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Editorial 

The state of the world's 
health 
Hiroshi Nakajima 

0 ur future depends to a large 
extent on being adequate! y in
forrned. The World Health 

Report 1995 is a response to this 
more and more acutely felt need. 
Reliable health information is 
demanded not on! y by health profes
sionals, politicians and business 
people who need it to meet the vari
ous responsibilities of the ir jobs, but 
by individuals and families in every 
walk of !ife. Their questions ex tend 
from uni versai concerns about what 
is happening in the world to very 
particular ones such as how to a void 
diabetes, or how to look after a sick 
child, or how to ensure the safety of 
a blood transfusion. As the world's 
health authority, WHO is uniquely 
weil placed to gather and publicize 
whatever information is available on 
such questions. 

Readers will find strong 
arguments in these pages both for 
confidence and for anxiety about the 
state of the world's health. Rising 
!ife expectancy and declining infant 
mortality have long been recognized 
as key indicators of progress in pro
viding effective health care. The 
fact that this trend bas continued 
global! y in recent years in spite of 
many daunting obstacles is indeed a 
source of deep encouragement, espe
cially to the countless people who 
are striving for better health at every 

An indispensable factor for 
equity in health is timely and 
accurate information. 

leve! of the health care system. But 
to see at the same time that the gaps 
between rich and poor are widening, 
or that controllable diseases such as 
tuber- culosis and malaria still daim 
millions of lives each year, can just 
as easily offer a pretext for cynicism 
and despair, particularly for those 
whose lives or well-being are being 
destroyed because of these 
inequities. 

More than ever before, sorne of 
the best opportunities for defending 
ourselves against health hazards can 
be found in our everyday living situ
ations- in the family, in the school, 
at the workplace and in the district
leve! health services. This has been 
dramatized by the rapid ri se of dis
eases related to lifestyle, but in many 
cases it is equally true for long
standing infectious and parasitic 
diseases. As this issue of World 
Health shows, the power of 
information for promoting and pro
tecting health in such settings is still 
in the earl y stages of being 
recognized and used. 

The need for global cooperation 
and coordination is also becoming 
daily more urgent as both the 
dangers and positive powers of tech
nology relentlessly increase. Ethical 
issues such as those surrounding 
access to health care, reproductive 
health, biotechnology, the safety of 

Dr Hiroshi Nakaiima, Director·General of the World Hea/th 
Organization. 

new drugs and vaccines, or the op
tions for dying with dignity make 
this abundantly clear. Here again, 
the indispensable common factor is 
timely and accurate information. 

My hope is that both the encour
aging facts and the harsh ones 
reported here will strengthen the 
determination of ali those involved 
in health care to bridge the gap 
between what bas been achieved so 
far and what we need to and can 
achieve. • 

Hiroshi Nakaiima, M. O., Ph. O. 
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The World Health Report l995 

Bridging the gaps 
Muthu Subramanian 

People con increosingly expect to remo in heolthy and active even when they live to on old age. 

The world community should be 
jubilant. Globally, !ife 
expectancy at birth - the average 

number of years a new born baby can 
be expected to live if current mortal
ity trends continue- has increased to 
65 years in 1993; infant mortality 
rate has fallen to 62 per 1000 live 
births; and a rapid deceleration of 
population growth is projected from 
1.7% in 1990-95 to 1.0% in 2020-
2025. The percentage of children 
immunized by the age of one year 
against the six vaccine-preventable 
diseases reached the target of 80% in 
1990. It is expected that, by the end 
of this century, the world can witness 
the eradication of poliomyelitis and 
dracunculiasis , the elimination of 
leprosy, neonatal tetanus and 
measles , and further efforts in the 
control of malaria, tuberculosis , 
hepatitis B, coronary heart disease 
and cancer. 

