear power plant focus 
on the potential health hazards of such 
activity in an earthquake zone, and also 
publicise the industrialized world's wil
lingness to foist a product of declining 
popularity on to Third World soil. Many 
residents fear that the nuclear plant's 
run-off water will adversely affect the 
ocean fish, their daily protein supply and 
the fish called jalungong which are 
trawled for the sardine-canning industry. 

In home discussion groups, consumers 
learn herbal remedies for common 
ailments and also the names of drugs 
that have been banned in many countries 
but may still be easily available in a 



Third World pharmacy. The Food and 
Drug Administration (FDA) of the Minis
try of Health urges consumers to file 
complaints against retailers who sell 
prescription-only drugs over the counter. 

At school assemblies, the children are 
warned against packaged snacks, devoid 
of calories, and learn that these imported 
food ideas have replaced more natural 
foodstuffs such as fruits and rice cakes. 

"Is Your Stomach a Junkyard ?"- the 
message flashes on a screen before more 
than 200 Filipino high-school children. 
The punchy slide show contrasts nutri
tious, body-building foods with snacks 
to munch that only fill the stomach. The 
students learn that a bottle of soft drink 
is 99 per cent water and sugar with a 
sprinkling of acids, colouring and fla
vouring. The equivalent of seven tea
spoonfuls of sugar is the source of its 
energising effect, explains Rey Teves, 
director of Konsumo Dabao, an active 

consumer group in Davao City in the 
southern Philippines. 

Davao's residents consume millions of 
bottles of soft drink every day. Teves is 
convinced that drinking soft drinks has 
become a habit for Filipinos only 
because it's fun and convenient- and the 
advertisements have said so. " It's an arti
ficial need", he informs the students. 
" Take it from a former six-bottle-a-day . 
person . I've learned that water is just 
fine." 

With technical data from the Nutri
tionists ' and Dieticians' Association, 
Konsumo's Anti-Junk Food Campaign 
reaches consumers through a mobile ex
hibit, educational programmes at numer
ous schools and broadcasts from the 
city's seven radio stations. 

"Besides being combative'', explains 
Teves, " we must protect consumers by 
promoting an alternative lifestyle." Kon
sumo has introduced "fruity milk" at 

school canteens. Mango, avocado, bana
na or pineapple is whipped in a blender 
with milk, sugar and egg and then frozen 
in slender plastic bags. These snacks 
are more nutritious than the usual 
"iced candies" made of sweetened 
artificially-flavoured water. 

A factory canteen was the first to offer 
tangerine-juice squeezed fresh . The ven
dor used her time and energy because she 
believes " in the health value of natural 
fruit compared with soft drinks". Such 
experimental efforts help to wean 
consumers' tastes . Unfortunately, soft 
drinks are the least expensive commer
cial beverage in the Philippines, while the 
cost of fruit juice in tins and cartons is 
prohibitive for the poor. 

Many low-income earners still strive 
to buy evaporated milk, and about 69 
per cent of bottle-fed infants receive it. 
When lead to a level of 10.95 parts per 
million showed up in one 14-ounce tin in 
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1978, the public was aroused. (Both WHO 
and FDA recommend 0.50 ppm as the 
maximum level of this product.) " Their 
fear of contamination caused them to 
impose a boycott", explained Julia 
Amargo, director of Kilusan ng mga 
Mamimili ng Pilipinas, Ink (KMPI)
which means Philippines Consumers 
Movement, Inc. A vanguard protection 
group, KMPI financed the testing of major 
brands of tinned milk and publicised the 
results. The 1978 lead controversy was 
an indication of the maturing of consum
erism in the Philippines. 

For more than a decade, product-test
ing has been KMPI's main contribution . 
After anonymously purchasing goods 
over the counter as any citizen does, 
KMPI has the samples analysed in " reput
able, reliable government and university 
laboratories". An evaluation committee 
consisting of volunteer scientists and 
technologists assesses the results 
before they are published in KMPI's 
popular magazine, Ang Mamimili ( The 
Consumer). 

Test results inform consumers whether 
products are meeting government regula
tions for safety and quality. Many of 
these standards ·are . determined by the 
detailed guidelines on food , drug and 
cosmetic preparation published in the 
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Codex Alimentarius of the Food and 
Agriculture Organization (FAO). 

For patis or fish sauce, an essential 
condiment in Philippine cooking, FDA 
standards call for a protein content of 
not less than 4.5 per cent in regular varie
ties. Of the 16 brands which KMPI tested , 
only two met the minimum require
ments. 

wHo's Dr Nair admits that there is of
ten a vast gap between existing standards 
and their enforcement, because Third 
World countries do not have the facili
ties, staff or finances to monitor all the 
products marketed . " It is difficult and 
time-consuming to police the manufac
turing. When companies do their own, 
they pass the costs on to the consumer." 
He adds that, in developing nations, 
" private consumer groups hold a valid 
role in informing and thus safeguarding 
the public" . 

Two potentially helpful changes are in 
prospect- a proposed consumer code 
which is under study in a National As
sembly committee and a strengthening of 
the FDA which would double its budget 
and widen its enforcing powers. 

"The consumer's best protection is his 
or her own education as a buyer", Julia 
Amargo affirms. KMPI receives an aver
age of one consumer complaint every 

A woman chemist at the Food and Nutrition 
Research Institute checks on the caloric con
tent of a popular sweetened soft-drink. 

Facing page : These girls at the same Institute 
are tasting "cookies " under rigorous test 
conditions- to ensure that they are acceptable 
for public sale. (Photos B. Seitz ©) 

two days and , when funds are adequate, 
resolves 85 per cent of them in favour of 
the buyer. 

Coordination among government and 
private organizations effectively exposed 
the prevalent danger of aflatoxin in com
mercial peanut butter. After KMPI publi
cised the findings of the Food and Nutri
tion Research Institute (FNRI)- 8,600 
parts per billion when FAO's recommend
ed maximum level is 30 ppb- WHO gave 
additional data and FDA ordered the 
manufacturers to improve their process
ing. One company set up its own labora
tory to monitor the toxin level, and now 
the count among major brand is " consid
erably reduced". 

Dr Nair explains the need for vigilance 
against aflatoxins, which cause primary 
liver cancer in sub-human primates. "A 
consumer cannot know if a food is con
taminated, even though mould is some
times an indicator. " Only 58 per cent of 
I ,400 strains of fungal mould produce 



aflatoxin, but contamination may be pre
sent even if the item seems fit for eating. 

"Corn is easily contaminated here", he 
adds. FNRI research shows that in the 
Central Vesayas, the highest corn-con
suming area of the Philippines, 15.6 per 
cent of all malignancies are liver cancers, 
whereas in Illocos, the lowest corn
consuming region, the incidence of liver 
cancer was only 5.2 per cent. 

"With three-quarters of the popula
tion living in rural areas, where the 
majority offood is not sold in processed, 
packaged form, there is a need to include 
the prevention of aflatoxin contamina
tion in nutrition education", Dr Nair 
points out. Drying harvested grain im
mediately and rapidly hinders moulds 
from growing. Root crops, such as pea
nuts, should be kept out of contact with 
moist soil. The use of fungicides during 
storage should be accompanied by con
sumer education on how to get rid of 
them before the foodstuffs are eaten. 
Cooperation among the . agriculture, 
trade and manufacturing sectors can 
help to reduce a widespread problem 
that militates against food safety. 

FNRI's Director, Dr Josefina Bulatao
Jayme, feels that consumers should also 
know that there is a high incidence of af
latoxin in cassava and fish products, and 

that rice, the daily staple food, is not 
Immune. 

Food and nutntwn study-action 
groups from the consumer organizations 
garner their research findings to use in 
education. FNRI's information depart
ment distributes valuable specifics on the 
nutrients oflocal foods. For instance, the 
richness in vitamins and iron of malung
gay leaves has made them a top-ranking 
vegetable. Although their iron content is 
almost double that of an egg, the latter is 
more totally absorbed by the body 
because it is an animal iron. Dr Bulatao
Jayme warns against promoting one sin
gle food too heavily. "If people tire of it, 
they will stop eating. It's better to push a 
variety." 

But she observes that it's not enough to 
say " eat vegetables" ; eggplant, which 
people tend to prefer, does not contain 
valuable nutrients . Convincing Filipinos 
to eat green and yellow vegetables, the 
brighter the better, is an unending task for 
the nutritionists. 

Consisting almost one-quarter of pro
tein, munggo (mung bean) is an excellent 
meat substitute in conjunction with rice. 
It is not as protein-rich as soy, but since 
this legume pleases .the Philippine palate, 
it can be eaten in large amounts. FNRI's 
data sheets recommend soaking the 

beans in boiling water for two hours and 
then simmering them until soft. Since 
cooking reduces the protein content by 
half, rapid boiling should be avoided. 

Unfortunately the price of munggo has 
soared as a result of its promotion as a 
nutritious food. Dilis, a small fish lauded 
for the calcium its bones provide, has 
also increased in price by 258 per cent 
over the past eight years- mainly 
because it is tagged as nutritious . But by 
pressing for controlled pricing and co
operative marketing, consumers groups 
can help to keep nutritious food within 
reach of the poor. 

Low-income consumers, by the same 
token, must feel a need for such foods. 
The education task is a massive one. Out 
of ten essential purchases listed by the 
poor families surveyed by the Citizens' 
Alliance for Consumer Protection, soft 
drinks were listed number one, with beer 
and cigarettes running close behind. 

