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Mass starvation iil the wake of war 
Billions of people would starve to death in a worldwide catastrophe as a 
result of a nuclear war, says a report issued by the British Medical 
Association. Crop production would be impossible if sunlight levels were 
reduced by 50 per cent as a result of debris thrown up by nuclear 
explosions. In addition, the effect of irradiation on the human immune 
system would be "a marked increase in AIDS-related diseases" among 
such people as survived. The report, The Long Term Environmental and 
Medical Effects of Nuclear War, is published from BMA House, Tavistock 
Square, London. 
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Battle for peace 
This year has been proclaimed by the United Nations as 11 Inter
national Year of Peace 11

• Professor Sune Bergstrom, winner of the 
Nobel Prize for medicine in 1982 for his work on prostaglandins, is 
chairman of a WHO management group (WHOPAX) which is studying the 
effects of nuclear war on health and health services. He describes 
some of the efforts of physicians and other health workers, 
and of WHO itself, to preserve and promote international peace 

lmost a hundred years ago, 
Alfred Nobel wrote to Bertha 
von Suttner-who later herself 

received the Nobel Peace Prize, in 
1905-" Maybe my factories will be 
more effective than your peace con
gresses to make an end to wars. The 
day two armies are able to destroy each 
other in one second, I presume that all 
civilised nations will refrain from war." 

On another occasion, Nobel-the 
Swedish chemist who invented dy
namite in 1866 and bequeathed 
the Foundation which offers Nobel 
prizes-wrote: " When war becomes as 
deadly for the civilians in their homes 
as for the troops at the front, a miracle 
might happen; no more wars will be 
started." 

Two World Wars later, we are today 
in the situation that Alfred Nobel 
envisaged so long ago. Yet we have no 
certitude that " all civilised nations will 
refrain from war. " 

Science and technology have been 
employed to produce nuclear weapons 
in such quantities that nobody, any
where in the world, would be secure if 
they were used. Even a small part of 
the stockpile might produce serious 
climatic changes, in addition to the 

Facing page: Sinister flowering of an atomic 
bomb test in 1946. Today's weapons are 
infinitely more powerful. 

Right and cover: These masks are part 
of a French army survival kit to guard 
against nuclear, bacteriological and chemical 
warfare. 
Photos L. Sirman © 
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devastating immediate effects from 
blast , heat and radiation, followed 
later by the effects of the radio
active fallout. 

It is imperative that the health 
consequences of nuclear war become 
common knowledge. There exist today 
national societies of physicians against 
nuclear war in about 50 countries. 
The aim of these societies is to 
study and spread knowledge about 
the expected results of a nuclear 
conflagration. 

Yet, at the same time, conven
tional weapons are being developed 
and produced in such numbers that 
a large-scale war using only such 

weapons would itself have terri
fying consequences. 

It is therefore self-evident that the 
most important approach to peace is 
to try to eliminate sources of conflict 
and work actively to increase trust 
between nations. This is a process in 
which increased scientific cooperation 
should be of great importance-even 
in areas where peace at present 
prevails. 

One important reason for the exist
ing tension and instability among na
tions is the great difference in re
sources and living conditions among 
differents parts of the world. Televi
sion news coverage - and televised 
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show business-have helped us all to 
visualise the catastrophic famine in 
parts of Africa, and this has led to 
large-scale international help. 

However, it is not so easy to visual
ise the one million small children who 
die every year from malaria in the 
same continent, or the half of mankind 
still living in such conditions that every 
third child dies before reaching matu
rity. This situation is largely due to the 
infectious and parasitic diseases affect
ing the developing countries. We still 
lack efficient preventive or therapeutic 
means to control many of these dis
eases. Malnutrition is often a further 
contributing factor to the death of 
these children. 

The most encouraging example of 
international cooperation in the field 
of health has been the eradication of 
smallpox. WHO accomplished this 
through a world-wide campaign in
volving nearly all of its member coun
tries and bringing considerable finan
cial benefits even to countries for 
whom smallpox had long ceased to 
pose a threat. 

During the last decade WHO has 
continued its efforts of promoting in
ternational collaboration by organiz
ing research and development pro
grammes to find the methods needed 
to prevent or treat the other serious 
<;liseases which plague the developing 

countries. More than 6000 scientists in 
120 countries are now involved in the 
research, and systematic efforts are 
also being made to strengthen the 
research capabilities of developing 
countries. 

f '/.,". < 

An acceptable level of ~ealth for 
all the, people of the world by .. 
the year 2000 can be attained 
through a fuller and better use of 
the world's resources, a conside
rable part of which is . now spent 
on .armaments and military con
flicts . A . genuine I icy of inde
pendence, peac ' etente and 
disarmament c9ul d .. should 
release additional resources that 
could well be ·devoted to peace
ful aims, and in particular to the 
acceleration of social and ·econo
mi(1 development of which pri
mary health care, as an essential 
part, should be allotted its, proper 
share. · 

These programmes are financed 
mainly by voluntary contributions 
from a q.umber of member countries, 
and the annual budget now exceeds 
US $50 million. 

A major part of the research effort 
is focused upon developing vac
cines- the most effective method to 
make a rapid impact upon the inci
dence of the diseases and to protect 
the more than 100 million children 
born every year. Only a few years ago 
this task appeared almost hopeless. 

However, in recent years develop
ments in the life sciences have created 
an entirely new situation. This new 
fund of knowledge about the princi
ples that govern all living creatures is 
as fundamental ·as the elucidation of 
the structure of atoms. But this new 
knowledge can be applied more di
rectly to human welfare for many 
practical purposes. During the last two 
decades about 20 Nobel Prizes in 
chemistry and in medicine have recog
nised discoveries on which this devel
opment is based. 

It is clear that Alfred Nobel's 
requirement that his prizes should be 
given for discoveries that were of 
"greatest benefit for mankind" are 
being fulfilled. And we hope that con
tinued scientific and technical progress 
in many fields will help to decrease the 
inequalities in the world and thus 
contribute to a future of peace. 

The World Health Organization has· 
its own contribution to make to a 
peaceful and equitable world, as its 
member countries work towards the 
agreed goal of Health for all by the 
year 2000. But WHO is also active in 
drawing public attention to the fearful 
consequences of war. 

The 36th World Health Assembly in 
1983 received a first report on the 
effects of nuclear war on health and 
health services, and it approved a 
resolution which emphasised "the role 
of physicians and other health workers 
in the preservation and promotion of 
peace as the most significant factor for 
the attainment of Health for all. " The 
WHO Management Group formed by 
the Director-General to follow up that 
resolution is for convenience known 

Left: Just one of many graveyards where the 
victims of the Hiroshima atomic bomb were 
laid to rest. 

Facing page: Tama Uamada suffered disfi
guring burns although she was over one mile 
from the Nagasaki atomic bomb's epicentre. 
Photos L. Sirman © 
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as WHOPAX; it consists of six scientists 
specialising in this field and meets 
regularly to draw up progress reports 
for submission to subsequent World 
Health Assemblies. 

In May, for instance, WHOPAX sub
mitted to the 39th Assembly the first 
results of specific studies on acute 
radiation mortality in a nuclear war, 
the impact of fires on casualties, the 
immunological consequences of a nu
clear conflict, the possible climatic 
effects, including "nuclear winter", 
problems with food supplies and star
vation in the aftermath, and the 
biological effects of pre-natal irradia
tion. More details of these studies will 
be made available in a second report 
on the effects of nuclear war on health 
and health services, which will be 
presented to next year's 40th World 
Health Assembly. A small working 
group is also examining, on behalf of 
WHOPAX, the psychosocial aspects of 
the nuclear threat, especially its Im
pact on children and adolescents. 
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In its work, the Management Group 
continued its collaboration on indi
vidual issues with scientists, organiza
tions and institutions specialising in 
the subjects concerned. These in
cluded the Committee on Environ
mental Consequences of Nuclear Wars 
(ENUWAR) of the Scientific Committee 

The .. health of all peoples is fun
damental to the attainment of 
peace and security and is aepen
cjen(upon the JyUest cooperatiqn 
ofindividuals and States. 

Third Principle Of WHO;~lCpnstltution, 1946 

on Problems of the Environment 
(scOPE) , the USSR Academy of Sci
ences, the Institute of Medicine of the 
National Academy of Sciences of the 
USA, the International Physicians for 
the Prevention of Nuclear War 
(IPPNW), the Greater London Area 
War Risks Study, meetings on the Red 

Cross and Peace, the International 
Symposium on "Medical implications 
of nuclear war" (Washington) and the 
Fifth International Congress of the 
IPPNW (Budapest). Discussions on 
areas for future collaboration were 
held with IPPNW, a non-governmental 
organization now in official relations 
with WHO. Specific issues for coopera
tion were agreed upon, such as the 
exchange of technical information and 
elaboration of curricula for medical 
schools on nuclear war and its effects 
on health and health services. 

It was the General Assembly of the 
United Nations which solemnly pro
claimed 1986 to be the International 
Year of Peace, and called on all peo
ples to join with the UN in resolute 
efforts to safeguard peace and the 
future of humanity. WHO is playing its 
part in making the world aware how 
unthinkable warfare is today when, 
as Alfred Nobel foresaw, "armies 
are able to destroy each other m 
one second." • 
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The impact of constantly seeing war heading the list 
of causes of death among children might bring 
home to policymakers the need to control militaris
ation-if only to save the lives of their own children! 

IS] hile the problem of the bat
tered child has long provoked 
discussion, little attention has 

been paid to the mass brutalisation of 
the children of an entire society 
through the organized activity of their 
own society or of another : specifically , 
the problem of children and war. 

Since the establishment of the 
United Nations over 40 years ago, 
there has been a pandemic of wars in 
the world , nearly all of them fought in 
the Third World. With time , these 
countries have witnessed not only the 
deaths of large numbers of their re
spective populations , but also the des
truction of their natural resources , the 
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by Amal Shamma' 

undermining of their national institu
tions , the disruption of their planned 
development and targeted progress , 
and a diversion of already scarce na
tional funds away from social areas of 

Dr Amal Shamma' heads the 
Department of Paediatrics, Berbir 
Medical Centre, Beirut, Lebanon. 

need and towards military expendi
tures. The effect all this has had on the 
health , welfare , and development of 
the child has been traumatic. 

Wars affect children in many ways. 

The most obvious and dramatic are 
the immediate physical effects. War 
constitutes a major killer of children in 
the Third World. In my own country , 
Lebanon, an estimated 120,000 peo
ple have died since 1975. A random 
review of the listings of the dead any 
day in the Lebanese press would put 
the percentage among the dead of 
children aged under 15 at anywhere 
between 15 and 33 per cent. That is to 
say, between 18,000 and 40,000 chil
dren have been killed by the fighting 
in Lebanon in a period of some ten 
years. No single disease can boast 
the same killing rate over the same 
period of time. 
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In 1982, after Israeli forces entered 
Lebanon, 19.3 per cent of civilian 
casualty admissions to Berbir Medical 
Centre in Beirut were below 15 years 
of age, and 11.4 per cent of those 
died. These figures do not include 
those transferred to other centres or 
those who died in ambulances before 
admission. 