At the other extreme, however, 
there are widening disparities in 
health status between countries and 
among population groups within 
countries; the gaps between the 

developing and the !east developed 
countries in respect of li fe 
expectancy at birth and infant mor
tality rates have widened during the 
last ten years. Rapid urbanization 
has further marginalized the urban 
poor, and the number of international 
refugees and internally displaced 
persons increased by 40% between 
1990 and 1993 from 30 million to 43 
million. Such changes have substan
tial implications for the management 
of health and welfare services in 
recipient countries. 

Immunization coverage seems to 
be declining in a number of 
countries, possibly due to lack of 
political commitment by countries, to 
civil unrest and to donor fatigue . The 
world has been "greying" rapidly ; for 
many of the elderly, added years to 
life lack the quality that can enable 
them to live in dignity. Crippling 
diseases like bronchitis , asthma, 
rheumatoid arthritis, diabetes and 
mental disorders are more prevalent, 
particularly among the elderly. 
Developing countries too are experi
encing an epidemiological transition, 
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WHO and the international 
health community hope ta 
bring about further 
improvements in global health 
status and greater equity in 
health, thus bridging the 
health development gap 
between countries and 
between different population 
groups within countries. 

with an increasing incidence of non
communicable diseases linked to 
changes in lifestyles. Besides the 
long-standing problems of communi
cable diseases such as cholera, 
malaria and tuberculosis, there are 
worrying trends in mortality from ac
cidents and suicide in young adults, 
particularly in industrialized 
countries. The pandemie of HIV in
fection and AIDS is also continuing. 

Towards a healthier world 
Nevertheless, despite the political, 
economie and social changes that are 
sweeping the world, the international 
health community hopes to bring 
about further improvements in global 
health status and greater equity in 
health by tackling problems which, 
at the end of the twentieth century, 
still characterize the health develop
ment gap between countries and 
between different population groups 
within countries. 

Noting with concern the increas
ing financial constraints that inhibit 
health improvements in Member 
States and the social and political 
implications of inequity among 
different population groups, the gov-
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erning bodies of WHO directed the 
Organization to draw up annual 
assessments, starting in 1994, of the 
world health status and needs. They 
also required WHO to publish, from 
1995, an annual publication indicat
ing the Organization's priorities for 
international action aimed at improv
ing the world health situation and 
ensuring essential health services and 
services of acceptable quality. 

The World Health Report 1995-
Bridging the Gaps out! ines four 
priorities for international action. 
These are as follows: 
• Allocating resources to support 

those countries and population 
groups where the minimum levels 
set by the global targets for 
Healthfor ali by the year 2000 
have not yet been reached. Low
income, severely indebted, !east 
developed countries, mostly in 
sub-Saharan Africa, should be the 
focus of an intensive campaign 
for international funding and 
technical support to establish and 
sustain an effective health infra
structure, particularly at the 
community leve!. 

• Improving labour productivity by 
enhancing the health of the work
force and of schoolchildren (the 
potential workforce) while ensur
ing that the poor, particularly 
families with young children and 
the eider! y, have access to 
primary health care. Special ini
tiatives should be launched to 
improve the status of women. 

• Improving equity of access to 
health and not merely to health 
care as the basis for public health 
policy for the future. Long-term 
strategies should address simulta
neously the emerging double 
burden of diseases and conditions 
in the developing world, and in
creased efforts must be made to 
mobilize contributions from other 
sectors such as education, agri
culture and the environment for 
achieving better health for ali. 

• Strengthening the capabilities of 
Member States in epiderniologi
cal surveillance and emergency 
management in the context of 
sustainable development. 

s 

Target offoined: now 80% of ali children ore being immunized ogoinsf six voccine-preventoble 
diseoses before their firsf birthdoy. 