By making use of available research 
and prodding industry and government, 
the consumer groups can potentially 
raise the health of the public . Health 
awareness will undoubtedly pay off- as 
it did for one mother, who attributes her 
children's last two cavity-free visits to the 
dentist to their cutting out soft drinks 
from the family budget. • 
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Adolescents in Asia 
Adolescent sexuality and fertility are very real, and young people need accurate 
information, professional counselling and social services as well as medical and 
health programmes specially designed to meet their need for sexual expression 

GJ 
dolescents and Asia both have at 
least one factor in common : they 
a re going through a period of 
transition characterised by the 

end of innocence, growth spurts, role 
confusion , mood changes, deep concerns 
and a need for direction. Adolescents in 
Asia- and here I am referring largely to 
the Far-Eastern countries- are ex
periencing change in multiple dimen
sions, complicated by individual and 
environmental forces that are like 
the proverbial " wheels within wheels" 
situation. 

Adolescents today form a substantial 
proportion of the populations in Asia, in 
some cases ranging from 20 to 25 per 
cent. Demographically, they are going to 
be a very significant next generation . 
Because they are just beginning their sex
ual and childbearing life, they hold the 
key to the future demographic patterns 
and the resultant quality of life. 

They a re a high-risk group, whose 
health and health-related problems have 
long-term life-span implications. These 
young people, and particularly the girls, 
need to be given an opportunity to con
tribute to the manpower and economic 
resources that are so vital to their 
national development, and should not be 
burdened down with sexual and pa rental 
responsibilities before their appointed 
time. 

Today's adolescents are a generation open to 
new ideas, but still searching for their own 
identities and relationships to adult life. 
(Photo WHO/R . Rai) 

by Wong Yew Chong 

But perhaps the most exciting factor 
lies in the fact that today's adolescents 
are a generation open to new ideas, 
willing to explore alternatives, and try 
new approaches. Compared with their 
parents and grandparents, they are also 
better informed, better educated in the 
natural and social sciences, and more 
open to logic and scientific thinking. 
Their value systems are still fluid enough 
to be moulded , and they are searching 
for their own identities and relationships 
to adult life. They are more sensitive to 
their environment, and more ready both 
to experience life to its fullest and to take 
on causes which they believe are crucial 
to their future and their prosperity. 

Sexuality and fertility 

Adolescent sexuality and fertility are 
not new phenomena in Asia. In the years 
gone by, they were taken very much as a 
matter of course, and were often ac
knowledged by more permissive sexual 
attitudes and early marriages. The prob
lems associated with teenage pregnancy 
and with maternal and infant mortality 
or morbidity were compensated for by 
having larger families or extending the 
periods of childbearing. 

With today's emphasis on the "good 
life" that has come to be synonymous 
with affluence, comfort and freedom, 
coupled with global concern over the 
lack of natural resources for an overpop
ulated world and the realities of rising 
economic pressures that come with in-

dustrialization, adolescent sexuality and 
fertility take on a new dimension. Rapid 
urbanization has sparked off rural-to
urban migration , over-crowding, chroni
cally inadequate health and sanitation 
facilities , and unemployment. In many 
societies there are reports of increased 
premarital sexual activities among ever
younger people, declining ages of first 
coitus, greater numbers of adolescent 
pregnancies, induced abortion , and sex
ually transmitted diseases, and an in
creasing incidence of childbirth among 
teenage mothers. Perhaps some of these 
changes have come to light because of 
better reporting or statistical procedures, 
but the sheer numerical implications are 
very real indeed. 

The awakening has been slow. Though 
conscious of population pressures, many 
countries have still to look seriously at 
their adolescents as an expanding pro
portion of the population. 

Many countries do not have a clear 
picture of their adolescents, especially in 
terms of their sexuality and fertility. 
They lack accurate biomedical data 
on adolescent development, nutritional 
needs, and the short- and long-term com
plications of their sexual behaviours and 
consequences. They are oblivious to their 
adolescents' psychosocial needs and to 
the problems associated with ignorance, 
misinformation and the resultant insecu
rity among young people about their 
physiological development in general, 
and their sexuality and fertility in partic
ular. The authorities lack an in-depth 
understanding of their adolescents' 
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risk-taking behaviours (accidents, drug 
abuse, premarital sex, to mention a few) 
that have emerged as a result of their 
endocrine changes, the expectations of 
their peer groups, parental neglect, con
fusing conflicts of values, family and 
school problems, and, in general, the 
urbanizing pressures of rapid industri
alization. 

Because of the many urgent and press
ing social and political demands of many 
developing Asian countries, adolescent 
needs and problems are pushed into the 
background . Strangely enough, some 
policy-makers even refuse to admit that 
adolescent sexuality problems exist. For 
instance, in one South-East Asian coun
try, sex education is not included in 
school curricula, information on family 
planning is given only to married people, 
and contraceptive counselling to unmar
ried adolescents under 17 years of age is 
not permitted by law. Too frequently it 
is assumed that such problems will 
take care of themselves with the onset of 
adulthood. 
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But adolescent sexuality and fertility 
are very real, and young people need 
accurate scientific information, profes
sional counselling and social services, as 
well as medical and health programmes 
specially designed to deal with their 
need for sexual expression. They need 
health and educational services that deal 
with contraception, pregnancy, abortion, 
childbirth, adoption , and sexually-trans
mitted diseases- first of all as preventive 
measures, and later, when perhaps things 
do not work out, they need positive assis
tance in taking decisions about what 
to do. 

Although some countries like Hong 
Kong, Japan and Singapore have excel
lent programmes, there are many areas 
where the present service structures have 
unfortunately made little or no provision 
for adolescents as a special target au
dience; such services as exist are staffed 
by service-providers who have not been 
trained to deal with their problems, so 
that young people no longer turn to them 
for help . 

Adolescents in Asia 

Left: 
In many Asian societies, there are increased 
premaritalsexual activities among ever-youn
ger people, more cases of sexually-transmitted 
diseases, and an increasing incidence of child
birth among teenage mothers, 

Right: 
The new generation of schoolchildren- in this 
case, in Japan- is growing up to find tradi
tional school furniture is too small! Better 
feeding habfts.make for bigger children. 
(Photos Len Sirman © and WHO/E. Schwab) 

The first step is for society to recognise 
that the adolescents exist, and are sexual 
beings with very powerful natural drives. 
They have inalienable rights to life and 
sound health, to living a normal life now 
and in the future, to choosing whether 
and when they want children, to social 
and health services towards which their 
parents have paid taxes to create, sup
port or operate, and to assistance as they 
negotiate the complex and difficult tran
sition into adulthood. They deserve to be 
helped because they are our adolescents. 

There is a need for reliable, accurate, 
country-specific information about ado
lescents, on which to base programmes 
and priorities . There is a need to bridge 
the communication gap between policy
makers at all levels, service providers (in
cluding parents) and their adolescent 
"consumers". There is a need for better 
trained, adolescent-oriented service per
sonnel who can relate to their young 
clients' perceptions, fears, attitudes, and 
aspirations . 

And there is therefore a need for Asian 



communities to take a stand on such 
controversial · issues as contraception, 
pregnancy and abortion, as they relate to 
adolescents, so that the present ambiv
alence in services may be dissipated and 
replaced by real , efficient, accessible, and 
acceptable adolescent-oriented services. 
For instance, abortions have only been 
legalised in Singapore and Japan. But if 
the authorities had not chosen to do so, 
then strenuous efforts would have to be 
made in sex education and other efforts 
to prevent pregnancies, and if and when 
adolescent girls became pregnant, then 
adequate provisions would have to be 
made for educational, counselling, and 
adoption services for the mothers to 
carry the pregnancies to term. 

WHO efforts 

WHO has been very active in trying to 
meet some of the most urgent needs dur
ing the past six years. From the head
quarters in Geneva, for instance, four 

meetings were organized to study the 
problems associated with adolescent sex
uality and reproduction: pregnancy and 
abortion in adolescence (1974), con
traception in abortion (1975), the health 
needs of adolescence (1976), and adoles
cent sexuality and reproductive health in 
their educational and service aspects 
(1980). 

A two-year multinational and cross
cultural survey of family life education 
and services available to adolescents was 
carried out in 14 countries in collabora
tion with the International Planned 
Parenthood Federation (IPPF). A series 
of collaborative studies on the growth 
and sexual maturation of boys and girls 
and their knowledge and use of con
traceptives are still in progress, as well as 
country-specific studies on the outcome 
of pregnancy, the incidence of abortion 
and other related matters. 

The Western Pacific Regional Office of 
WHO has also taken a deep interest in the 
problem. It has arranged three expert 
meetings in the last two years: research 

needs in the reproductive health of ado
lescents (1979), the health needs of ado
lescents (1980), and adolescent fertility 
management (1980). 

This is just the beginning of some 
serious efforts to deal with a problem 
that has gained much momentum in 
recent years after generations of neglect. 

There are no clear-cut answers and 
solutions that would be applicable to all 
situations; each country and community 
must decide and act for itself. But act it 
must, for any further delay would only 
hurt our adolescents in the long run . • 

ERRATUM 

The 18th century painting which we 
reproduced on page 22 of the April issue 
of World Health was wrongly captioned. 
The artist was in fact Tony-Robert 
Fleury , who painted the celebrated 
French physician Philippe Pinet de
claiming against the practice of con
fining the mentally disturbed in chains. 
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ew countr.ies can be so beautiful 
as Sri Lanka, with its incredible 
variety of lush trees, fruits and 
flowers, its rich animal and bird 

life, and its stunning sea-coast adorned 
with coconut palms bent gracefully sea
wards by the wind. In this island live a 
harmonious and hardworking people, 
striving to develop their resources and 
raise their standard ofliving, for poverty, 
malnutrition and avoidable diseases are 
still the lot of many of them. 