A crucial point to be made here is 
the fact that war is not listed in public 
health classification annals, whether 
national or international, as a cause of 
death of children. As a result, there is 
no established mechanism for the ef
fective collection and reporting of per
tinent statistics relating to the subject. 
Sporadic, limited, or anecdotal statisti
cal analyses can never reveal the mag
nitude of the problem, as is evident 
from the examples stated here. 

Many children will survive warfare 
but will be injured in it. In a review of 
Berbir Medical Centre's admissions of 
paediatric war injuries in 1982, 82 per 
cent of the cases suffered moderate 
and major injuries while major handi
cap occurred in 13.5 per cent of cases. 
Facilities for managing those handi
caps in Lebanon are limited. 

Social effects 
The social and economic effects of 

war on children are more subtle to 
discern , more difficult to measure and , 
consequently, even less known to 
the public and policymakers than the 
physical effects of war. 

War disrupts the economy of the 
country that it involves, interrupts de
velopment and progress, contributes 
to poverty unemployment and infla
tion , destroys natural , human and 
established resources, increases de
spair, decreases creative initiative . 
Children in the war zone , when they 
are not targets of shelling, suffer from 
the death of parents and providers, 
from homelessness, malnutrition, in
sufficient medical care, interrupted 
formal education and stunted growth. 

Facing page: Victims of the Gulf war: the 
shell that burnt this three-year-old boy also 
killed his father. 

Right : The horror of war in Lebanon. " In 
their homes, children talk with remarkable 
detachment of gory scenes, massive injury 
and the death of neighbours. " 
Photos L. Sirman © 
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Or Amal Shamma' was one of the 
key speakers at a conference held 
in Berne, Switzerland, last Decem
ber on "Battered children and child 
abuse ." lt was organized by the 
Council for International Organiz
ations of Medical Sciehces (cloMs) 
and eo-sponsored by WHO. The con
ference examined the nature and 
magnitude of child abuse in indus
trialised and developing countries, 

In Lebanon alone - and this is true 
of many cities - thousands of children 
have been orphaned , tens of 
thousands of families are homeless, 
agricultural land has been devastated , 
major industrial areas have been 
destroyed , schools and hospitals 
have either been damaged or rendered 
unusable , public services are barely 
existent, and government strategies 
affecting health, education, housing, 
economic growth , have virtually come 
to a halt. 

Even the preparation for war in 
Third World countries may be devas
tating to those countries' growth and 
well-being. Dr J. K. Harfouche , in a 
review of the consequences of increas
ing militarism in the world , describes 

as well as specific aspects of the 
problem such as the role of the 
family, child labour, sexual abuse 
and child prostitution, vagrant chil
dren and children in war . The con
tribution by Or Shamma' to this 
issue of World Health is a timely 
reminder in this International 
Year of Peace that warfare is one 
of the leading causes of death 
among children. • 

what happens when militarisation 
competes with social development for 
the already scant resources of those 
countries. She shows that funds ex
pended on the military sector , even in 
industrialised nations, far exceed what 
is spent on health research , energy 
resource development , feeding and 
housing for the poor. In developing 
nations , the imbalance is even greater; 
spending on arms purchases far out
strips what is spent on health , educa
tion , sanitation and agricultural pro
grammes . Furthermore , Third World 
countries can expect 20 times less in 
terms of economic assistance from 
industrialised nations than what the 
latter nations spend on their own 
armaments. 
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While military expenditures 
throughout the world contmue to 
grow, (a 3.5 per cent increase in 1984 
alone, according to some sources), 
global productivity has not kept pace. 
The poor, the malnourished and the 
illiterate in the world exist in ever
increasing numbers, as do those who 
lack adequate housing, medical care 
and safe environments. Furthermore, 
the financing of the military has 
brought about neither peace nor sec
urity ; arms spending can be directly 
linked to the worsening economic and 
social conditions worldwide which, in 
turn, increase the likelihood of war in 
the Third World. 

Psychological Effects 
The psychological effect of war on 

children is an intangible that has re
ceived all too little study. Several re
searchers, using various investigative 
techniques, have looked into the 
psychological, social and moral effects 
of the war on Lebanese children. 

Dr G. Yacoub studied 30 children, 
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their families and paediatricians, and 
noted evidence of increased fearful
ness, insecurity, regression in be
haviour, sleep disturbances and night
mares among those living in the war 
zone. He also noted in some of his 
subjects a fascination with, and desire 
for, participation in acts of killing. 

Dr C. Nassar, in her study of chil
dren, noted difficulties in relating to 
others, insecurity, lack of self-esteem, 
poor self-image, depression, depen
dency, feelings of guilt, isolation and a 
rigid super-ego. And Dr J. Abu Nasr 
and others studied 548 children aged 
between 11 and 14 to detect the effect 
of their exposure to war on their moral 
judgement. Results indicated that fully 
26 per cent of the children changed 
their judgement from a moral one to 
an immoral one as regards the ac
ceptability of killing, irrespective of 
their age, sex, religion, social class or 
extent of exposure to war. 

A common scene in a paediatric 
ward where casualties are being treat
ed is to see the injured play with their 
favourite toys : toy machine guns and 

Children in war 

War has not yet been officially identified as 
the leading killer of children in the Third 
World, and the preparation for war as 
the leading deterrent to the advancement 
and accessibility of health for . families 
and children. 

Left : Proudly clutching his sophisticated 
machinegun, a ... young boy in El Salvador 
poses against a death's head symbol. 

Right: Victory sign from three Lebanese 
' children-each holding a lethal fragment

ation grenade. 
Photos L. Sirman © 

toy soldiers. These same children may 
fantasise that their injuries were in
flicted as they "butchered their 
enemies." Children wander into hos
pital grounds and help pick up pieces 
of bodies or carry the dead to the 
morgue. In their homes, children talk 
with remarkable detachment of gory 
scenes, massive injury and the death of 
neighbours. The streets are usually the 
arena for the war games of children 
emulating their heroes, the militiamen 
of the neighbourhood. 

In a country where between 35 and 
51 per cent of the population is aged 
under 15, a war lasting ten years 
would mean that at least two-thirds of 
the children have never known peace, 
have lived in isolated communities, 
and have grown up when violent peo
ple, the militiamen, were heroes. The 
children of 1975, ten years later, are 
the new militiamen of today, and kill
ing has become their way of life. 

Dr Harfouche forcefully advanced 
the argument that war should be iden
tified as the leading killer of children 
in the Third World, and the prepara-
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tion for war as the leading deterrent to 
the advancement and accessibility of 
health for families and children. 

She suggested that this hypothesis 
should be tested , and that the adverse 
effects of war on families and children 
shoud be quantified and subsequently 
controlled by a mechanism established 
by WHO 's Division of Family Health. 
Such a mechanism would entail de
veloping an international record sys
tem to report child deaths and injuries 
resulting from war operations, as is the 
case with other statistically classifiable 
causes of mortality and morbidity. 
And she recommended revision of the 
International Classification of Dis
eases to include war operations and 
injuries resulting therefrom as a dis
tinct category. 

Should this ever come about , the 
impact of constantly seeing war head
ing the list of causes of death among 
children in national and international 
documents might bring home to 
policymakers in every country the 
need to control militarisation - if only 
to save the lives of their own children ! 
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Such a course of action should 
create an awareness among peoples 
and governments that disarmament 
and the prevention of war are impera
tive conditions not only for peace , but 
also for realising the principles set 
forth in the UN Declaration of Human 
Rights and the Declaration of the 
Rights of the Child. WHO 's stated goal 
of achieving Health for all by the year 
2000 risks not being attained if 
militarisation and war continue at 
their present pace. 

Health workers could take the lead 
in spotlighting the social and economic 
consequences of accelerating militar
ism in both developed and developing 
countries . Making known to policy
makers and to the public what vast 
social , medical , environmental , educa
tional and nutritional accomplish
ments could be attained by diverting 
some of the ingenuity, research, tech
nology and funds away from military 
programmes ought to bring about a 
realisation that greater peace and sec
urity could be achieved by addressing 
the needs of human societies, rather 

than by seeking greater destructive 
capabilities. The diversion of a mere 
five per cent of those funds now de
voted to the military could eliminate 
hunger , control disease , build housing 
and provide productive employment 
for millions. 

Just as poverty, ignorance , disease 
and malnutrition cripple a developing 
country and inhibit the appearance 
within it of motivated , creative , cap
able individuals who can help it to 
attain the national goals of health, 
food and education for all, so too does 
war. Children brought up in war , made 
to view violence as acceptable be
haviour in resolving problems , will be 
unlikely to forswear violence as adults. 

Rather, they may no longer regard 
killing as an immoral act. And their 
generation , when faced with some re
gional dispute, may be more likely to 
opt for, and support, the financing and 
waging of war . The vicious cycle of 
militarism leading to poverty and 
despair, in turn leading to further 
militarism, would thus become firmly 
established. • 
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Lifestyles and health 

The young have rights too 

inderella - persE?CUted and re
duced to a drudge by her step
sisters; Charles Dickens' Oliver 

Twist suffering tribulations in the or
phanage ; or Dickens again , describ
ing Dotheboys Hall , the monstrous 
school run by Wackford Squeers 
in Nicholas Nickleby : folktales and 
literature show us that child abuse 
has always been one ugly facet of 
human society. In recent decades, 
more attention has been focused on 
the problem than ever before . 
Nevertheless, the Conference on Bat
tered Children and Child Abuse held 
last December in Berne, the Swiss 
capital, was described as the first
ever examination of child abuse on a 
global level. 

Convened jointly by W HO and CIOMS, 
the Council for International Organiza
tions of Medical Sciences, the meet
ing brought together over 1 00 medi
cal , child-care and legal specialists 
from 30 countries . In a keynote ad
dress, Professor lhsan Dogramaci , 
Executive Director of the International 
Paediatrics Association in Paris, said : 
"Unfortunately, data on child abuse 
are sparse. I believe only 40 countries 
regularly compile information on this 
topic, and among those I understand 
there are many variations in reporting 
systems and quality of data . Perhaps 
it is some indication of how important 
a problem child abuse is, however, 
that in 1980 it was conservatively 
estimated that over 1 00 babies were 
battered to death in the United King
dom by those primarily responsible 
for them . Another estimated 8,000 
children suffered what were cal led 
non-accidental injuries . 

"I am sure that, were equivalent 
data available from other countries, 
then we would see that the problem 
is not limited to the United Kingdom 
but rather that it is an extended prob
lem that crosses all socio-economic 
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by John Bland 
and cultural demarcations. Indeed, 
child abuse, including child neglect, 
exploitation of children and mistreat
ment of children crosses all national 
boundaries ." 

Initially the conference spent con
siderable time on a not entirely suc
cessful attempt to define child abuse. 
All agreed that it ranged from "bat
tered babies" to sexual abuse or 

Assaults on children occur at all ages. How 
can socie ty protect youngsters who accept 
a regular beating as part of everyday life 7 

Photo Keystone © 

exploitation in prostitution and por
nography, to employment of young
sters in hard or dangerous jobs, and 
to subjection to psychological stress 
which in turn might embrace alcohol
ism in the family or the hazards of 
modern warfare . But abuse might 
also include kidnapping by one parent, 
harmful traditional practices like child 
marriage or a bias in favour of boys to 

the detriment of girls, or the simple 
denial of affection . 