This first Annual Report consists 
of three sections. ( 1) The Status of 
world health assesses global health at 
different phases of the li fe cycle
children, adolescents, adults and the 
elderly- as weil as reporting on 
general health issues. (2) The 
Contribution of WHO to world 
health analyses the identifiable out
cornes and outputs of WHO activities 
aimed at improving human health. A 
conceptual framework for clustering 
various WHO programmes so as to 
review their contributions to world 
health at different phases of the !ife 
cycle has been formulated and used 
for the purpose. (3) Charting the 
future indicates possible areas for 
priority action in international health 
du ring the remainder of this decade. 

In addition, a special section on 
The evolution of WHO reviews his
torical developments in international 
health and the ways in which WHO 
has moved to meet the challenges. 

The World Health Report 1995, 
published in May 1995, explores the 
burden imposed by specifie diseases 
and other health problems through
out the world in ali age groups, from 
children and adolescents to adults 
and the elderly. It presents WHO's 
contributions to improving global 
health status by providing an 
outcome-oriented synthesis of the 
Organization's significant activities 
and developments during 1994 and 

Five ma;or health threofs will hove disoppeored 
from the planet by the lime the bobies of todoy 
hove become adults. 

highlighting the resulting achieve
ments and improvements in health 
status of people in the different age 
groups. About 110 pages in length, 
the report is directed to non-medical 
professionals such as development 
planners and policy-makers, interna
tional funding institutions and donor 
agencies as weil as to the public and 
opinion-makers. • 

Mr Muthu Subramanian is Programme 
Manager, Office of World Health Reporfing, 
World Health Orgonizafion, 1 2 1 1 Genevo 
27, Swifzerland. 
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Interview 

Health begins in the family 

WHO's recognition that families 
pro vide an entry point through 
which health care can be made 
available to al/ members of 
society throws new light on the 
Organization's fundamental 
strategy for attaining Health 
for Al/. World Heolth asked 
Dr Hiroshi Nakajima, the 
Director-General, to exp/ain 
why this is so. 

World Health: Dr Nakajima, can 
you tell us about WHO s 
approach to family health? 

Dr Riroshi Nakajima : WHO is 
proposing a simple yet dynamic 
approach to health , a powerful 
strategy to intensify and move 
forward the integration of health 
care, disease prevention and 
rehabilitation. It is based on 
an inclusive vision of health , 
comprising the individual, the 
family, the community, and the 
environment, in which families 
serve as entry points for health 
promotion, disease prevention 
and care. 

WH: Sorne people say that the family 
is an outworn concept. 

RN: Families are not a concept, but 
the primary setting for human 
development and the basic unit 
of society. The family has 

Provided ils members ore properly informed, the fa mi/y makes an excellent partner for the health 
professionals in maintaining good health status. 

evolved through history, 
presenting us with different 
structures in different ages, 
regions and countries. Y et it 
remains a universal reality, 
irrespective of its diverse forms. 

WH: What can families do for the 
health of individual people? 

RN: Families share a great deal more 
than their genes. Their 
members share lifestyles, diet, 
exercise and the same environ
ment, sometimes even the 
occupational environment- and 
frequently infections. Above 
ali, they have a common social 
environment, with its roles and 
relationships , pressures and 
pleasures, value systems, 
beliefs, modes of conduct and 
behaviour. Ali these represent a 
reality we cannot afford to 
ignore, especially if our ai rn is 
to improve people's health. 

Also, it is within the family that 
ill health is first identified and 
care initiated. 

WH: Don 't you think that in empha
sizingfamilies sorne groups of 
people may be left out? 

RN: On the contrary. While to sorne 
extent WHO has tried to target 
activities on so-called "vulnera
ble groups", it also realizes that 
no group or individual can be 
considered in isolation. Today, 
in general, people live longer, 
and the way in which they live 
each stage of the ir life cycle is 
changing profoundly. This, 
together with rapid social and 
economie change, makes it even 
more important for the natural 
links between generations to be 
strengthened because families 
can provide continuity and soli
darity between different age 
groups. For instance, in many 
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ebrs need lobe encouraged lo lake their shore of responsibility in ensuring the family's 
we- emg. 

places, the only support for the 
elderly and the only hope of 
escaping solitude remains their 
family. 