Health care in Sri Lanka is an interest
ing blend of public, private, traditional, 
"Western" and Ayurvedic- a 1974 
survey showed that each person has 
some form of care within four-fifths of a 
mile, and a government service within 
three miles. The Ministry of Health, now 
preparing a national plan for PHC, is 
concerned to promote among the people 
an awareness of individual responsibility 
for health. This is also one of the roles of 
the Volunteer Health Workers, who have 
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written a continuing success story of 
community action for development m 
the Sri Lankan villages. 

The volunteers are mostly young 
people, the great majority of them 
women, between school-leaving age and 
their early twenties. They do their health 
work while waiting to find jobs, their 
reward the satisfaction they obtain from 
contributing several years to valuable ser
vice in their village. 

I took the bus to Kalutara, about an 
hour south of Colombo, to visit the 
National Institute of Health Sciences 
and find out more about the volunteers 
of that area. Dr S.D. de Silva explained 
that the Institute trains four categories of 
PHC workers-the public health mid
wife, the public health nurse, the public 
health inspector and the assistant medi
cal practitioner-and also the volun
teers, chosen on the advice of a midwife 
and the local leaders. The volunteers 

learn from a team including nurses, in
spectors, midwives and the NIHS training 
staff. Then they work as part of this 
team, relieving the health staff of many 
duties, surveying the village and its 
needs, and promoting health and general 
development. 

"Our training programme is based on 
the relevant problems we see around us", 
said Dr de Silva, "diarrhoea, respiratory 
infections, hepatitis, TB, occasionally 
polio. The living conditions are very bad 
and overcrowded in some areas; toilet 
facilities are poor, and there are people 
who still drink straight from the well or 
the river. Some are so poor that they 
haven't even another cloth to change 
into. Often the children are neglected too 
because the mothers have to work, as 
rubber-tappers or weavers- they can't 
do without the extra few rupees." Some 
of the families, I was told later, live on 
20 rupees a day (about US $1) for per
haps eight people. 



Volunteer health workers~mostly young peo
ple waiting to find jobs~sweep and burn the 
fallen leaves in a temple garden in Sri Lanka. 
They do many kinds of health, social, agricul
tural and educational work in their own and 
neighbouring villages. 
(Photo WHO/D. Gibson) 

The Institute covers an area around 
Kalutara of 52 square miles, and 
Mr M. Moorcy, who is a public health in
spector, took me to the Gamagoda field 
practice area where he works among 
13,500 people in a 15 square-mile area 
requiring 125 volunteers. "Much of my 
time is spent on environmental health", 
he told me, "and that's not achieved in 
no time. You have to get everyone to 
cooperate. So I thought to ask the people 
to participate and create an awareness of 
health problems." 

At Mr Moorcy's instigation a Central 
Health Committee was set up by the 
leaders (gramasevikas) of the six villages 

in the area, to promote not only health 
but total development through voluntary 
effort. The Committee chooses the 
volunteers together with Mr Moorcy and 
his colleagues, the public health mid
wives and nurses, who then give the 
training. 

"For example, two-thirds of my area 
floods during the rainy season, so the 
volunteers come with me afterwards to 
chlorinate the unprotected wells. Each 
one looks after 25 houses and gives 
health education advice, such things as 
drinking boiled, cooled water." The · 
volunteers don't limit themselves to 
health work, though. " In the villages 
they find the bad roads and go in a team 
to put them right, while the whole society 
collects funds to provide lunch and tea 
for them during the work. Then we have 
'do you know?' contests every three 
months in the schools, with prizes, to im
prove general knowledge, and we put 
health and sanitation questions in too. " 

Mr Moorcy introduced me then to 
Mr William Godellawatta, President of 
the Gamagoda Central Health Commit
tee and himself from Bombuwala village. 
Mr Godellawatta has done voluntary 
social work ever since leaving school and 
has been a village council member for 
16 years, deriving his happiness from the 
satisfaction he finds in his work. A few of 
his volunteers are older, like himself, but 
most are young, from 16 upwards. "They 
clean up the gardens and help the poor 
people put up latrines and dig compost 
pits and grow flowers and vegetables", 
he told me. "Sometimes they help in oth
er villages too . The services they render 
can't be judged by money value; the 
satisfaction they get is worth much more 
to them." 

I asked then if the volunteers' work 
wasn't more than just health and sanita
tion but had cultural and philosophical 
aspects too. Mr Moorcy took up the 
reply : "Yes, it's educational, social, reli-
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gious ... they arrange sales to get income 
for the temple, for example, and organize 
circulating libraries to increase knowl
edge. Also the Central Health Commit
tee invites to its meetings other agencies 
which can render a service to the vil
lage- the Colombo Plan, the People's 
Bank, and agriculture and irrigation 
agents- so that the people are put in 
touch with all possible sources of 
assistance." 

In 1975, five creches were started for 
children of mothers out at work doing 
rubber-tapping and wrapping beedis
smalllocally-made cigarettes. Volunteers 
run the creches too (among them 
Mr Godellawatta's daughter) , assisted 
by the probation and social services and 
supervised by a committee of five moth
ers, the president and secretary of the 
Health Committee and the midwife. 
Soon they hope to get supplies of Tripo-

sha, a nourishing food mixture, for the 
children. The creche at Bombuwala is 
held in a room in the postmaster's 
house- this is his contribution to the 
community's welfare. Another is held in 
a room set aside by the Buddhist priests 
at the temple, where volunteers were 
clearing the garden and burning the fall
en leaves on the day I visited. 

The volunteers support the health staff 
during epidemics, and also help the Insti
tute in its training programmes by foster
ing good relations between trainee health 
professionals and the population . " We 
always remember this with gratitude", 
says Dr de Silva. " In return I think we do 
a service for these young people too, by 
keeping them occupied in a gainful way. 
They avoid the psychological problems 
that can come from idleness and acquire 
knowledge that will be useful to them all 
their lives." 

Back at the Institute in Kalutara, I met 
Mrs Weerasuriya and Mrs Jayaratne, 
tutors in public health . Mrs Weerasuriya 
described how the volunteers help the 
nurses and midwives: " They do domestic 
nursing services, first aid, environmental 
sanitation, nutrition and MCH," she said, 
"whatever they can do on their own, 
either in the child welfare clinics or the 
homes. For example, one of the nurses 
has taught them to dress the cord on 
new-born babies, and to look for scabies 
and pediculosis . Usually only the 
women work in the clinics but the young 
men follow the classes too and help the 
public health inspector during epidemics 
and in mass vaccination and education 
programmes. All this is very useful to 
them later when they themselves become 
mothers and fathers. " In answer to my 
question about prevention she replied : 
" The concept has been there for some 



time but now it's really taking on 
because it's emphasised to all categories 
of trainees and the idea comes to 
everyone from the top down." 

Mrs Jayaratne recalled the time long 
ago when as a public health nurse she 
thought of asking volunteeers to do non
technical tasks so that she could work in 
a larger area and do more health educa
tion. "It was quite a success- our im
munization and family planning figures 
went up noticeably. Now the nurses and 
midwives are helped a lot by the volun
teers. It 's hard for the midwife to attend 
to all the post-natal cases, but with 
volunteers to dress the cords she can 
spend more time with people who need 
intensive care." 

She told me about a health centre 
where the volunteers realised that the 
health team were working m too 

A silver lining 

The volunteer health worker scheme is still be
ing fashioned to meet the primary health care 
needs of Sri Lanka; this promising concept 
represents a silver lining for the nation's health 
care system. 

Left: 
Shivering beneath his blanket, a feverish 
patient consults the malaria volunteer. The 
sign indicates that malaria treatment can be 
obtained here. 

Right: 
Watched by her father from whom she took 
over the malaria work, volunteer Kalyani 
Thilakalatha Bandara discusses her cases with 
Dr R. Bernard, in charge of malaria control in 
Anuradhapura district. 
( Photos WHO/D. Gibson) 

cramped conditions and of their own ac
cord got the villagers to build an exten
sion from their own resources. How was 
it that there was such a good community 
spirit here, I asked. " It just takes one 
person to build on that spirit- the peo
ple are willing to help but someone has 
to motivate and coordinate them- that's 
what we try to teach our trainees to do. " 
Mrs Jayaratne would like to make volun
teers of the childre11 too: " You know, 
even little children can motivate their 
parents- some of them won 't eat 
without washing their hands with soap! 
If we can do something through the 
schools it will be even better." 

Sometimes the Volunteer Health 
Workers in Sri Lanka are used for spe
cial projects like malaria control, and it 
was to visit a malaria volunteer that I 
made a seven-hour journey northwards 
to Anuradhapura district, where ancient 

buildings and vast irrigation schemes 
remain from a civilisation of 2,000 years 
ago . This is the dry north-eastern zone, 
with vast open spaces and far fewer trees 
to offer their welcome shade, where the 
rain has to be collected carefully during 
only two wet months to irrigate the rice 
fields, and where mynah birds and small 
green parrots feed from the rice-ears. 

At Walaswewa lives Kalyani Thilaka
latha Bandara, a calm and friendly 
young woman with a welcoming smile 
who took over as VHW from her father 
two years ago on leaving school. Outside 
the house where she lives with her family 
a sign announces that malaria treatment 
can be obtained here. Anyone with fever 
comes to her ; she knows the signs of 
malaria, and after taking a blood film 
gives the patient a five-day course of 
tablets of two colours: one type kills the 
parasite and the other prevents a relapse. 