The participants did agree that 
there was an urgent need to teach 
physicians and other health workers, 
schoolteachers, policemen, social 
workers and the public at large how to 
recognise the symptoms of regular 
and systematic child battering or 
abuse. 

In the industrialised world, there 
may be a lower incidence of intellec
tual and nutritional deprivation, and 
there are usually strict controls on 
exploitative child labour. But urban 
stresses and social disruption - espe
cially the breakdown of the family unit 
- appear to foster a greater degree 
of intra-family violence than in the 
developing world . 

On the other hand, child labour, 
child prostitution and vagrancy seem 
to be much more prevalent, and more 
socially accepted, in the Third World. 
As Professor D.S. Obikeze, of the 
University of Nigeria, Nsukka-Anam
bra State, Nigeria, expressed it : 
"Whenever there is scarcity, children 
as a voiceless minority group are 
among the first to suffer maltreat
ment, denials and deprivations." He 
also singled out for mention child 
marriage (sometimes below the age 
of ten), child fostering with distant 
relatives or even complete strangers, 
and child pawning - giving a child out 
as security for money borrowed or 
services rendered . 

Significantly, a 1982 United Nations 
report estimated the global number of 
child labourers, aged between 10 and 
14, at 145 million . 

Dr Richard D. Krugman, of the 
C. Henry Kempe National Center, Uni
versity of Colorado Medical School, 
Denver, USA said that between 
2,000 and 5,000 children in the United 
States alone die each year from child 
abuse. But the numbers of severe 
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cases of physical abuse had been 
reduced thanks to laws requiring doc
tors to report suspected cases to 
enforcement officials. "We are see
ing fewer severely battered children," 
he commented. But he added that the 
US in the past decade had seen a 576 
per cent increase in reported cases of 
sexual abuse, partly because "we 
look for it more, and we find it." 

The address by Dr Amal Shamma', 
of the Berbir Medical Centre in Beirut. 
Lebanon, on the effects of war on 
children is summed up elsewhere in 
this issue of World Health. 

What can be done to resolve the 
problem? Certainly the two sponsors 
of the meeting are well-placed to 
tackle it: WHO with its 166 member 
states, and CIOMS-established jointly 
by WHO and UNESCO in 1949-now 
with a membership of 64 international 
and 26 national organizations, thus 
representing a substantial propor
tion of the biomedical scientific 
community. 

Mr John Bland is the Editor of 
World Health magazine. 

The participants recommended that 
there should be far greater coordina
tion and a more systematic exchange 
of information on the subject of child 
abuse. In turn this will call for focal 
points to be identified in each country 
- preferably in government-to pro
mote and protect children's rights, 
needs and Interests . This focal point 
should gather information, assess the 
magnitude of the problem, suggest 
approaches to primary prevention and 
identify the roles of the concerned 
individuals and bodies . Some speak
ers referred to this person as a Chil
dren's Ombudsman. 

Above all, it will be vital to increase 
the awareness of both health profes
sionals and the general public . WHO 
was invited to establish a team or task 
force capable of responding to re
quests for technical cooperation from 
countries wishing to develop new 
policies for combating child abuse and 
neglect. 

The conference further recom
mended a five-year action plan to 
"draw the attention on all levels of 
society to the magnitude globally of a 
problem that has been with us for 
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centuries." Participants felt that lack 
of public awareness was probably the 
greatest obstacle; television, radio 
and the print media should play a 
greater educational role in respect of 
all concerned-and that included both 
abused and abusing. 

One of the working groups formed 
during the Berne conference acknow
ledged that many organizations have 
already accumulated experiences and 
perfected approaches to the problem. 
But they went on : ''What has been 
lacking, with the exception of a few 
countries and limited international ef
forts, is to pull together these experi
ences, subjecting them to an analytic 

Persistent ill-treatment or neglect on the 
part of adults w ill damage a child for a 
lifetime. 
Photo Keystone © 

review in order that they may be more 
widely disseminated and adapted in 
other settings . What also appears to 
be lacking are comprehensive national 
strategies and a coordinated global 
effort to provide technical and moral 
support for the national efforts ." 

So much for the words. Now the 
time is ripe for action to be taken in 
defence of the world's Cinderellas 
and Oliver Twists. • 
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Poverty kills children 
The poor of the cities are not true citizens of their own 
countries, for they have no political, social or econ
omic rights. The poor age rapidly and they die young 

Wl ost Third World nations are 
becoming increasingly urban. 
Cities of half a million, one 

million or several million people now 
dot the landscape, even in regions that 
were sparsely settled until a few de
cades ago. But Third World cities tend 
to grow physically and demographi
cally without developing genuine 
resources to build indispensable infra
structure and services for their popula
tions. And most Third World nations 
have not been able to raise their 
depressed- and depressing -levels of 
under-development. Cities, then, bear 
witness to the consequences of un
equal global and national devel
opment, usually in the form of a 
multiplicity of degraded human 
environments. 

The population of most large Third 
World agglomerations inhabits an area 
and utilises Space and services that 
were planned and built for a much 
smaller population. The result is a 
growing deficit in the basic equipment 
of all cities and a rapid rise in unem
ployment. Unskilled, unemployed or 
under-employed low income house
holds are particularly affected by this 
situation. 

A recent report about living condi
tions among the 17 million people who 
dwell and try to work in the Mexico 
City Metropolitan Area showed that 
in this, the largest human concentra
tion in the world , 75 per cent of the 
scarce supply of potable water is used 
by nine per cent of the population. 
Only 65 per cent of the garbage gener
ated daily is collected, but it is then 
dumped untreated in various places. 
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by Jorge E. Hardoy 

And there are only 2.9 square metres 
of green space for every inhabitant. 

In addition, 2.2 million private cars 
use 10 times more road surface and 
consume 15 times more fuel per per
son than urban buses, while one of the 
most modern and extensive under
ground railways in any Third World 
city, used daily by 3.5 million travel-

Or Jorge E. Hardoy is director 
of the Human Settlements Pro
gramme of the International In
stitute for Environment and 
Development, London-Buenos 
Aires, and Senior fellow of the 
Centre of Urban and Regional 
Studies, Buenos Aires. 

lers, already has an overload of 40 per 
cent. Some 3,500 irregular settle
ments, half of them using land unsuit
able for human life and most of them 
formed by squatters who self-build 
their shelters, can be seen in almost all 
districts of the Metropolitan Area but 
mostly on its periphery. At least seven 
million people live in some form of 
uncontrolled or unauthorised settle
ments, and the population of the 
Metropolitan Area grows at an annual 
rate of 600,000 people. Needless to 
say, no viable solution has been found 
even to satisfy the most pressing 
needs of an agglomeration with such 
characteristics. 

Mexico is a large country with big 
resources and eventually could pull 
out from its present crisis. But Nouak-

chott, in Mauritania-a West African 
nation on the edge of the Sahara 
Desert and with few resources-has 
grown from a small town with 5,800 
inhabitants in 1965 to more than 
250,000 today; an estimated 64 per 
cent of the population live in self-built 
communities. Sao Paulo in Brazil will 
probably reach 22 million inhabitants 
by the year 2000-not the 26 million 
that many people have predicted. Just 
to keep the situation in services, infra
structure, employment generation and 
so forth, at the present low levels, an 
estimated US $50 thousand million 
would need to be invested; this sum 
is close to half of Brazil's foreign 
debt, the largest of any Third World 
nation. 

In situations such as these, the worst 
hit are obviously the poor and espe
cially their children. The habitats of 
the poor have always been bad, but 
somehow they are rapidly deteriorat
ing still further because of pressures 
like those described here. No govern
ment has yet been able to overcome 
the problems of a process of urbanisa
tion of such magnitude. Or perhaps it 
would be more appropriate to say that 
few governments are willing to face up 
to the special interest groups which 
support an urban expansion that is 
shaped by market trends and not by 
the interest of society as a whole. 

The most distinctive feature of cities 
in developing countries today are the 
large numbers of poor people and the 
ever worsening degrees of poverty. 
Poverty is forcing a spatial redistribu
tion of the population within cities and 
also within national territories. This is 

W ORLD HEALTH, July 1986 



recurring in a context of low and 
possibly declining investments per 
capita in the social services and infra
structure , and a lack of concrete 
national and local strategies to im
prove the living conditions of the 
neediest groups. 

For hundreds of millions of people 
the entire lifetime will be spent in the 
most degraded promiscuity and in en
vironments subject to floods, land
slides or persistent dust or sand 
storms. The 'environments of poverty 
have no trees and no flowers. Den
sities can reach 1,300 persons per 
hectare. Every piece of land in the 
settlements and every square metre 
covered with a precarious roof is in
tensively used. Each daily task poses 
special difficulties ; queuing for hours 
to fill a bucket with water at a street 
tap , waiting for hours to use a public 
latrine, or standing at the door of a 
dispensary. Slum-dwellers urinate and 
defecate in the streets, or at the back 
of their tiny plots, or on any empty 
space near their settlement. 

Poverty means hunger, poor health , 
poor housing, inadequate social envi
ronments , illiteracy, lack of skills and 
very low incomes. But it also means 
living with little or no power to influ
ence political life. In most Third 
World countries, a poor person is no 
more than a number in a census. 
Often, not even that official recogni
tion is granted to them. They are not 
true citizens of their own countries for 
they have no political, social or 
economic rights . 

The poor age rapidly and they die 
young. Pulling a rickshaw in Calcutta 
for 12 hours every day, sleeping on its 
seat and eating a meagre diet will 
shorten the rickshaw puller's life. 
Carrying heavy loads in the broken 
streets of an Andean city or spending 
endless hours in a dusty, noisy work
shop in South-East Asia can lead to 
accidents and ill-health. Spending day 
after day on a garbage dump seeking 
the few valuable things that can be 
found, even the ingredients for the 
family's next meal, can lead to poison
ing and death. 

The poor work hard. Everybody in a 
squatter settlement is busy doing 
something, buying or selling, especial
ly travelling to and from the squatter 
settlement in the search for an income . 
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Above : A cement pipe offered a temporary home to this refugee boy on the outskirts 
of Calcutta. 

Below: For two children in a Bogota slum, this lean-to hut built of scraps and rubble 
counts as "home " . 
Photos L. Sirman © 



People cannot wait for years before 
finding a stable income . Because of 
their meagre resources they buy tiny 
quantities of food. Weakened by their 
efforts , poor diets and the stress of 
living overcrowded in a small and 
precarious shelter , they are unable to 
build up the reserves they need to fight 
any disease. 

Children are ever-present in the 
urban and rural scenes of the Third 
World , especially in the streets , waste
lands and schools of poor districts and 
rural villages. One has no need for 
detailed studies to understand their 
problems. Many will spend their child
hood in an illegal squatter settlement , 
eating food that is not subject to 
official controls and drinking water 
from contaminated wells or streams. If 
they fall sick, they will be treated by 
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unlicensed pseudo-medical practition
ers. From early childhood , the chil
dren of poor households will have to 
perform many tasks that are meant 
for adults, so that their parents have 
time to earn badly needed additional 
mcomes. 