Volunteers run this village creche at Bombu
wala, near Kalutara, in rooms made available 
by the postmaster in his house, as a service to 
the community. 

Left : The malaria volunteer hoes the garden be
tween visits from clients. In the background, the 
family rice-plot . (Photos WHO/D. Gibson) 

If there is no improvement after a few 
days, she refers the person to a clinic . 

She also does family planning work 
and distributes contraceptive pills to her 
neighbours- although she is young and 
unmarried, the married women show no 
hesitation in accepting her advice. She is 
trained too to give first aid for accidents 
that happen in the fields- round here the 
homes are very scattered and it's a long 
journey to the nearest dispensary. In the 
intervals, she goes on with her agricul
tural work on the family's farm next to 
the house, and cultivates the garden. 

Dr R. Bernard, the Regional Medical 
Officer for Anuradhapura district, told 
me that about 600 such volunteers are 
helping the Malaria Control Programme 
in his area. The local carrier of malaria is 
the culicifacies mosquito, which breeds 
in the sunshine in rain-pools after show
ers. "Because the population are spread 
out it is difficult for them to get to an in
stitution for treatment, so they may suf
fer for a number of days and meanwhile 

the parasite has time to develop. So the 
idea emerged that the people should look 
after themselves, with one volunteer 
holding the tablets for 50-60 houses, giv
ing treatment, taking blood films and 
promoting collaboration with the health 
services for other activities too." 

The volunteers take an active part in 
house-spraying with malathion. "They 
explain why spraying is necessary and 
what to do when the sprayers come- the 
best time to bring the subject up is when 
the people are actually sick! " This makes 
the job easier for the sprayers because it 
is something of an annoyance to the 
householder to have to take all the furni
ture out and the pictures down every 
three months. 

Dr Bernard considers the malaria 
volunteers to have been a success. 
"Without them 90 per cent of the people 
here would be sick. They are cultivators 
and can't leave their crops, so they would 
wait until desperate for treatment, and 
by that time the parasite would have 
been passed on by mosquito bites to 
many other people. Now, they can con
tact the volunteer within an hour and get 
their tablets. If we could train the volun
teers further we could certainly reduce 
the number of people coming to the out
patient departments, and then the num
ber of hours per day available for work 
would increase." 

For the country as a whole the volun
teer programme comes under the respon
sibility of the Health Education Bureau, 
whose officers are constantly criss-cross
ing the countryside organizing training 
programmes. Dr Merle Perera told me 
that the volunteers conduct discussions 
with mothers on breastfeeding, encour
age them to use the child health clinics, 
immunization facilities and family plan
ning services, promote the use of local 
vegetables, and bring fathers for vasecto
my sessions. The reason why health edu
cation is so successful here is threefold, 
he said. "We have a high literacy rate; in 
25,000 square miles we have 1,000 
government health institutions ; and we 
have 10,000 schools- with which we 
work closely- even · in the most rural 
areas." 

The Sri Lanka Volunteer Health 
Workers are continuing in a tradition of 
service that goes back to the earliest 
times of the country's civilisation. In his 
book, "Volunteer Health Worker in Sri 
Lanka", a Health Education Bureau 
publication, Dr Waiter Patrick writes: 
"The VHW as a concept and an ad hoc ac
tivity has been with us for a long time. It 
is now being fashioned to meet the pri
mary health care needs of Sri Lanka. It is 
full of promise and is certainly a silver 
lining in the difficult challenge the health 
care system has to meet." • 
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Spec.tacles 
for lhe Third World 

Providing spectacles, in rich and poor countries, tends to be 
an individual, tailor-made system that benefits only the few. 
How can the supply be improved in th~ Third World sothat they 
are available at lower cost to more of those who need them? 

by David Piachaud and Robert Weale 

(!] n a mat at the edge of a busy road 
a dozen pairs of spectacles are 
laid out. A passer-by, strolling 
through the market, tries on one 

pair- moving them nearer and farther 
from his eyes, peering at a scrap of news
paper to judge their effectiveness- then 
tries another and yet another. Here- as 
in almost any less developed country
spectacles are sold in the market, as sun
glasses are in other parts of the world , by 
an untrained salesman to a buyer . who 
feels the need and has the cash. 

This marketing of spectacles is no part 
of an organized health service yet for 
many people it offers the only chance to 
improve their sight: very many more 
lack even this opportunity. There are, of 
course, trained ophthalmologists and 
skilled dispensing opticians in many less 
developed countries, but their services 
are available only to a small, predomi
nantly urban, section of the population. 

There are three populations whose 
need for spectacles is of primary concern . 
Firstly, the schoolchildren who will get 
more benefit from education if they can 
see as well as possible. Second, the elder
ly (presbyopes) who, all over the world , 
tend to find close work or reading pro-
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gressively harder without optical aids. 
Third , the large numbers of people 
whose crystalline lenses have had to be re
moved surgically in cataract operations, 
and who are gravely handicapped with
out the appropriate eyesight correction. 

How then can the supply of spectacles 
be improved in less developed countries 
to make them available at a lower cost 
to more of those who need them ? As 
consultants for WHO's Programme 
for Appropriate Technology for Health, 
we examined this question in two 
countries- Pakistan and Sudan. 

But before looking into means of pro
viding low-cost spectacles, we had to 
consider a more basic, and more diffi
cult, question . Should any of the pre
cious time of health planners in less 
developed countries be devoted to spec
tacles at all? Clean water supplies, 
improved nutrition and immunization 
are- literally- vital, and must take 
priority over the correction of refractive 
errors by means of spectacles. But this 
does not mean that other activities 
should be totally neglected . We found 
that , even in very poor countries, sub
stantial health service resources are a!-

ready being made available for the provi
sion of spectacles: if these resources can 
be spent more efficiently, more people 
needing spectacles can benefit. 

From personal, social and economic 
perspectives, spectacles are important, as 
will be appreciated by those who now 
wear them. On a personal level , the cor
rection of seriously impaired vision af
fects a person 's whole perception of the 
world and ability to live independently 
and safely. Socially, as societies strive for 
literacy and improvements in education, 
the ability to see well enough to read is of 
growing importance. Economically, the 
deterioration of vision can mean that a 
skilled craftsman is less productive, risks 
injury at work and may even have to give 
up work altogether. Uncorrected refrac
tion errors can be a disabling condition 
which wastes production and educa
tional investment. In many of the less 
developed countries, refractive errors are 
not the major cause of impairment of 
vision; much more needs to be done in 
tackling eye diseases and preventing 
blindness, and this clearly takes priority 
over providing spectacles. But the fact 
remains that , if resources now being used 
to supply spectacles could be used more 



An eye-test in the open air for villagers in a 
small Sudanese community . 
(Photo WHO/D. Henrioud) 

efficiently, many more people could 
benefit. 

The provision of spectacles may be 
organized in a wide variety of ways. 
The five key elements- which may in turn 
be combined in various ways- are: 

Patient presentation: This is normally 
the result of a felt need- an awareness of 
visual impairment and of the possibility 
of remedy. The patient has to be able to 
meet the costs that may be involved- not 
merely the cost of spectacles but also 
travel expenditure and perhaps a loss of 
earnings while absent from work. 

Examination and prescription : The 
decision as to what spectacles, if any, are 
required may be made: 
- by the individual, through trial and 

error, choosing between finished pairs 
of spectacles on offer; 

- by an optician using a sight test or 
(very rarely) refraction ; 

- by an ophthalmologist usmg a sight 
test or refraction. 

Production of lenses and frames : Com
ponents may be manufactured locally or, 
as happens in many less developed coun
tries, imported . Lenses may be made 
from optical blanks, or can be partially 
or fully finished. 

Preparation of spectacles: The finished 
pair of spectacles may be assembled by 
the manufacturer of the components. Al
ternatively, components are supplied by 
producers and a separate stage of prep
aration is involved . This may simply 
involve cutting finished lenses to fit 
the frame or it may first involve grinding 
optical blanks to prepare the lenses. 

Supply of spectacles to patient: If com
pleted spectacles are offered for sale, the 
supply of spectacles takes place at the 
same time as the patient's visit. If the 
preparation of the spectacles takes time, 
a return visit by the patient is required. 
And in supplying the spectacles, the pre
scriber may or may not test the prepared 
spectacles to check whether they con
form to the prescription. Here are some 
examples of the ways in which these ele
ments may be combined. In the case we 
described at the start of this article, the 

patient came seeking spectacles on the 
basis of felt need , and made his own self
prescription on the basis of trial and er
ror ; the spectacles were manufactured 
and prepared into a finished product in a 
foreign country. For those who decide to 
buy spectacles in this way, presentation, 
prescription and supply coincide in time 
and place. 

Again on the basis of felt need , a 
patient may visit an optician 's shop. The 
optician has acquired from his father and 
from reading considerable practical 
knowledge. He administers a sight test 
and makes a prescription. He purchases 
finished frames and optical blanks. In his 
workshop he grinds the appropriate 
lenses, cutting and fitting them in the 
chosen frame. The patient collects the 
completed pair of spectacles. 

Patients may present themselves at a 
hospital clinic. If the ophthalmologist 
thinks it appropriate, he tests their eyes 
in the hospital or refers them to a private 
clinic. There a prescription is made out 
to be taken to an optician for dispensing. 

In the case of cataract patients, the 
provision of post-operative corrections 
may be conveniently organized by the 
hospital. The variety of corrections is 
limited. Frames have to be designed to 
support classically heavy lenses and the 
scope for variety here too is restricted. 
The hospital obtains supplies from opti
cians or directly from the manufacturers. 

Thus far we have tried to analyse and 
clarify the wide variety of systems for 
supplying spectacles. We have not intro
duced any actual cost figures for two rea
sons. Firstly, it is very hard to make use
ful comparisons between costs in dif
ferent countries because of differences in 
income levels, exchange rates and so 
forth. Secondly, and more fundamental
ly, we are concerned not merely with the 
cost of materials but rather with ~the 
whole system of supply and its efficiency 
and effectiveness. 

The problems and cost implications of 
the five elements that became apparent in 
our investigations were as follows: 

Patient presentation: Those who pre
sented themselves were predominantly 
urban adults. This is not surprising: 
adults with deteriorating sight are much 
more likely to be aware of their visual 
impairment than are children ; more ur
ban workers require close vision than do 
rural dwellers ; urban areas tend to be 
relatively more prosperous than rural 
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areas; and access to spectacle suppliers, 
as to doctors, is easier in urban areas. 
But while it is not surprising this does 
not mean it is satisfactory. 

How far rural adults have impaired 
vision owing to their unmet needs is not 
known. But most adults are aware of 
deteriorating sight if it causes them diffi
culty. Therefore reliance on self-presen
tation seems to be all that is possible in 
the near future. The best prospect for 
meeting their needs is to make spectacles 
available more readily and more cheaply. 

For children the position is very 
different. Very little reliable evidence is 
available but our investigations indicated 
that a high proportion- in one case over 
a quarter- of schoolchildren suffered 
from a severe visual defect. The conse
quences of this unmet need are grave, not 
least in terms of the waste of educational 
resources in trying to teach those who 
cannot see properly to read . It is useless 
to rely on children feeling the need for 
spectacles. Therefore if this need is to be 
met there must be some form of screen
ing of those entering school. 

Examination and prescription: The 
three forms of prescription that were 
most common all had disadvantages. 
Self-prescription by trial and error was, 
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in our judgement, better than nothing. 
But spectacles were tried while being 
worn in the wrong position (for instance, 
too low down on the nose) and the 
choice was limited to pairs of spectacles 
with both lenses of nominally the same 
power. Most opticians who administer 
sight tests lacked any formal training, al
though many were highly experienced 
and skilled. Finally, testing by an oph
thalmologist was very costly and such 
medical staff are in very short supply. 

Two obvious ways of meeting these 
problems are to start training schemes to 
upgrade opticians' skills (they will need 
to be organized on a part-time basis, so 
as to interfere as little as possible with 
commercial working hours), and to 
create a category of paramedical optical 
assistants to work with ophthalmolo
gists, trained specifically in sight-testing. 
They will require the ability to detect the 
signs of disease, but they do not need 
many years of medical training. (In some 
places, optical assistants have already 
been introduced.) 

Production of lenses/frames : The vari
ety of sizes and shapes of frames pro
duced around the world is undoubtedly 
immense, mainly for commercial and 
cosmetic reasons. This effectively means 

Spectac{es for the, Third World 

Left: 
The component parts of a pair of spectacles 
are very simple, but in many less developed 
countries they are likely to be imported. As
sembling the components involves a separate 
stage of preparation, and may involve cutting 
.finished lenses to fit the frame or even grinding 
optical blanks to prepare the lenses. ' 

Right: 
A child suffering from a slight squint is t,ested 
in the "orthoptics" department of an Indian 
hospital. A ;,prescription .will be made out for 
the patient to take to an optician, who will then 
supply a pair of spectacles. 
(Photos WHO jR. Weale and 
WHO jT.S. Satyan) 

that each pair of spectacles supplied (ex
cept those purchased complete, as we 
have described) has to be individually 
prepared. 

The most important avenue for reduc
ing the cost of spectacles lies through 
standardization. This does not mean all 
spectacles should be identical nor that 
they should be unattractive. It does mean 
that if most frames required a common 
size or sizes of lens this would enormous
ly extend the opportunities for bulk
production and for both competitiOn 
and cooperation between suppliers of 
spectacles. 

More specifically, there is a lot to be 
said in favour of circular lenses. These 
are cheap to manufacture and to frame, 
offer special facilities in connection with 
astigmatism, and tend to remain fashion
able. We envisage for example two stan
dard sizes: one for children and one for 
adults . 

Preparation of spectacles: The individ
ual preparation of lenses to meet a pre
scription is expensive and inefficient. If 
each lens had to be different, individual 
preparation would be inevitable. But the 
vast majority of prescriptions to correct 
refraction errors could be met with lenses 
of only five or six strengths. 



It is perhaps fair to compare the prep- sight test and prescription could be im
aration of spectacles with that of clothes. mediately followed by dispensing if the 
Most spectacles are tailor-made; scarcely appropriate standard lenses were avail
any are supplied ready-made, off the peg. able for assembly in a standard frame. In 
And as with clothes, tailor-made prod- most cases, this ·.vould reduce the three 
ucts are inevitably far more expensive visits to one. The possible effect on costs 
than off-the-peg products. and consequently on availability, is self-

In order to reduce the costs, the best evident. Where schoolchildren are in
thing is to replace individual preparation volved, it is essential that an additional 
of spectacles whenever possible by a stage of screening be included. 
much simpler and less costly assembly of 1 Conditions vary from country to 
standardized components. country, but there are common features 

Supply of spectacles to patient: Obtain
ing spectacles commonly involves three 

_ separate visits. The patient has to have 
an eye-test and receive a prescription. 
Next he must present the prescription 
and select a frame at an optician's shop. 
Finally he has to collect the finished 
spectacles. 

These three visits take up the patient's 
time, particularly if a long journey is in
volved; staff time and paperwork add to 
the cost. A further problem is that the 
separation of prescription from dispens
ing usually means that the spectacles 
supplied have not been tested by the pre
scriber, as they ought to be, thus giving 
rise to uncorrected dispensing errors. 

The obvious remedy is to integrate the 
stages of supply. For most patients the 

which allow us to learn some general les
sons. The means of providing spectacles 
in less developed countries is largely 
parallel to tha:t in more affluent nations. 
It tends to be an individual, tailor-made 
system that is confined to a small section 
of the population. As Dr B. Abel-Smith 
wrote in 1978 in a WHO document on 
poverty, development and health policy: 
"More people can be provided with 
services if no service costs more than 
is essential to provide the necessary 
level of care. The price paid for high-cost 
technology for a few is no technology 
at all for the many." 

We have attempted to identify certain 
·key features which, separately or in 
combination, could make spectacles 
more extensively available to those 
who need them. These are: 

- The screening of schoolchildren to 
identify unmet needs. Such screening by 
teachers or health workers to determine 
which children need further testing is in
dispensable if the provision of spectacles 
is to be effective in reaching those in 
need. 

- The standardization of compo
nents. Only with standard lens sizes is 
it possible to replace individual manufac
ture on an economic basis. How it can be 
encouraged remains an open question. 
But one method might be to distinguish 
standard from luxury corrections, per
haps by offering tax relief or subsidies to 
the former. 

- Creating new categories of health 
personnel. Upgrading the skills of opti
cians and training optical assistants to 
work with ophthalmologists may offer 
the best prospects of overcoming staff 
shortages and using the resources avail
able most cost-effectively. 

- Integrating prescription and dis
pensing. Making available quick-assem
bly standardized components so that 
sight-testing can be immediately fol
lowed by dispensing offers scope for 
large reductions in cost, and the best 
hope for making services widely avail
able as an adjunct of primary health care 
and preventive medicine. • 
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A programme with a vision 
by John Madeley 



If defeating smallpox throughout the world was like climbing Mount 
Everest, the task of saving sight in Nepal may be seen as the equivalent 
of scaling that country's famous mountain by an even tougher route 

robably the chief thing that 
strikes anyone who takes a look 
at the WHO programme to prevent 
and control blindness in Nepal is 

that the people engaged on the project 
are really excited about it. Excitement is 
not too common a commodity among 
experienced development personn-el, but 
then the people who lead this ambitious 
programme in Nepal just possibly have 
something to be excited about. 

That "something" is nothing less than 
the real possibility of eliminating most of 
the avoidable blindness · in Nepal and
partly through the lessons learnt in this 
one country- of helping forward a 
movement to drastically reduce blind
ness throughout the developing world . 

Leading the wHo team working for the 
programme in this small Himalayan 
mountain country are Dr Nicole Gras
set, WHO Project Manager, and Dr Larry 
Brilliant, WHO Survey Manager, both of 
whom, like several other team members, 
were involved in the defeat of smallpox. 
Dr Gras set was in charge of wHo's small
pox eradication unit in South-East Asia. 
Now, with that success very much in 
mind, the team in Nepal has a clear 
vision- to help other people keep their 
sight. "Defeating smallpox was the 
Mount Everest", says Dr Brilliant. But 
the team's new challenge might be seen 
as the equivalent of scaling Nepal's 
famous mountain by an even tougher 
route. About 42 million people in the 
world suffer from a severe loss of vision, 
most of them being neeqlessly blind. 
Together they make up one in ten of the 
world's disabled. If, in the International 
Year of Disabled Persons, a process can 
be set in motion which restores sight to 
millions and prevents yet further millions 
from going blind, then the scaling of an 
Everest will have truly been achieved. 