The household head has to travel a 
long distance to go to work , while the 
wife may take on jobs outside the 
neighbourhood , working as a maid or 
a street vendor perhaps. Again , many 
poor households are headed by 
women responsible for earning the 
income and rearing the children. In 
such circumstances, longer absences 
from home and children is the 
likely result. 

Life for poor households in an envi
ronment of poverty is an endless strug
gle for all household members in order 

to survive . The household energy con
sumption and energy waste will be 
enormous. Just to obtain fuel , wood 
and water will demand immense 
efforts. These tasks are frequently 
performed by children. They usually 
take care of their brothers and sisters , 
prepare meals, clean the shelter. From 
an early age children are subjected to 
the humiliation of begging or pros- . 
tituting themselves. 

Certainly they have little time to 
play, and lack the space and oppor
tunities to grow as children. Under
nourishment affect a great many, and 
the numbers with infectious diseases 
are also on the increase. Millions of 
children are abandoned and survive as 
they can , living in the streets or in 
empty buildings. Many are ill-treated 
by their parents as a result of tensions 
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Poverty kills children 

Where a burgeoning population outstrips the 
growth of city services, the worst hit are 
obviously the poor and especially the chil
dren. Millions will spend a lifetime in the 
most degraded promiscuity. The common 
fate of two children in their tarpaulin-covered 
shack in Manila (left), and of the little boy 
in an insalubrious Mexico City slum is to 
have very little hope of ever escaping from 
such poverty. 
Photos L. Sirman © 

stemming from inadequate living en
vironments and the total uncertainty 
of their economic and employment 
situation. 

In these conditions children aged 
under 14 often have extensive urinary 
infections , possibly linked with nutri
tional problems, or intestinal para
sitosis and anaemia associated with 
deficits in their growth and develop
ment. Their weight and height is below 
average; orthopaedic problems and 
eye defects are frequent. Usually there 
is no overall increase in the child 
mortality rate , except in particularly 
adverse circumstances. But the num
bers of low-birth-weight children , of 
abandoned children , of households 
headed by women and of pregnancies 
among adolescents are in themselves 
alarming indicators of a critical situa-
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tion which could deteriorate still more 
as the impact of the present reces
sion on Third World nations makes 
itself felt. 

The differences between the city of 
the rich and the city of the poor will 
continue to grow wider. These differ
ences are not new. In the past , as now , 
they reflect the fact that the elimina
tion of poverty is seldom regarded as 
the collective responsibility of a na
tion , still less as the collective respon
sibility of the world. 

Minority groups discuss develop
ment programmes without under
standing the interests and aims of the 
poor , or the role that free people , 
democratic institutions and equal 
rights and opportunities can play in 
development. I doubt whether positive 
development , good health , potable 

water and a safe shelter for all will 
ever be achieved without the active 
involvement of the people. Govern
ments are losing credibility , particular
ly those which have not been elected 
by the people over whom they rule 
and which seldom pay attention to 
their minimal needs and aspirations. 
So many administrations fail to under
stand the ways in which Third World 
cities grow, the inadequacy of their 
institutions or the irrelevance of their 
legislation . 

Millions of children will continue to 
die unless governments and interna
tional agencies learn to start working 
directly with communities , both rural 
and urban , to improve their environ
ments. After all, the true builders of 
Third World cities are not the govern
ments but the people themselves . • 
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Above : A typhoon slams into a Hong Kong street. Seconds after the 
picture was taken, the collapsing sign on the right was carried away. 

Below : The desperate search for survivors amid the rubble of buildings 
destroyed in last September's earthquake in Mexico. 
Photos L. Si rman © 

Prepared agai 
by Or K. Olavi Elo, Chief of wHo I 

W HO's main task is to support its Members States in 
developing their health services and promoting the 
health of their people. But within this framework, the 
Organization also has responsibility for helping the 
Member States in emergencies and disasters. Perhaps 
more important still, it helps them to strengthen their 
own structures so as to be better prepared against 
disasters, and to manage them in a more efficient 
manner if they strike. 

By strengthening the national capacities through 
training and by extending technical cooperation to the 
Member States, WHO can play a meaningful ro le in 
emergency and disaster preparedness and manage
ment. Helping governments and other organizations to 
coordinate emergency assistance, and assessing the 
needs in such emergencies are some of the functions 
that governments expect from W HO, among the mul
titude of external aid agencies, in the event of large
scale disasters. 

Within the Organization, the capacity for offering 
such support to the Member States varies widely from 
one region to another. Many Member States may not 
require W HO's assistance. But even in those cases, W HO 

is trying to tap into the existing resources and skills so 
as to transfer them to those Member States which may 
be less fortunate and more prone to be hit by disasters . 

WHO works very closely with other UN organizations, 
particularly the Office of the Disaster Rel ief Coordinator 
(UNDRO). UNICEF, and the Office of the High Commis
sioner for Refugees (UNHCR). as well as with such bodies 
as the League of Red Cross and Red Crescent 
Societies, the International Committee for the Red 



nst disasters 
:mergency Relief Operations 

Cross and a large number of voluntary groups. Many of 
these have a much greater capacity for prompt 
emergency relief. The crucial point is to see how W HO 

and the other organizations can complement each other 
rather than competing. 

In recenttimes, WHO has helped to coordinate exter
nal health relief assistance after such acute disasters as 
the Mexican earthquake and the Colombian volcanic 
eruption last year, and has coordinated health relief in 
slowly-emerging disasters such as the catastrophic 
drought in Sudan and Ethiopia . 

WHO's emergency operations are always launched 
with development linkages in mind, so that the re lief 
effort can smoothly become part of rehabilitation and 
econom1c reGovery. 

Since the chronic crisis in Africa made WHO and its 
Member States aware that more could be done in 
terms of disaster preparedness and management. WHO 

is now in the process of reviewing the status of 
preparedness throughout the six regions. The findings 
of these reviews and the requests of Member States 
will be translated into regional programmes, with an 
emphasis on country-level support through the regular 
WHO structures as part of the Health for all process. • 

Trapped in the wreckage of her home after a volcanic 
eruption triggered a disastrous landslide, this little Colombian 
girl died before she could be freed. 
Photo Keystone © 

Lower right : Havoc in a small community hit by catastrophic 
floods in Brazil, which left thousands homeless. 
Photo L. Sirman © 

Below: A health kit for all emergencies, including about 100 
separate items, is kept available at the UNICEF warehouse in 
Copenhagen. Its contents are based on the needs of 10,000 
victims over a three-month period. 
Photo W HO/E. M andelmann 



''Bareheaded doctors'' 
One unconventional approach to primary health care adopted 
in Thailand has been to train Buddhist monks. Today they 
can advise people, for instance~ on the proper use of drugs 

"[) octor, since I trained with you ," 
wrote one Buddhist monk from 
Pisanuloke, a northern province 

of Thailand , "I have noted that a lot of 
farmers used to be pale and weak. I 
gave them ferrous sulphate tablets . 
They became stronger. A lot of them 
come to me now. Doctor , can you send 
me 20 ,000 more tablets of ferrous 
sulphate?" 

On the average, 40 per cent of Thai 
farmers are anaemic, according to 
WHO standards. Certain villages in the 
poorer area of the North-East may 
show even higher levels of anaemia. 
There is an old Thai saying "diluted 
money, diluted blood. " This has been 
borne out by our haematological 
studies; the frequency of anaemia in 
the communities closely reflects their 
socio-economic status. 

But sophistic~ted haematology 
studies in the medical schools over the 
decades did not seem to improve the 
villagers' anaemia. Doctors , as every
where , stay in towns and the farmers 
stay with the cows. However, when 
monks have been trained-monks who 
live in the villages- then effects begin 
to be felt as related above. 

" Doctor , since I trained with you ", 
wrote another monk from the pro
vince of Tak , " I noted that a lot of 
people had used pharmaceutical drugs 
wrongly and 'perforated' their 
stomach. I have advised them against 
this drug misuse , and they are delight
ed that monks should give them such 
advice." In Thailand there are more 
than 26 ,000 brands of drugs circulat
ing on the market , including over 150 
brands of analgesics. Drug misuse is 
widespread and 'it is commonly said 
that people develop peptic ulcer with 
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by Prawase Wasi 

bleeding (what the layman calls " per
forated " stomach) after taking some 
of these analgesics. 

Thailand has a population of 50 
million ; since some five per cent of 
them get sick in any single day , this 
makes a total of about 2.5 million 
people who need medical care. The 
modern medical care system, both 
public and private sectors combined, 
can take care of fewer than 200 ,000 
patients per day. The rest have to buy 
drugs to treat themselves , or seek 
alternative forms of care. 

Professor Prawase Wasi is Pro
fessor of Medicine at Mahidol 
University, Faculty of Medicine, 
Siriraj Hospital, Bangkok, Thai
land . 

" Y a-chood " or " sets of drugs " are 
very popular in Thailand ; (Y a = 
medicine ; Chood = set). They are 
sold illegally throughout the country at 
drugstores and small groceries . Pack
ages containing unnamed tablets and 
capsules are sold at two to three baht 
per package. They have fancy names 
like " Ya-chood for influenza- in lieu 
of injection ", " Y a-chood for mas
sage-special and strong", and so on. 
On investigation the tablets or cap
sules may be anything from analgesics 
to antibiotics or vitamins . They are 
popular because it is not always con
venient to go to the over-crowded 
government hospitals , and it is too 
expensive to see private doctors . 

The drugs to res selling " Ya-chood " 
may make as much as 200 per cent 
profit. But by taking combinations of 

many drugs, people incorporate into 
their bodies unnecessary and even 
dangerous substances. It has been esti
mated that between 4,000 and 5,000 
tons of drugs are unnecessarily con
sumed by the Thai public each year 
through this practice of combining 
drugs . Although " Ya-chood " are con
sidered cheap , people have to pay 
more than if they buy individual drugs. 
More important , since there is no 
information about the drugs on the 
packages , people fail to learn how to 
use them safely even after they have 
bought them a hundred times. Primary 
health care is developing very effi
ciently in Thailand and should result in 
making essential drugs much more 
readily available . 

But meanwhile even the hospitals 
are flooded with too many brands of 
drugs. Although the Ministry of Public 
Health has developed the National 
Essential Drug List, its wide applica
tion has met with resistance even 
among certain of the authorities. As 
can be readily understood , drug profit 
circles are always deep-rooted and 
influential. 

This situation of drug misuse and 
exploitation is commonly found in de
veloping countries , not only in Thai
land. Health services research and de
velopment will have to address such 
problems. Among the components of 
primary health care , the provision of 
essential drugs alone is not sufficient ; 
prevention of drug misuse should also 
be added. 

Rapid and widespread health edu
cation may well be the most important 
" health service ". Although the Minis
try of Public Health has been training 
village health communicators (VHC) 
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Above: A class of Buddhist monks undergoing training in primary health care 
techniques in Thailand. 

Below: Putting PHC into practice. Thailand's Folk Doctor movement 
emphasises that lay people can be their own doctors, both in prevention and 
treatment. 
Photos WHO 
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and village health volunteers (VHV), 
direct and more widespread informa
tion needs to be conveyed to the 
people through the mass media
and this too will call for research and 
development. 

Ever since 1975 a group of doctors 
and other health personnel have been 
training Buddhist monks in primary 
health care; they have sometimes 
been dubbed "Bare-headed doctors". 
There are about 30,000 Buddhist tem
ples throughout Thailand, or one for 
every two villages on average, and 
there are over 200,000 monks. These 
temples used to be centres for com
munity activities, including education, 
medical care and cultural events. Over 
the last hundred years , these activities 
have come under the wing of suc
cessive governments, and the temples 
have been left without these functions. 
Training the monks in primary health 
care is an attempt to restore their 
original community function and to 
develop it further. Once the monks 
understand the concept of primary 
health care, give their blessing to it 
and participate in its activities , the 
goal of Health for all can become 
more readily attainable. 

The group which has been the prime 
mover for monk training is known as 
the Moh Chaoban or Folk Doctor 
group (Moh = doctor; Chaoban = 
the lay people). The philosophy of its 
members is that for the majority of 
problems the lay people can be their 
own doctors both in prevention and in 
treatment. They have set up a Folk 
Doctor Foundation to support pri
mary health care , and Folk Doctor 
Magazine, a monthly magazine for 
primary health care, has been pub
lished for the past seven years. It has 
been a tool to activate the translation 
of health knowledge and technology 
into forms suitable to the people
often through stories or cartoons. To
day many doctors contribute to the 
magazine, and WHO made it available 
to every village health volunteer for 
one year. 

Another publication of the group 
is the "Folk Doctor Handbook". 
Among other information it prints the 
standard price of each drug ; the peo
ple like this because they tend to be 
overcharged at the drugstores. The 
Handbook is now very popular; 
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people donate money to have it sent to 
schools and temples in remote areas , 
or offer it as New Year gifts and 
wedding presents. Over one million 
copies have been printed and distri
buted. There is also a poster-sized 
"Folk Doctor Calendar" which con
tains a table telling people how to deal 
with health problems such as fever in 
children, the common cold , diarrhoea, 
malaria and so forth. And the Folk 
Doctor Group has been given free 
radio time to run a Folk Doctor Radio 
Programme each morning. 

The primary health care approach 
to solving problems in rural areas of 
Thailand is promoting and developing 
intensive community involvement, and 
this in turn will lead to greater self
help and self-reliance. Public informa
tion too is developing in the villages, 
both through the person-to-person 
approach by way of village health 
communicators and volunteers , and 
through powerful public address sys
tems. Such methods can help to pro
tect the community. And , of course, 
the Buddhist monks who have been 
trained will themselves be an essential 
component of the community effort. • 
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Above: "Ya-chood" packets are popular remedies for all manner of illnesses, 
but they contain "cocktails" of drugs that are usually unnecessary and often 
dangerous . 

Below: The Folk Doctor Handbook is literally pocket-sized. Among other 
information, it quotes the correct price for standard drugs, so that people 
cannot be overcharged at the drugstores. 
Photos WHO 



On the mend 
Up to eighty per cent of the medical equipment in developing 
countries is permanently out of order. Fortunately a new breed 
of maintenance technicians is undergoing training in France 

by Mays L. Swicord and Diana Gibson 

"~ could have done with this course 
when I first started work. We were 
the first three maintenance techni

cians ever recruited by the Ministry of 
Health and we had to set up the service 
from scratch-it took us five years . Now 
there are 20 of us, but we can still only 
do small repairs-Senega! has X-ray 
equipment worth 180 thousand million 
CFA, and we have to spend 200,000 
CFA a year outside the Ministry just to 
get it repaired." 

Mayacine N'Diaye of Dakar is de
scribing one of the biggest practical 
problems in developing countries. 
Medicine today depends increasingly on 
instrument technology, but the equip
ment used must be carefully selected to 
be appropriate to its site, and needs 
competent maintenance and repair. The 
lack of technicians and spare parts, mis
information, poor instructions, inap
propriate purchases and donations
these and other problems all contribute 
to the current lamentable situation, 
where up to 80 per cent of medical 
equipment in developing countries does 
not work. 

Mayacine N'Diaye, aged 30, is living 
temporarily in France while he takes a 
nine-month course, created in late 1984 
at WHO's request , by the Higher Interna
tional Institute for Training of Health 
Personnel , part of the Hospices Civils 
(Civil Hospitals) in the southern city of 
Lyon. Modelled on a similar course for 
English speakers in Nicosia, Cyprus , the 
course leads to a prestigious WHO
endorsed technical certificate in the 

Technicians studying practical maintenance 
in Lyon, France. Their course will enable 
them to keep hospital equipment in perma
nent working order in their home countries. 
Photo WHO/P. Merchez 
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general-purpose maintenance of hospi
tal equipment. It is not meant for 
specialists: the idea is to produce people 
who can keep a range of hospital equip
ment in permanent working order. 

Or Mays L. Swicord is a Scien
tist with WHO's Division of Diag
nostic, Therapeutic and Rehabilita
tive Technology (on secondment 
from the U.S . Food and Drug 
Administration); and Ms Diana 
Gibson is a Public Information 
Officer at WHO headquarters in 
Geneva . 

Most medical equipment failures in 
developing countries are due to simple 
faults such as a blown fuse, a defective 
electrical connection , or simply the in
ability of the operator to install the 
equipment properly. Therefore the 
Lyon training course-unique in France 
-is designed to be practical. The em
phasis is on teaching the student to (1) 
get the equipment into operating order, 

(2) perform basic preventive mainte
nance, (3) carry out common corrective 
maintenance, and (4) identify the fault 
in a major breakdown and give correct 
information to the factory oi central 
repair facility. 

Jalel Selmi, from Kairouan in Tunisia, 
a 25-year-old radiological technician at 
the Tunisian national maintenance 
centre, came to Lyon on a WHO fellow
ship. "I maintain and repair all sorts of 
X-ray machines (except for four scan
ners , which are looked after by techni
cians specially trained by the manufac
turers). There are not many of us in 
Tunisia- I travel round to hospitals all 
over the country. I came here to Lyon 
because it is a more advanced and multi
purpose training, and after this training I 
may change speciality and become a 
laboratory equipment maintenance 
technician, for example; we are short of 
those in Tunisia. I shall certainly have to 
train other people. We take a lot of 
apprentices from school each year and 
send them to work in the hospitals. 

" I am very pleased with this course," 
he says, "it is very useful for Tunisia. 



We have to rely on our own people 
and can't afford to keep buying 
new machines each time an old one 
breaks down. " 

Thriving centre 
Set in the heart of a dynamic 

economic and commercial region boast
ing many bio-medical companies and 
research institutes, Lyon, with its three 
universities, flourishing industries and 
1.3 million inhabitants, is the ideal 
centre for a course of this type. The 
Hospices Civils de Lyon, the most im
portant hospital centre outside Paris, 
groups a total of 20 hospitals and 16,000 
staff, and can mobilise all the technical 
and financial resources of the area. 
Originally set up by the Hospices Civils 
in order to give advanced nursing train
ing to French speakers, the Higher 
International Institute has 22 years 
of experience in catering to the educa
tional , social, cultural and residential 
needs of foreign students. 

The practical part of the maintenance 
training includes visits to the Lyon hos
pitals, where students can watch opera
tions and see for themselves-in many 
cases for the first time-exactly how the 
equipment is used. Mr N'Diaye explains 
that he and his colleagues in Dakar have 
often felt handicapped by the lack of this 
sort of experience when dealing with 
nurses , doctors and machine operators. 

" The twenty of us are responsible for 
all technical installations-electrical and 
electronic equipment , windows, beds , 
water-pipes and so on-in Senegal's 13 
existing hospitals , a new one now being 
built and all health centres and health 
posts. All hospital maintenance workers 
-carpenters , mechanics , plumbers , elec
tricians - are under our orders. We 
travel round to visit them , doing primary 
maintenance only. We aren't trained to 
train, but we do always show the electri
cians what we are doing. Many of them 
didn ' t even have testers until we asked 
the Ministry of Health to buy them. 

"When we started , the Ministry was 
very short of funds for repairs . Once we 
offered to help with a transfer of kitchen 
stoves to a hospital in the North. The 
company's estimate for the job was nine 
million CFA; we went to discuss it with 
them and got it reduced to six million. 
Then we realised that we could do it 
ourselves-we got a Ministry vehicle and 
did it for 20,000 CFA. It shocked every
one in the Ministry but it did show how 
much money we could save them. Now-
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adays we are consulted on purchases 
and can make recommendations when 
we go on our three-monthly round of 
the hospitals. 

"But sometimes we don't feel qual
ified to give this advice, on respirators or 
X-ray equipment, for example. It is 
embarrassing to stand in front of the 
user and not know what the machine 
does. The big problem is our lack of 
training on medical equipment. We get 
all the latest European inventions within 
two years. But we can't always make 
them work because they are too sophis
ticated. We have had a very powerful 
X-ray machine for open-heart surgery 
since 1982 and it still doesn't work. 

"In this course I have learned the 
medical principles of the equipment, so 
now I can go to the hospital department 
and know what they are talking about. I 
may not be able to install sophisticated 
equipment but at least I shall under
stand where the problem is. And if it 
doesn 't need a visit from the manufac
turer, I shall be able to fix it. We also get 
an introduction to computerised man
agement, which can be used to warn us 
when to order parts, replace equipment 
and so on. Later I hope to specialise and 
study one field in greater depth. " 

About half of the class are French volunteers 
from Mission Bioforce Developpement, who 
will be available later to undertake technical 
installations and teaching in Africa, Asia and 
Latin America. 
Photo WHO/P. Merchez 

The educational level required for 
entry to the Lyon course is one or two 
years of post-high-school technical 
studies. The instruction is of three types. 
First, there are basic courses in 
mathematics, electronics, application of 
electrical engineering, and technical 
English and French. The second level 
is directed towards repair training and 
includes mechanical service, technical 
drawing , and theory and practice of 
medical equipment (X-ray units, inten
sive care devices , medical laboratory 
apparatus, operating room equipment, 
etc.). Thirdly, the course work is fol
lowed by practical on-the-job training, 
conducted by the hospital technical ser
vice or by workshops where local med
ical equipment is repaired. 

Cultural mixture 

The overseas maintenance students in 
Lyon this year come from Lebanon, 
Burkina Faso, Senegal, Tunisia and 
Cote d'Ivoire, but an interesting feature 
of the course is that about half of the 
class is French. The training was origi
nally intended for foreign students, but 
rapidly caught the attention of the Mis
sion Bioforce Developpement , a local 
organization founded in 1983 by the 
Pasteur Institute, the Regional Blood 
Transfusion Centre, the Hospices Civils 
de Lyon, the National Institute of Ap
plied Sciences , the University of Lyon 1, 
and the Merieux Foundation , which first 
thought up the idea. 