Nepal is one of the first developing 
countries where such a concerted attack 
on avoidable blindness is being carried 
out. Why Nepal? After smallpox had 
been eradicated, a group of people 
involved in the programme, set up 
SEVA- the Society for Epidemiology 
and Voluntary Assistance. Its aim was to 
work towards the alleviation of other 
forms of suffering, such as avoidable 
blindness. Nepal was chosen to mount 
an att'ack on blindness, partly because it 

is in the group of least developed coun
tries and also because it had a reportedly 
high incidence of blindness with very 
limited facilities . 

In March 1979, in collaboration with 
the Nepal government and WHO, SEVA 
carried out, as a first step in the pro
gramme, a feasibility study which showed 
that some 90 per cent -of blindness could 
be prevented or cured. The Nepal govern
ment and WHO have now agreed to 
mount a major programme of blindness 
prevention and control. 

The aim of the US $5 million pro
gramme, which runs from 1980 to 1985, 
is firstly to reduce preventable blindness 
by 90 per cent; secondly, to restore sight 

Fording a swollen river. Transport of person
nel and materials poses constant problems for 
blindness prevention teams in Nepal. 

Facing page : The mobile clinics can only 
travel so far in jeeps. After that, the most 
remote villages can only be reached on foot . 
(Photos WHO/I. Mohr and 
WHO/A.S. Kochar) 

in cases of blindness caused by cataract, 
which is curable; and finally, to help 
Nepal to be self-sufficient in ophthalmic 
manpower and primary eye care by the 
end of 1985. 

When the project began in 1980, the 
doctors faced two major problems. First 
of all there was a lack of reliable infor
mation on the number and geographical 

distribution of the different blinding con
ditions. Secondly, with the exception of 
the Nepal Eye Hospital in the capital 
city, Kathmandu, and eye departments 
at the zonal hospitals of Pokhara, Birat
nagar, Birgunj and Kathmandu (Bir 
Hospital), there was a paucity of eye care 
at the community, health post, district 
and regional levels. 

The first stage of the programme there
fore consists of a widespread and 
detailed survey, not only into the prev
alence of blindness, but also an epide
miological study. The team want to find 
out not only how many people are blind 
but also what has caused them to go 
blind. " In order to plan the programme 
to conquer blindness" , says Dr Bril
liant, "we needed to know more about 
that blindness" . 

Dr Ram Prasad Pokhrel is the 
national Project Manager responsible for 
the programme and is also head of the 
Eye Hospital in Kathmandu, which is at 
present expanding its facilities. Dr Pokh
rel says that cataract is probably the 
main cause of blindness in Nepal. He 
also believes that the survey is likely to 
find a considerable amount of trachoma, 
especially in the plains of the Terai, in 
the south of the country. Another major 
cause is thought to be xerophthalmia, a 
condition due to Vitamin A and protein 
deficiency, which mainly affects children 
under five. Agricultural trauma which 
often leads to loss of the eye following 
infection, is one more major cause of 
blindness in the rural areas. 

The survey is being carried out in 105 
communities, 97 of them rural and eight 
of them urban . Each has an average pop
ulation of 400 people. If possible, the 
eyes of everyone in the 105 communities 
will be examined, that is 42,000 pairs of 
eyes in all. Geographically the communi
ties are spread throughout Nepal. These 
communities to be surveyed lie in 
mountainous regions, the hills or the 
plains, one community standing at over 
15,000 ft. above sea leveL 

There are five survey teams in all. Each 
team consists of one ophthalmologist 
(Nepalese nationals lead two of the 
teams, expatriates the other three), one 
Nepalese physician and three Nepalese 
auxiliary workers. Nepal's community 
health scheme is at an early stage of 

25 



development and the health posts which 
the Department of Health is setting up 
are still not accessible to all the com
munities. What the 14 million people of 
Nepal do have in abundance is tradi
tional doctors- Dhamis and Jhankris or 
faith-healers. There are between 400,000 
and 800,000 of these. Field work started 
in December 1980, and Dr Grasset de
scribes early results as encouraging. " In 
the villages we have visited, the response 
rate was over 90 per cent" she says. This 
response rate is considered excellent for a 
survey of this kind. The team's target is 
to examine about 200 people a day. 

People are examined at a centrally 
located house or at a school, a house-to
house census preceding the examination. 
The survey includes a questionnaire in 
which people are asked about the food 
they eat, their most common illnesses 
and other factors which might affect 
blindness in their area. The teams are 
also taking into account wider factors 
such as the extent of deforestation, alti
tude and sunlight hours, to see whether 
there is any correlation between these 
factors and blindness. 

One very interesting fact emerged 
early on from the survey. In some parts 
of Nepal there is virtually no xerophthal
mia. Plants rich in Vitamin A are a nor
mal part of the diet in such areas. Some 
traditional foods are so rich in Vita-
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min A that just one leaf, for example, can 
provide a child with enough Vitamin A 
for a day. 

Should the team find that the person 
they are examining is suffering from a 
non-ophthalmological complaint, then 
they try as far as they are able to treat 
them. 

Some of the communities to be 
surveyed lie in very isolated areas. One 
team of doctors had to trek for over a 
week to a village, examine eyes for a few 
days then trek back again. For the doc
tors the consolation was that they were 
trekking through some of the most beau
tiful scenery in the world- a factor 
which adds poignancy to the problem of 
blindness in Nepal. As Dr Grasset says: 
"Imagine being surrounded by the beau
tiful Himalayas and not being able to see 
them." 

The survey is due to be completed by 
this summer and the next stage of the 
programme is training. The aim is to 
train different categories of persons 
at all levels. Thirty ophthalmic assis
tants/nurses will be receiving on the job 
training this year. They will work in eye 
centres, in the periphery in Field Eye 
Clinics, and with mobile camps. One of 
their main tasks will also be to assist in 
the training of approximately 1500 com
munity health leaders and health post 
auxiliaries as part of Nepal 's primary 

A programme with a vision 

Left: 
The Nepal programme will help to give 
momentum to a worldwide attack on avoidable 
blindness .. Jfisuch programmes are mouf!ted 
throughout /:h.e developing world, then millions 
morepeople}:an continue to enjoy their<sight. 

Right; 
A nutritious drink helps to protect this child's 
eyes. Villagers are being encouraged to look 
for local plants and fruits which contain Vita
min A -a very practical form of health educa
tion which can drastically reduce the incidence 
of xerophthalmia. 
(Photos Wl[O fJ. Mohr and 
WHO/K. ,,J?fiucht) 

health care scheme. These will be trained 
to give first aid treatment, conduct health 
education in the community, treat minor 
eye conditions and report and refer 
serious eye conditions to the eye centres. 

The community health leaders may in
clude teachers, faith-healers and so on, 
selected by the communities. 

Forty-eight district medical officers 
will receive in Kathmandu, during the 
summer monsoon, training in eye care 
which includes supervising the activities 
of health post workers, carrying out 
treatment of common eye conditions and 
surgery for entropion. 

Each year three Nepalese physicians 
will be trained in the region to augment 
the current cadre of nine national oph
thalmologists. 

Another activity of the programme to 
be carried out this year is the develop
ment of new Eye Centres in Dhangari 
and Nepalgunj for the Far Western and 
Western Regions. Preliminary data indi
cate that the maximum prevalence of 
blinding conditions is found in these 
regions, with no ophthalmologist or oph
thalmic assistant for a population of six 
million, the most underserved of Nepal's 
population. Although at least ten of the 
100 beds in the Nepalgunj General Hos
pital are reserved for eye patients, they 
are not used at the moment because no 



ophthalmologist is available and the hos
pital is not equipped with the necessary 
drugs and instruments. 

For the eight million people living in 
Central and Eastern Nepal, the four exist
ing Eye Centres will be strengthened with 
ophthalmic assistants, additional eqHip
ment, drugs and eye beds. 

The Eye Centres will serve as a base 
for patient care, for training in eye care 
and for the mobile eye clinics. One 
of the chief functions of these mobile 
eye clinics will be to clear the backlog 
of cataract cases estimated to be from 
I 00,000 to 200,000 and also to clear 
the backlog of potentially blinding entro
pion. In the Eastern and Central regions 
"Maxi" units will periodically travel to 
outreaching areas. In the far western 
priority areas, "Mini" mobile units 
headed by an ophthalmic assistant will 
travel in the Terai by jeep, bus or on 
foot, from one village to another, active
ly searching for entropion, xerophthal
mia and cataract cases. Patients suffering 
from xerophthalmia or entropion will be 
treated/operated on the spot while the 
cataract cases detected will be recorded 
and referred to the Centre. 

Other mini units headed by an oph
thalmologist will fly at regular intervals 
to the Field Eye Clinics to be established 
in the hills near existing health centres 
and airstrips. During his one-week visit 

the ophthalmologist will attend to all 
patients needing eye care including 
cataract surgery. An ophthalmic assis
tant will be posted throughout the year 
in each of these Field Clinics. 

The regular travel of these different 
mobile units will thus bring regular eye 
service within the reach of more people. 

A key 'task of the clinics and of the 
community health workers will be to 
help people prevent blindness. Villagers 
will be shown vegetables and fruits in 
their villages which are rich in Vitamin A 
and how to incorporate these in their 
children's diet; they will also be taught 
basic eye care, such as using soap so as to 
keep the areas around their eyes clean. 

The programme's goals are the elimi
nation of the trichiasis/entropion back
log by the end of 1982, and control of tra
choma and elimination of the cataract 
backlog by the end of 1985. It is hoped 
that, with the spread of nutrition infor
mation and adoption of health measures 
taken to contain other risk factors such 
as measles and diarrhoea! diseases, blind
ness from xerophthalmia may also be 
eliminated in five years. 