Bioforce, as it is known for short, each 
year enrols 100 students who will work 
for limited periods in developing coun
tries. Ten or so out of the 100 attend the 
hospital equipment maintenance course 
at the Higher International Institute. 
After their first year of training, these 
young volunteers will spend two years 
working abroad, continuing their studies 
of administration , computing, languages 
and so on by correspondence. Some will 
work for commercial companies , others 
for organizations such as Medecins sans 
Frontieres (Doctors without Frontiers), 
the Order of Malta and the UN High 
Commissioner for Refugees. Whether 
they ultimately work as technicians or as 
organizers of large health projects, the 
basic idea is for them to transfer techni
cal knowledge and skills to people in 
Africa, Asia and Latin America, and 
then return home. 

Denis Pharabot, aged 25, from Cham
bery, France, who has an advanced 
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diploma in mechanics and digital sys
tems , is in the first of his three years with 
Bioforce. He says: "I am attracted to 
foreign work because there is such a 
waste of medical equipment, and the 
Bioforce training is the only one of its 
kind , being a training in the field. At the 
end of this year I shall do the orientation 
course for two weeks, probably in 
Cameroon, installing an electrosurgical 
knife and a laboratory freeze-dryer. 
There are no local technicians , so I shall 
work with the machine operators , ex
plaining how to repair obvious faults 
without calling in a specialist and how to 
avoid actually causing faults. 

" We get a general training including 
medicine , human relations, communica
tion (to avoid a " culture shock" when 
we first come in contact with our hosts) , 
technical and social English, and some
times Spanish or Portuguese. Later I 
may install equipment for SOPHA Devel
opment , or Operation Handicap Inter
national has approached me to go to 
Thailand for six months to set up small 
factory workshops to make wheelchairs. 
Bioforce coordinates all these requests. 
We also get more training during the 
field work which can be the responsibil
ity of our temporary employer. 

"Once I'm fully trained I shall go out 
on request to do technical installations 
until the local people can do them alone. 
I'm not interested in working for manu
facturers but for users, to make them 
independent. I started out with a more 
industrial aim , but now I think the 
priority needs are in health-that's why I 
took this course. I am very satisfied with 
it-it's practical , it corresponds to my 
expectations, and it is a good prepara
tion for later on ." 

Seventy per cent of Bioforce students 
in their third year are in the field helping 
in development campaigns for Medecins 
sans Frontieres and V eterinaires sans 
Frontieres (Veterinary Doctors without 
Frontiers). They are logisticians, taking 
care of transport, accounting and ad
ministration , and training local people 
to take over when they leave. A further 
10 per cent are working in commercial 
companies selling medical equipment or 
services; their job is to maintain equip
ment and train local people in the same 
skill. But even though the need for them 
is so great, not all of the Bioforce 
volunteers have yet located suitable 
jobs, possi.bly because some countries 
are not yet aware that these young 
people are available. 

Bioforce students are expected to be 
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More centres needed 
The training courses in France 

and Cyprus for medical techni
cians are a necessary first step 
towards dealing with the main
tenance problems of the develop
ing countries. However, the size of 
the problem calls for much more 
strenuous efforts, beginning with 
the establishment of stronger ties 
between the Lyon and Nicosia 
centres, national health authorities 
and the WHO regional offices. 

National health authorities can 
identify the need for particular 
skills and select individuals to be 
sent for training. The WHO regional 
offices can help in this process. 
and should be willing to sponsor 
the trainees with WHO fellowships . 
Then, possibly with WHO support. 
the countries can set up local 
workshops where returned 
trainees undertake both main
tenance and repairs . 

The few centres in existence 
today cannot possibly meet the 
demand for trained medical equip
ment technicians. wHo hopes. 
therefore, that in future the work
shops set up in developing coun
tries will themselves become 
training centres addressing speci
fic local needs. These centres will 
depend on Lyon (for French
speaking countries) and Nicosia 
(for English-speaking countries) 
for technical direction and for the 
training of instructors. • 

open to other cultures, and must under
stand that if they are teaching a person 
in Argentina or Brazil it won't be the 
same as teaching French people. Ivan 
Risler , aged 25 , from Lyon , says: " The 
best way of learning to be more open to 
other cultures is to do as we are doing 
here this year in our group-spending 
the day with foreign students, taking 
courses together, dealing with the same 
problems. It certainly helps us to see 
what to expect when we go abroad. " He 
began as a medical student but later 
realised that the Bioforce course would 
make him more rapidly operational and 
useful in the field. 

"We learn languages as well as tech-

nical skills-English mainly , because the 
professional magazines and technical 
data are usually in English , ahd it is the 
language most used for communication 
by people who don't share the same 
mother-tongue. We also get some 
mechanical training and study the cold 
chain, refrigerators and so on. It's quite 
varied and broadens the mind, and you 
can go deeper into whichever subjects 
you like best. 

Helping hands 

" When I finish, I hope to do develop
ment work with local people. They 
should see me as helping them, teaching 
them what I know, not as someone 
imposing something from outside-and I 
want to take what they have to give me. 
I shall have the technical knowledge, but 
they will have totally different and inter
esting knowledge about life . I see my 
future work as cooperation , helping one 
another, as we do here during the train
ing; some students have the technical 
knowledge, some have medical know
ledge , and we help each other. The most 
important thing is not the pure mainte
nance, but helping people to learn , guid
ing them . I think you need a certain 
amount of experience to do this, but I 
hope to be able to do it in a few years, 
when I have a more accurate idea of 
people's problems. " 

The hospital equipment technicians' 
course in Lyon does not attempt to solve 
all of the problems of maintenance in 
developing countries. Rather , the High
er International Institute hopes to be 
part of a chain of similar centres , includ
ing that in Nicosia. Although the need 
for trained maintenance technicians is 
urgent, the Institute 's director does not 
plan to expand the programme until it is 
well established and has proved its re
sponsiveness to the needs of developing 
countries. 

The course demands a certain sac
rifice on the part of foreign students, 
many of whom are supporting families 
at home, like Mayacine N'Diaye. But he 
thinks it is worth it. "I am glad to be 
here because I shall be more capable 
when I go back to the Ministry of 
Health. · I want to pass on my new 
knowledge, and bring down mainte
nance costs in Senegal still further. The 
health budget is very low-we have to do 
good work with the equipment we have, 
and we can't do that without a good 
maintenance service. " • 
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Rural doctors in China 
Skilled in both modern medicine and traditional Chinese 
medicine, the rural doctors who work at the village level 
are proving their worth in preventing and treating disease 

11 over China's vast hinterland 
there are some 1.3 million 
" rural doctors " working busily 

to prevent and treat diseases. The title 
of rural doctor is given to those who 
have received a certain period of pro
fessional training. After several years 
of professional practice , they are sent 
to the nearest county hospital for 
advanced studies which usually last for 
two to three years. In some cases they 
may stay for five years . 

In Jishan county of Shanxi province 
there are 440 rural doctors serving a 
population of some 250,000. The 
county is divided into 11 townships , 
each with a clinic staffed by between 
three and seven such doctors, and is 
again subdivided into 196 villages with 
216 village health centres. 

At present , 60 per cent of the " rural 
doctors " of Jishan county have 
reached a professional level equivalent 
to that of medium-level medical 
school graduates; some have even 
attained the level of medical college 
graduates. During their advanced 
studies, most of them are instructed in 
both modern medicine and traditional 
Chinese medicine. Consequently they 
are able to apply both forms of 
medicine in the treatment of such 
common diseases as acute and chronic 
gastntls , intestinal illness , viral 
hepatitis, tracheitis , bronchial asthma , 
emphysema and pneumonia. They can 
also make correct diagnoses in pa
tients with rheumatic or congenital 
heart disease, ovarian cyst or uterine 

A village woman in Jishan county receives 
a thorough physical check-up from rural 
doctor Zhang Ruilien. 
Photo W HO 
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by Wei Yingying 

fibroid, which they then refer to the 
county hospital for treatment. 

Lian Junlun is one such other rural 
doctor and heads the Nanyang village 
health centre which is staffed by six 
rural doctors . He has set up seven 

Miss Wei Yingying is a staff 
journalist on the Beijing health 
newspaper Jian Kang Bao. 

observation beds in the health centre 
for patients of cardiovascular diseases 
and cerebrovascular ailments , while in 
the village he has arranged home care 
for patients who are confined to bed . 
On one occasion Lian met a peasant 
suffering from acute abdominal pains 
and diagnosed it as a case of chole-

cystitis (inflammation of the gall-blad
der). The patient was rapidly transfer
red to the county hospital, and made a 
full recovery five days later. His work 
and that of his colleague has been 
much appreciated by local villagers , 
who consider the health centre to be 
an advanced health unit and Lian 
himself a model worker . 

Heng Yuan'Er is a rural doctor in 
Taiyang village and is particularly 
skilled in gynaecology, obstetrics and 
paediatrics. As a result of her work she 
has wide experience in treating 
trichomonas vagina/is, cervicitis and 
pelvic inflammation , as well as certain 
conditions often seen in children such 
a dyspepsia, pneumonia and vitamin 
deficiency. 

Chen Haoshou, on the other hand, 
is a rural doctor in Lianbao village and 
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Familiarity with all the children in the com
munity helps to prevent the onset of infec
tious and other diseases. 
Photo WHO 

his experience is first and foremost in 
treating primary and secondary epi
lepsy with traditional Chinese herbal 
medicine and with acupuncture . In 
recent years he has successfully treated 
408 patients from seven different pro
vinces. One patient had suffered from 
epilepsy since he was 17 years of age, 
and had been treated unsuccessfully 
on several occasions before turning 
to Chen Haoshou for treatment at 
the age of 29. The treatment lasted 
for three months and proved highly 
effective. 

These rural doctors are also respon
sible for providing primary health care 
and carrying out disease prevention. 
They stand in the forefront of China's 
three-tiered medical care system 
(county, township and village) in the 
rural areas. At each of the village 
health centres, they keep a set of 
health records for the local villagers. 
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And these records prove that the rural 
doctors have a very important role 
to play in preventing diseases. It is 
largely thanks to them that the en
vironmental hygiene and the health 
in general of Jishan county has 
been dramatically improved. 

A "rural doctor" since the age of 
29, Duan Tongshun, has had profes
sional training for five years, and is 
now attending a spare-time training 
course in traditional Chinese medi
cine. He is personally familiar with 
every child in the village under the age 
of 15. At his health centre he keeps a 
special record of children's health. 
When a batch of vaccines arrive, he 
can complete the vaccination work 
within one day to all local children
although there are more than 100 of 
them. Not a single case of infectious 
disease has occurred m the past 
three years. 

To meet the needs of pregnant 
women, each village health centre is 
staffed by at least one woman rural 
doctor who takes care of maternal and 
child health. These skilled women give 

periodical pre-natal .check-ups, refer 
the mothers to county hospital or 
township clinic whenever an abnor
mality is suspected, deliver the baby 
under hygienic conditions, undertake 
post-natal visits, and give guidance on 
breast-feeding and rearing the baby. 
They also advise and supervise the 
village nursery and kindergarten on 
health matters. 

Thanks to these disease prevention 
activities and to the medical and 
health care services, Jishan county has 
witnessed a notable decrease in the 
occurrence of infectious diseases. 
There have been no cases of acute 
infectious disease for a number of 
years, and no case of poliomyelitis for 
the last two years . A comparison 
between the first ten months of 1984 
and the same period in 1985 has 
shown that the occurrence of en
cephalitis B decreased by 25 per cent, 
of epidemic haemorrhagic fever by 
75.8 per cent, and of viral hepatitis by 
70.3 per cent. Much of this improve
ment is due to this hardworking corps 
of rural doctors. • 
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''Operation Yeelen '' 

The "Operation Yeelen " van arrives in a village in Mali. This is the community's first point 
of contact with the team, whose task is to determine the frequency of eyesight problems 
and then to find how best to prevent them. 

Below : it is vital to convince the village elders of the value of this work. The programme 
team explain their task and seek the fullest possible collaboration of the community itself. 
There is rarely any dissenting voice. 

by Bjbrn Thylefors 

1Jhe Republic of Mali is one of the 
many countries in Africa which 
face the problem of an overburden 

of blindness-and most of it could be 
avoided . The four major global causes 
of blindness, namely trachoma, vitamin 
A deficiency, onchocerciasis (river 
blindness) and unoperated cataract, are 
all present in this country, which 
stretches from the Sahara Desert in the 
north through Sahel areas down to the 
savannah in the south. 

Mali is one of the countries participat
ing in the Onchocerciasis Control Pro
gramme, so most blindness caused by 
that disease will eventually disappear. 
However, a collaborative programme to 
combat other causes of blindness in 
Mali was set up in 1979 under the name 
of "Yeelen", which means "light" in 
the local Bambara language. This pro
gramme involves nongovernmental or
ganizations (the Malian Association for 
the Blind, and the Organization for the 
Prevention of Blindness in France), the 
Ministry of Health and Social Affairs, 
and the Institute of Tropical Ophthal
mology in Africa, located in Bamako, 
the capital of Mali . 

"Operation Light" seeks to prevent 
blinding diseases through a network of 
regional eye health centres, with out
reach services to rural areas for early 
detection and treatment of eye dis
orders and for health education. Each 
regional eye centre can also carry out 
surgery against common causes of 
visual loss, such as cataract. So the 
programme is responsible for training 
personnel in eye care, whether at the 
specialist level or for nurses and health 
workers at the village level. Much of 
this training is conducted at the Institute 
of Tropical Ophthalmology in Bamako, 
which is also a WHO Collaborating 
Centre for the Prevention of Blindness . 

In 1983, the Arab Gulf Programme for 
United Nations Development Organiz
ations (AGFUND) joined in supporting 
the "Yeelen" programme through 
the WHO Programme for the Prevention 
of Blindness . The contribution from 
AGFUND has allowed for increased train
ing activities, and for the rapid estab
lishment or strengthening of the re
gional eye centres . 
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Above : Village children line up as one of the visitors checks their 
eyes for signs of trachoma. 

Below : Adults take their turn next, gesturing with their own hand 
if they can clearly see the model displayed. 

Foot of page: A small boy awaits treatment for an eye injury. 

Right: Another success for Operation Light: a cataract operation 
and a pair of glasses have given back this patient's sight. 

Today there are six such centres in 
full operation in Mali, working in rural 
areas through mobile teams . In 1984, 
these centres, together with the I nsti
tute in Bamako, carried out more than 
340,000 examinations and treatments 
for eye diseases all over the country. In 
the same period, a total of 5,865 eye 
operations were performed, including 
more than 1 ,000 cataract operations to 
restore sight to the curable blind. 

Dr Bjorn Thylefors is the Mana
ger of WHo's Programme for the 
Prevention of Blindness. 

As from 1986, national staff and re
sources are assuming full responsibility 
for this highly successful programme, 
which is demonstrating the value of 
collaborative efforts between non-gov
ernmental organizations, funding and 
technical agencies, and the national 
health authorities. Similar programmes, 
based on the experience gained, are 
now being planned for certain other 
African countries . • 
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Primary Health Care 

Health centre in Somalia 

Q) ntil 1960, Somalia was divided 
between British Somaliland in 
the North. and the former Italian 

colony of Somalia. The latter had been 
placed under UN trusteeship after 
World War 11. When the country 
became independent. its two parts, 
which had been artificially split, were 
reunited . The Democratic Republic of 
Somalia today covers 638,000 square 
km.-an area greater than that of 
France. Switzerland and the Nether
lands put together. 

But only 13 per cent of this vast 
country is cultivable; pastoral nomads 
roam over huge, semi-arid deserts. 
The country has no natural resources, 
and rates among one of the least 
developed in the world with a per 
capita income of US $200 per year. 
According to the last census, in 1975, 
the population was 4,089,000. As the 
demographic rate is around three per 
cent a year, the estimated popj.jlation 
is now about 5.400,000 . The break
down of the population, in 1975, 
showed some 46 per cent are no-

by F. J. Tomiche 

We regret to announce that. 
shortly after writing this account 
of his visit to Somalia, Mr F. J. 
Tomiche died suddenly of a 
heart attack. Editor of World 
Health magazine from 1968 to 
1977. Johnnie Tomiche was Di
rector of Public Information at 
WHO Headquarters in Geneva from 
1974 until his retirement in 1977. 

madic, 27.6 per cent live in the country
side, and 26.4 per cent in the towns. 

After independence. the govern
ment took many important political 
and social decisions. The first, which 
caused a heated controversy, was to 
adopt the Latin alphabet. Up to then 
the Somali language was a spoken 
dialect without writing . In order not to 
lose the rich oral heritage, and for 
administrative reasons (since all the 
printing and typing equipment left by 
the colonial powers was in the Latin 
alphabet), the authorities opted for it. 

The second decision, requmng 
much political courage, concerned a 
complete ban on khat. As in other 
countries in the horn of Africa and in 
Yemen, Somalians are fond of chew
ing khat-a green leaf which has a 
euphoric effect but which decreases 
energy and distracts from work. 

The third decision was to adopt 
primary health care (PHC). In a coun
try with an infant mortality rate stand
ing at 150 per 1,000 live births and a 
very frail health infrastructure, PHC 
received wide support and was given 
top priority by the Ministry of Health . 
In two years, 318 community health 
workers and 246 birth attendants 
have been trained. The university of 
Mogadishu too has reoriented its 
studies towards preventive and com
munity medicine. One week out of 
four, it trains its students in the coun
tryside. As for the people, they have 
rapidly understood that they are the 
main beneficiaries of PHC. 

The road to Barire 
Dr A. Amini, the WHO representative 

in Somalia, who successfully runs 18 
distinct health programmes, provided 
transport for me to see on the spot 
how PHC is implemented. For 50 
miles north-west of Mogadishu, the 
drive was smooth and gentle. Banana 
trees endlessly covered the fields on 
both sides of the road. Then the car 
turned off the highway and a kind of 
scenic railway began. For 12 miles we 

The precarious ferry across the Shibelle 
river offers the only access to Barire village 
in Somalia. 
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The villagers themselves built the walls of 
their health centre, and put money in the 
kitty to pay for the tin roof. 
Photos WHO/J . Tomiche 

were jolted up and down, tossed left 
and right. I extricated myself from the 
car with a pain in the back and a bump 
on the forehead . . 

We had now come to a spot on the 
Shibelle river. opposite a village called 
Barire. To cross the river we crowded 
on to a flat barge together with sheep 
and dogs. The dark brown water gent
ly lapped my shoes as I swayed 
backwards and forwards in a most 
precarious equilibrium. Finally, some
one extended a compassionate hand 
to pull me off the raft. and with 
some sense of achievement I stalked 
into Barire. 

The 2,400 inhabitants live off the 
land. They grow corn and sesame 
from which they extract oil. Last year 
they had three months of rain and 
enjoyed bumper crops . When the vil
lage council met. its members de
cided to invest their little extra income 
in a new PHC centre. They already 
had one but found it too small. So the 
villagers themselves in their free time 
built the new centre, a bamboo hut 
with a tin roof . Everybody gave 
a hand; only the roof, made 
in Mogadishu, cost money and 
every household contributed to its 
purchase. 
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Ali Mohamed Omar, a young farmer 
of 36, who was elected "head of the 
village," showed us round the centre . 
He explained: "The two rooms have 
still to be partitioned. Outside we will 
have a kind of covered verandah 
which will serve as a waiting room . 
The patients will wait in the shade 
which they could not do in the previ
ous centre. "In less than two weeks 
this place will be operational," Omar 
announced confidently. 

Aweys Mohamed Mahmud, a 26-
year-old agricultural worker. will run it. 
assisted by two trained birth atten
dants. He has been a PHC worker for 
more than six months. The commu
nity chose him and now they pay him. 
How much? He prefers not to say. 
But he admitted "What I get is 
enough to make the job attractive." 
Mahmud's health work occupies the 
morning; in the afternoon he tills the 
fields . In case of an emergency, he 
always says where he is going and 
can return if need be. 

How many of his fellow villlagers 
does he see daily? "lt depends on the 
season . During the rainy season there 
are more patients because respiratory 
diseases are frequent. There are also 
more malaria and schisto cases." 

Barire has a well, but it is very 
difficult to stop people from bathing 
and washing in the river. Even on the 
barge the waters of the fast-flowing 
Shibelle river licked the passengers 
up to the ankle . One of the function of 

the community health worker is to 
offer health education. He will en
deavour to explain how and why 
schistosomiasis can be caught as well 
as its effects. 

The PHC worker is greatly helped 
by the community medicine students. 
They have been assigned the task of 
collecting statistical data on Barire
vital statistics, vaccinations, the mor
bidity of children aged over five . 

As we walked around Barire, 
Shahrusad Nour (her first name is the 
Somali for Scheherazade), a pretty 21-
year-old medical student. was inter
viewing people and registering the 
information on printed forms . This 
was part of her training in epidemi
ology. Her courses on community 
medicine are spread over eight 
semesters. They include bio-statis
tics. epidemiology, ecology, demo
graphy, nutrition, hygiene, tradi
tional medicine (mainly the use of 
local plants) and management. The 
students have to perform three 
months of field work before obtaining 
their degree. 

Surrounded by fertile and well-irri
gated land, Barire is a relatively rich 
village. lt may therefore not be 
characteristic of all Somalian villages. 
But in Barire, as elsewhere through
out this country struggling for devel
opment, the people have understood 
that health begins at community level, 
an.d that they must actively participate 
in improving it. • 
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Preventing That 
'Second Disaster' 

After the First 

Medical personnel, supplies 
and equipment- for the most part 
unsolicited and unneeded
poured into Mexico City from 
well-intentioned donors virtually 
hours after the earthquake struck 
last September. But rather than 
helping, the arrival of plane-load 
after plane-load wrought what ex
perts in disaster relief described 
as, "a second disaster." 

The influx of health personnel 
and medical material, they exp
lain, "began overwhelming the 
city, competing for immediate at
tention, for space and transporta
tion facilities with other more ur
gent needs", thus exacerbating 
problems. 