But on a wider level, the team hopes. 
that experiences gained in the Nepal pro
gramme will help the worldwide attack 
on avoidable blindness. 

"Sight is life", stresses Dr Grasset. 
"The blind are often neglected by their 

families and communities and are more 
prone to accidents and infections." 

Conquering avoidable blindness will 
not be easy, but no matter how difficult it 
is, it can be done, with international sup
port. At the present time contributions in 
funds or manpower from a number of 
countries, the Netherlands being the prin
cipal donor, are pooled and should de
monstratethat, as in the smallpox eradica
tion programme, through concerted ef
forts an ambitious goal- in this case the 
elimination of unnecessary blindness
can be achieved. And the doctors are 
inspired in their work by the success of 
smallpox eradication. Sir John Wilson, 
Director of the Royal Commonwealth 
Society for the Blind, has also underlined 
the connection between smallpox and 
avoidable blindness. "I visited a school 
for the blind. Many of the children had 
lost their sight through smallpox. I 
thought then that the most extraordinary 
feature of this whole situation is that 
smallpox will never again destroy an eye. 
Obviously there are differences between 
the eradication of smallpox and the con
trol of blindness, but there are also many 
similarities; a historic opportunity to 
advance against an ancient scourge, the 
need for a total straightforward commit
ment and a clean thrust through the argu
ment and clutter towards a simple, reali
sable objective", he said. • 
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A social contract for health 
Delegates from almost all of the 156 Member States of WHO gathered in Geneva 
in May at the Thirty-fourth World Health Assembly. As the main governing 
body of the Organization, the Assembly endorsed the strategies which will 
impel the world towards the goal of Health for all by the year 2000 

Dr Halfdan Mahler, Director- General of 
WHO. 

Director-General's speech 

In an address at the start of the World 
Health Assembly Dr Halfdan Mahler, 
WHO's Director-General, told the dele
gates: 

"Four years ago you decided to 
adopt as your target what is popularly 
known as Health for All by the Year 
2000. During the present Assembly you 
will be considering a Global Strategy 
for reaching that target... 

Now what will you do with the 
strategy once you have adopted it, in 
whatever final form you decide to adopt 
it? Much will depend on how you 
conceive of it. According to my 
conception it is 'no less than a contract, 
a contract for health, not legally bind
ing, morally binding, a social contract 
for health, accepted voluntarily by equal 
partners ... 

More than 200 years ago Jean
Jacques Rousseau, citizen of this very 
Geneva in which this Assembly takes 
place, described the nature of such a 
social contract. Now listen to how he 
described it : " ... a form of association 
which defends and protects with the 
whole force of the community the per
son and property of every associate, 
and by means of which each, coalesc
ing with all, nevertheless obeys only 
himself and remains as free as before." 
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Dr Mahler went on: 
"I have had occasion before to 

remind you that world health is indivis
ible. This is certainly equally true of the 
Global Strategy. Its success will clearly 
depend on the extent to which it is be
ing reflected in regional strategies and 
translated into action in countries. For it 
is there, in countries, where people live 
and work and learn and dream and suf
fer, it is there that health is made or bro
ken. lt is there that the world's many, 
living in squalor, can each spare only a 
few dollars a year to maintain their 
health, in spite of the dire social and 
economic consequences of their ill 
health. And it is there that the world's 
few, living in affluence, each spends 
hundreds and hundreds of dollars a year 
in the mad r.ush to keep up with the 
latest in medical technology, without 
much thought for its social and eco
nomic consequences. 

Dr Meropi Violaki-Paraskeva, of Greece, 
President of this year's World Health 
Assembly. 

Harmony and cooperation 

As the elected President of the As
sembly, Dr Meropi Violaki- Paraskeva 
(Greece) called for harmony and co
operation among nations to achieve the 
goal of Health for all. 

She told the delegates: "The pro
gress so urgently required in the field of 
health, where needs are so great, can 
only be achieved through harmony and 
cooperation among all of us who are 
gathered here today. The people of the 
world have high expectations of us 
all-every one of us." 

The nations of the world working in 
concert had made possible the eradica
tion of smallpox, she said, but there was 
a need in both developing and devel
oped countries "to look as well at our 
inadequacies." Among the problems 
she cited were : 
- In developing countries, half of the 
babies born die before they reach one 
year of age, and 50 per cent of all 
deaths occur among children under 
five. 
- Infectious and parasitic diseases take 
a heavy toll in life. Yet, water supplies, 
sewage disposal systems, and immun
izations have proved effective in reduc
ing the incidence of these diseases and 
diminishing their devastating effects. 
- Malaria has made an alarming reap
pearance after briefly subsiding. 
- The "diseases of civilization"-car
diovascular diseases, cancer, diseases 
of the nervous system, and degenera
tive diseases-are "formidable and 
frightening because their treatment is 
still somewhat unknown." 
- Alcoholism, drug addiction, and traf
fic accidents, once regarded as prob
lems only in the industrialized world, 
now cause unnecessary disability and 
death in both developed and develop
ing countries alike. 

M rs Gandhi at the Assembly 

"Life is not mere living but living in 
health, the Right Honourable Mrs lndira 
Gandhi, Prime Minister of India, told the 
Assembly. She went on: "The health of 



The Right Honourable Mrs lndira Gandhi, 
Prime Minister of India, addressed a special 
session of the Assembly. 

the individual, as of nations, is of pri
mary concern to us all. Health is not the 
absence of illness but a glowing vitality, 
a feeling of wholeness with a capacity 
for continuous intellectual and spiritual 
growth ." 

Mrs. Gandhi said: "Smallpox has 
been the latest of the epidemics to be 
eradicated, and an estimated billion 
dollars have been saved by giving up 
compulsory vaccination. But is it being 
used to assist other developmental 
work on health? In fact the story of 
international assistance tells us that 
development does not command the 
enthusiasm that defence does." 

She underlined the need for primary 
health care to be within reach of all 
people, in terms of' distance as well as 
money, and for health to go to homes 
instead of larger numbers of people 
gravitating towards centralised hospi
tals. She told the delegates : "A coun
try's progress is generally judged in 
terms of its Gross National Product. But 
surely the health of the people is also a 
significant yardstick ... That is why we 
must stress the need for a health revolu
tion in developing countries, not only to 
wipe out diseases and to make available 
specialised treatment, but what is 
equally essential, to provide basic 
health care and to take preventive 
measures." 

Referring to the campaign against 
malaria in India, Mrs Gandhi comment 
ed : "The cunning and urge for survival 
of thE? ubiquitous mosquito has outwit
ted us, and has proved stronger than we 
had realised , and he--or rather she, for 
I am told that the female is far more 
deadly-has returned to disturb our 
sleep." 

She also called for a special interna
tional programme to safeguard children 
from blindness by encouraging the 
addition of green vegetables in early 
childhood diet and by simple treatment. 

A general view of the assembled delegates during their three weeks of talks at the Palais des 
Nations in Geneva, Switzerland. 

Global strategy 
The delegates attending the Thirty

fourth World Health Assembly held in 
Geneva in May approved a Global 
Strategy which describes the broad 
lines of action to be undertaken at poli
cy and operational levels, nationally and 
internationally, in the health and in oth
er social and economic sectors, to attain 
Health for All by the Year 2000. 

The kind of global targets that coun
tries will consider by the end of this 
century, taking into account their 
social , economic and health situations, 
include: 
- all people in every country will have 
at least ready access to essential health 
care and to first-level'referral facilities; 

- all people will be actively involved in 
caring for themselves and their families, 
as far as they can , and in community 
action for health ; 
- communities throughout the world 
will share with governments responsi
bility for the health care of their mem
bers; 

- all governments will have assumed 
overall responsibility for the health of 
their people ; 

- safe drinking water and sanitation 
will be available to all people; 

- all people will be adequately 
nourished ; 

- all children will be immunized 
against the major infectious diseases of 
childhood ; 
- communicable diseases in the devel
oping countries will be of no greater 
public health significance in the 
year 2000 than they are in developed 
countries in the year 1980 ; 
- all possible ways will be applied to 
prevent and control non -communicable 
diseases and promote mental health 
through influencing life style and con
trolling the physical and psychosocial 
environment ; 
- essential drugs will be available to 
all. 

The text of the Strategy concludes : 
" If the world's political, socio-econom
ic and health leaders are provided with 
suitable information, and heed this in
formation, there is every reason to 
believe that the intercountry coopera
tion required to implement the Strategy 
will take place, and that the necessary 
resources can be generated and mobi
lized .. . In spite of the seriousness of the 
problems involved and of the complex
ity of the measures to resolve them, 
there is every reason for optimism that 
the Strategy can be implemented, and 
that its successful implementation will 
be a landmark in the social history of 
mankind ." 
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WHO study on migration shows 
that it's not 'brain-' but money' drain 

Despite a commonly held 
view, the "drain" on a de 
veloping country is not in 
the loss of " brains" . lt is in 
the money spent to educate 
a physician, or a nurse, who 
is then unable to find em
ployment at home and seeks 
it elsewhere. 

eludes that the money spent 
on their education- $9,600 
for each physician-"would 
have been better spent on 
other forms of health per
sonnel and health care"
particularly the primary 
health care workers. 

The study is t itled " Phy
sician and Nurse Migration : In the light of known 

estimates that " eight medical 
auxiliairies could be trained 
for the cost of one physician", 
a recent WHO study says 
" one may ask why countries 
produce physicians appa
rently without regard for the 
demand of their services". 