All that could have been 
avoided ; with the exception of the 
need for experts skilled in search 
and rescue operations, Mexico 
City's "vast resources made any 
immediate international health 
assistance unnecessary." 

Such forthright views are ex
pressed in the recent issue of 
Disaster Preparedness in the 
Americas (No. 26), a newsletter 
publ ished by WHO's Regional Of
fice in Washington, D.C., that 
comes down equally hard on 
donor and recipient alike. 

lt says that. at times of disas
ter, donors often appear to be 
motivated by politics. or, even 

Photo : WHO/Red Cross Societies 

Earthquake and emergency 
relief: donors and recipients 
criticised. 

worse, by public relations. They 
want to be "the first to arrive 
on the scene" while "multiple 
government spokesmen offering 
conflicting official statements, or 
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On Your Mark, Get Set 
For the '1st Earth Run' 

Come this September, runners will begin a four-month, global
girding relay while carrying a torch to symbolise the need to keep 
burning bright the spirit of cooperation among nations. 

The flame will be passed from hand to hand across borders and 
continents over a 26,000-kilometer course that is intended to 
"encircle the world with light." 

The event. dubbed the" First Earth Run," 
starts and finishes at the United Nations in 
New York, and commemorates the Inter
national Year of Peace designated for this 
year, according to Action in Children, a 
publication of a non-government group as
sociated with UNICEF. 

Its main route will take runners through 
60 countries, and secondary routes through 100 more. Says David 
Gershon, the organizer of the run, "I hope we will touch over two 
billion people." An events specialist. he formerly directed the 1980 
Winter Olympics torch relay. 

Plans call for concerts to be held in Moscow, Beijing, Tokyo, Rio 
de Janeiro, Nairobi, London and Los Angeles to welcome the arrival 
of torch-bearers, and for awards to be made to localities around the 
world to recognise success in community development schemes. 

To finance the relay, estimated at US $5 million, portions of the 
route are being offered to governments, corporations and private 
individuals for US $500 a kilometer in developed, and for US $100 in 
developing countries. 

Funds raised will be contributed to UNICEF and other agencies, and, 
say the organizers, will also help to finance grants and other Earth 
Runs around the world in 120 days. · • 
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indiscriminately accepting offers 
of aid" are responsible for confu
sion during a disaster's first and 
critical days. 

Because "few countries are 
able to mobilise the resources 
necessary for relief, rehabilitation 
and reconstruction following a 
major disaster" , the disaster ex
perts make clear that internation
al assistance is indispensable. 
But donors should first ascertain 
what a disaster-striken country 
needs - seeking advice from the 
government itself, from WHO of
fices or from the Red Cross. 

Generally not recommended 
are the following: food and cloth
ing; blood, plasma, water purifi
cation tablets and vaccines ("not 
usually needed although do
nated") ; field hospitals and medi
cal teams; or medicines close to 
expiration date. Generally recom
mended: supplies with a long 
shelf-life from the WHO list of 
essential drugs. Above all, the 
experts recommend cash con
tributions to aid agencies. (One 
such is the Pan American Health 
and Education Foundation in 
Washington. D.C. 526 23rd 
Street. N.W. 20037). • 

The Use & Misuse 
Of Findings on 

Passive Smoking 

Letters addressed to editors of 
a number of British publications 
contain ing the statement that 
WHO holds "'the evidence of 
harm' from passive smoking as 
'marginal' and 'inadequate'" are 
not accurate, WHO has stated. 

The letters were written by 
FOREST, the acronym for the 
London-based Freedom Organi
zation for the Right to Enjoy 
Smoking Tobacco, which is 
funded by the tobacco-industry to 
support smoking. 

The statement was first made 
by a senior official to rebut an 
anti-tobacco article carried by 
Marketing Week, a trade journal, 
and was then repeated over the 
next six months or so . Upon be
mg queried, the organization 
claimed that a report by WHO 
experts was the source of its 
assertion. 

But according to Dr Roberto 
Masironi, the coordinator of WHO's 
smoking and health programme, 

"not a single time" does the 40-
page report referred to cite "evi
dence of harm." Rather, he 
points out in a letter of protest to 
Sir Christopher Foxley-Norris, 
FOREST's chairman, "lt is the 
'current level of knowledge', or 
the amount of information, that 
the group of WHO experts found 
'marginal' (and) 'inadequate'. 
The two concepts of 'evidence' 
and 'information' are quite differ
ent from one another ... " 

The report. entitled "Indoor Air 
Pollutants: Exposure and Health 
Effects" (EURO Reports and 
Studies 78) ", was published 
three years ago by WHO's Regional 
Office for Europe, Copenhagen. 
Although quoted by FOREST in 
mid-1985, the report was based 
on an experts' meeting in June 
1982. Since then, WHO says, ill
health and passive smoking have 
become further linked. 

In their exchange of corres
pondence WHO asked FOREST to 
"desist from reiterating the mis
leading statements," otherwise 
"wHo will have to envisage ap
propriate measures." FOREST's 
response - to what was seen as 
an indication of a law suit - came 
by way of a news release that 
"accuses WHO of attempting to 
gag public debate about smok
ing." The organization also made 
WHO's letter available to the social 
services correspondent of The 
Times. • 

17 Amphetamines 
Placed Under 

World Controls 

Seventeen mood-altering am
phetamines w ill be subject to in
ternat ional controls following re
commendations by WHO. 

These are drugs manufactured 
from synthetic powders com
monly prescribed in the 1950s 
and 1960s against depression 
and obesity. Since then, the sub
stances have been shown to pro
duce dependence, to be mis
used, and to be sold illicitly. They 
thus constitute a public health 
and social problem requiring reg
ulation under the provisions of 
the 1971 Convention on Psycho
tropic Substances. 

The convention, to which 81 
countries are signatories, provides 
for four different levels of control 
-technically called "sched
uling" - depending on the assess
ment of a benefit-risk ratio for 
each drug. 
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The recommendations fol-
lowed a two-year-long, drug-by
drug review based on data from a 
number of sources, including the 
pharmaceutical industry and In
terpol. They have been endorsed 
by the 40-member UN Commis
sion on Narcotic Drugs. 

Foremost among the am
phetamines are the following 
three, recommended to be 
placed under Schedule 11, that is, 
subject to rigid monitoring and 
reporting . 

• Fenetylline : 
Th is drug, sold under the brand 
name Captagon, is prescribed for 
paediatric and geriatric care. Its 
use as a stimulant. however, is 
widespread and increasing abuse 
has been reported in the Federal 
Republic of Germany, Mexico, 
Sweden and in countries of the 
Middle East , particularly Saudi 
Arabia, a W HO expert committee 
has reported . 

Photo: WHO/Pau l Almasy 

The Arab world: widespread 
misuse and abuse of psycho
tropic drugs. 

• Levamphetamine: 
This drug, sold under the brand 
name Cydril, is already regulated 
in many countries, among them 
Japan, Switzerland and the 
United States. 

• Levomethamphetamine : 
This drug, already subject to con
trol in a number of countries, is 
marketed in the United States in 
nasal decongestants, specifically 
in Vicks inhalers. 

If a scheduled substance is 
combined with an unscheduled 
one, as is the case here, then the 
convention allows for an exemp
tion from full control. Thus the US 
Food and Drug Administration 
must decide now what sort of 
restrictions are to be placed on 
the inhalers. • 
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Newsbriefs 
e Free Newsletter Offered. This is the logo of a quarterly newsletter 
called Development Communication Report that 
is devoted to showing how a range of communi
cation tools from traditional to modem-puppet 
plays to satellites-are put to work to promote 
messages for development. 

Among projects described in the latest issue (No. 57) are the following: 
techniques to promote the use of oral rehydration salts in Egypt and 
Swaziland, and immunizations in Colombia. In Egypt, for example, Karina 
Mokhtar, an actress, usually cast in motherly roles, was picked to deliver 
health messages. it was the first time in that country that a popular 
personality had been used in a health campaign. 

Because it concentrates on health, the issue is being offered free to 
readers of World Health . Clip this " Newsbrief " and send it along with your 
request to Kathleen Moran, Editor, OCR, Academy for Educational 
Development, 7255 23rd Street, N.W, Washington, D.C., 20037. 

e Moved to Mexico. Thanks to an offer from Mexico, the newly
established International Organization for Chemical Sciences in Develop
ment, previously headquartered in Brussels, has now set up its secretariat 
in Mexico City. 

Among projects carried out by the fledgling organization : the chemical 
synthesis of new agents for the treatment of tropical diseases, and the 
synthesis of male fertility-regulating agents. 

lOCO, a non-governmental organization, has received financial support 
from WHO and other UN agencies. Its president is Professor Glen T 
Seaborg. Professor Sune Bergstr6m, a Nobe/ prize winner, is a member of 
the executive committee. 

(For details. write: Or Pierre Crabbe. lOCO. Coordinacion de Ciencias, Ciudad Universitaria
UNAM. Apartado Postal 70-172, Mexico OF, M exico}. 

e Now 'Smokeless Tobacco'. Even as US tobacco smoking levels off. 
the evidence grows that a new tobacco addiction is on the rise - particularly 
in high schools, though, at least so far, mainly among boys. 

Sales of "smokeless tobacco", or chew ing tobacco, have increased 
52 per cent over the past seven years, the American Journal of Public 
Health (Vol. 76, No. 2, 7986) recently reported. 

A survey of 907 students in two north-western communities in 
Arkansas, a southern state, shows that 36.7 per cent of boys and 2.2 per 
cent of girls chewed tobacco, and that close to a half. 46.9 per cent, had 
been doing so for between two and five years. The highest numbers, 
some 30 per cent, chewed from two to three times daily, and 2 7 per cent 
from four to five. 

This form of addiction is already being linked to ill health, the report 
says- to ora/lesions, to tooth abrasions and caries, to inflammation of the 
gums, and to different cancers. 

"Skilful television and magazine advertising, featuring entertainers and 
sports personalities, have transformed a habit previously considered dirty 
and unsociable into one viewed as attractive and healthfu/, with a strong 
youth appeal, " one investigator, Or CA. Squier, has reported. 

e Signing Up for Children. With some 60 heads of state and am
bassadors setting the example last October at a signing ceremony in New 
York, the campaign to increase support of immunization against childhood 
diseases is now being taken up throughout the world. 

Opinion leaders and community heads are being asked to sign up for 
children by endorsing a declaration that, taking a leaf from the UN Charter, 
says in part: "We, the peoples of the United Nations, determined to save 
succeeding generations from the scourge of preventable disease .. 
resolve to combine our efforts .... " 

UNICEF calls this Universal Child Immunization and WHO the Expanded 
Programme of Immunization. By whatever name, the goal is the same-to 
protect children against measles, polio, tuberculosis, diphtheria, whooping 
cough {pertussis) and tetanus by 7 990. 

In the next issue 
Africa today is struggling to contend with seemingly intractable 
economic problems and with a heavy additional burden of endemic 
diseases. Some of the ways it is tackling this situation, and making 
progress against all odds, are described in the August-September 
issue of World Health - "The Challenge: health for all Africans ." 
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