Analysis and Policy Implica
tions" . Its WH 0 authors are 
Dr Alfonso Mejia (Chief, 
Manpower Systems), Mrs 
Helena Pizurki and Mrs Erica 
Royston . 

What is the primary de 
terminant of migration? Ac 
cording to the study, de
veloping countries turn out 
far more M Ds than they can 
afford to employ. 

Taking the example of 
India, "the world 's largest 
donor of medical man 
power" , the study pointedly 
says that the 1 5,000 phy
sicians at present outside 
the country represent " a 
lost investment to India of 
US$ 144 million" . lt con-

The situation is just the 
reverse in developed coun
tries. Mainly as a result of 
" restrictive practices of the 
medical profession", these 
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"Do's, dont's" 
The migration of health personnel , WHO experts 

say, "like most migrations is basically a symptom 
of deeper problems. The desire or need to migrate 
is bound to lessen as these problems are resolved". 

" Do's and dont's" to help manage the migratory 
flows : 

Do produce as many physicians as the country 
can afford to employ-that is, the "sustainable level " 
- or alternatively, do increase the demand for their 
services. 

Do plan the numbers and the categories of health 
personnel the country needs. 

Do match education and training programmes 
to national priorities in health . 

Do develop management capacity . 
Do rely on yourself, for " no country can really 

rely on another country to solve its problems". 
Do create a national network of local institutions 

to facilitate technical cooperation. 
Do not withhold passports " unless you want to 

create greater discontent and encourage illegal 
migration" . 

Do not ban foreign qualifying examinations " since 
physicians bent on migrating will travel to neigh
bouring countries to sit such examinations". 

Do not try to make salaries competitive with 
salaries in rich countries, for then the services of 
physician will be " out of the reach of even larger 
segments of the population". 

Do not coerce professional health personnel to 
work for a specified time in hardship areas unless 
this applies equally to other professions. 

Do not attempt to solve health problems by 
wanting to have "enough" physicians. 

" In affluent countries, the notion of 'enough' has 
no limits", the study says, "while in many poor 
countries, more than 'enough' seems already to 
have been produced ." · 
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countries turn out an insuf
ficient number, thereby _ pro
viding jobs for the migrant 
MDs. 

Neither the developed nor 
the developing nations attain 
what the study refers to as 
their "sustainable level" (see 
box). The former, needing 
more physicians, train too 
few, and the latter, needing 
less, train too many. ,Migra
tion then becomes inevitable, 
for at its root is supply and 
demand. 

Thus far, there has been 
little or no attempt to relate 
graduates to the numbers a 
country can afford to employ. 
Estimates put India 's total 
number of physicians at 
135,000 in 1972, which gives 
the country a physician-to
population ratio of 2.2 phy
sicians per 1 00,000. 

While that is low, it is still 
" much higher than the coun
try's sustainable level " . With 
a per capita income of about 
$120 and a growth rate of 
1 .5 per cent per annum, 
India "really could afford only 
35,000 physicians". As " the 
vast majority of the popula-

Seeking the "sustainable level". 
(Photo WHO/ H. Page) 

tion cannot possibly pay for 
private care", India , in effect, 
then had a "surplus" of 
between 80,000 and 100,000 
physicians. 

The loss therefore is not 
in the services they could 
have rendered had they re 
mained at home--" They 
would, most probably, not 
have found suitable em
ployment, and might even 
have been a charge on the 
economy"-but in the money 
spent on educating them. 

Polio cases down 
around the world 

The number of polio cases 
reported from around the 
world decreased between 
1978 and 1979. Figures 
from 158 countries and areas 
show a decline from 45,032 
to 35,747 cases over the 
two years. 

Only in the Americas, a 
region comprising 41 coun
tries and areas, did the 
numbers increase, from 3,029 
to 4,489 cases. 

The world -wide drop is 
attributed, according to 
WHO's Weekly Epidemiolo
gical Record, " mainly to the 
marked decrease in the num 
ber of cases reported from 
the African , South-East 
Asian and Western Pacific 
regions". Among details : 
• Africa's total dropped from 

,5,938 cases to 3,432, with 
the decreases most " striking 
in Kenya and Madgascar 
after the outbreaks in 1 97 8" . 
Kenya reported 1 ,020 cases 
in 1978, but just 59 in 1979, 
and Madagascar 407 and 
176 respectively. 
• South - East Asia 's total de 
clined from 16,612 to 14,497. 
Notably, India 's cases-the 
highest' in the region-fell 
from 15,492 to 12,779. 
• The Western Pacific's total 
plunged from 12,445 to 
6,776 as China and Vietnam 
reported fewer cases over 
the two years. China reported 
10,408 and 5,472 cases 
respectively and Vietnam 
1,1 90 and 253 cases. 



In the region of the Ame
ricas, just five countries
Bolivia, Brazil, Colombia, 
Honduras, and Mexico
"accounted for 4,174, or 
93 per cent" of all cases 
reported. 

Bolivia reported 377 cases 
in 1979, up from 15 a year ear
lier ; Brazil 2,313 from 1,497 ; 
Colombia 461 from 308 ; 
Honduras 226 from 74 ; and 
Mexico 797 from 707. 

There were fewer cases 
reported in 1979 than in 
1 978 from two other WH 0 
regions. 

The Eastern Mediterranean 
reported 6,201 and 5,81 0 
respectively over the two 
years, including 1,567 by 
Pakistan, 1,119 by Egypt, and 
1,057 by Iraq during 1979. 
The European region reported 
807 and 7 43 cases respecti
vely . Among those reported 
in 1979 were Turkey's 223, 
the Soviet Union's 214 and 
Morocco's 207 . 

Polio : still a threat to children. 
(Photo WHO/ E. Mandelmann) 

Despite the decreases 
shown, "polio remains a 
serious problem in a large 
part of the developing world", 
experts say, where the disease 
is a constantthreatto children . 

In addition, "studies on 
residual paralysis carried out 
in several countries indicate 
that reported figures may be 
only a fraction of the total 
number of cases occurring". 
Hence, the need for sur
veillance of the disease, 
particularly in rural and in 
over-populated urban areas. 

Polio is covered under the 
WHO Expanded Programme 
of Immunization, the aim of 
which is to protect all 
children against six child
hood diseases by 1990. 

Briefs 
• Aging .Third and even fourth generations all in a 
family are becoming more and more common in the 
industrialized world, making this the century of the 
"multi-generationa/" family. 

According to a report, preparatory to the 1982 UN. 
World Assembly on Aging, it is estimated that one in 
three at age 60 has a living parent in the United States. 
Those in the sixties age bracket are referred to as the 
" young old", and those in the other as the " old old" . 

Among many stereotypes of the elderly cited in the 
report is that their advancing years should be sexless. 
"As a consequence, elderly people feel guilt and shame 
about their own sexual desires and activities." That 
stereotype must be " destroyed", the report says. 

The drawing up of a declaration on the rights of the 
elderly, as a means of bringing their concerns into the 
"political arena ", is proposed as an agenda item for the 
Assembly, scheduled to be held in Vienna. 

• Breastfeeding . A survey carried out before and after 
legislation that limits the purchase of baby bottles and 
rubber nipples from pharmacists only has shown an in
crease in breastfeeding in Papua New Guinea, accord
ing to the General Hospital in Port Moresby. 

The number of breastfed increased from 65 per cent 
before to 88 per cent after in a sampling of 127 and 144 
mothers, while the number of formula -fed decreased 
from 45 per cent before to 17 per cent after. The first 
survey was taken during 1975-76, and the second in 
1979. 

" The 8 a by Feed Supplies A et, passed in 1977, 
requires sales to be authorized by health workers, who 
are charged with the responsibility of instructing 
mothers how to correctly clean the bottle and to mix 
the formula. " 

Another result of the legislation : No deaths of babies 
under six months from gastroenteritis for three years 
now, from 1978 through 1980. 

• Immunizations. Every minute, some 10 children un
der five die and ten more are handicapped as a result of 
six childhood diseases, according to Dr Jacobus "Ko" 
Keja, of WHO 's Expanded Programme of Immuniza
tions. 

The diseases are measles, polio, tuberculosis, diph 
theria, whooping cough (pertussis) and tetanus. All are 
preventable through vaccines that already exist. Thanks 
to immunizations, the diseases are a rarity in the devel 
oped world. 

• Physicians. Mexico is 'chief host' to US students 
who are unsuccessful in gaining admittance to medical 
schools at home, a WHO study shows. About a tenth of 
all graduates from foreign schools practising in the 
United States are US citizens. 

• Tetanus. An estimated million lives are lost yearly. 
from tetanus, a disease also commonly known
because of symptoms, difficulty in opening the mouth 
and in swallowing- as lockjaw. 

About a half of all cases are of newborns. The dis
ease takes a heavy toll of life in tropical countries, where 
often the umbilical cord is cut with ritual knives or 
pieces of glass, and the umbilical wound is dressed with 
ash, soil, or cow dung. 

Tetanus is best prevented by immunization. If a moth
er is protected during pregnancy, immunity lasting sev
eral weeks is transferred to the child. D 
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The August issue of World Health w ill 
take. I.J cl()se look, at the twin scourges 
of alcohol and drugs, which have been 
used by man since time immemorial to 
lower inhibitions and induce euphoria. 
When abused, 'hey can have a parti
cu larly>·insidious effect on:,the cultural, 
econemic and health aspects .of modern 
society. 
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