WH: ls the family health approach 
going to prove successful? 

HN: The family health approach 
makes sense technically, 
socially and financially. It 
makes good use of limited 
resources and is wellliked and 
accepted in ali cultures. Health 
is best promoted in families 
through their shared lifestyles, 
environments, food and 
hygiene. This is a major oppor
tunity for action, particularly in 
developing countries. 

WH: A re families aware of this? 

another, and of opportunities 
they can create for themselves. 

Informed opinion leads to au
tonomy and allows people to get 
away from the role of passive 
recipients into that of activists 
for their own health. We can 
open new partnerships inside 
families, in communities, 
between health professionals 
and farnilies, and between dif
ferent sectors of development. 

WH: How do WHO and its Member 
States encourage those partner
ships? 
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HN: By making health services 
acceptable to families and 
accessible to ali. By 
understanding the patient's 
expectations and grasping the 
many factors that determine 
health- not only biological fac
tors but those that are linked 
with the environment, personal
ity and behaviour. Cultural, 
economie and social factors to
gether defi ne the way patients 
are taken care of by the family, 
the medical institutions, and the 
whole of society. Here, 1 wish 
to emphasize that the family 
health approach does not place 
the burden of care on women 
alone. On the contrary, it is 
meant to involve whole 
families. 

WH: What about the rote of men in 
thefamily ? 

HN: WHO strongly supports the in
creased participation of men as 
an essential element in the fam
ily health approach. Men can 
and must play an important part 
in keeping track of children's 
immunization schedules and 
making sure that these are 
complied with. They can be 
enlisted to share responsibility 
for planning their family, pre-

HN: Many families are aware of the 
care they can provide, but their 
knowledge and confidence are 
often undermined by an intimi
dating health system. Families 
need to be empowered and, 
through them, ali individuals. 
We can reinforce the knowledge 
and skills that families need to 
promote their own health, and 
keep them informed about 
health hazards and their preven
tion. We can make them aware 
of the ir potential as a farnily to 
pro vide care and support for one 

The more women know about health the belier they con core for their 
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venting sexually transmitted 
diseases and HIV/AIDS, caring 
for the young, and supporting 
and protecting the physical and 
psychological safety and well
being of the whole family. 
Together with women, men 
should receive appropriate 
information to enable them to 
take prompt action in an emer
gency, for instance in cases of 
acute respiratory infections and 
diarrhoeal diseases in children, 
or of complications in 
pregnancy and childbirth. 

WH: Does WHO fee! it is important 
to empower women ? 

HN: WHO is very much in favour of 
empowering women - ail 
women, not just a small élite of 
women working alongside men 
in the higher spheres of the 
economy. Every woman, 
wherever she lives, must be 
empowered so that she has the 
means of caring for and enhan
cing the health of her family as 
weil as her own health. In fact, 
women's health should be a 
major objective for public poli
cies, to be pursued as an end in 
itself and also as a catalyst for 
the health and development of 
ail family members, communi
ties and societies worldwide. 

WH: What is your view on family 
planning as a means ofliberat
ing women and a positive step 
towards economie 
development? 

HN: I see family planning as an 
essential means of achieving a 
satisfactory lev el of health in the 
family. Last year 's International 
Conference on Population and 
Development, held in Cairo, 
provided a lesson on how 
certain policies and principles -
particularly the development of 
primary health care and the 
princip le of equity in access to 
health care- which WHO has 
been advocating and promoting 
for a long time, are now being 

integrated into public policies 
and strategies for overall devel
opment. 

First, the Conference, in 
which WHO played a vital role, 
confirmed that human develop
ment, with particular attention 
to the role of the family, is the 
centre-piece for sustainable so
cial and economie development. 
Reproductive health, of which 
family planning is only a part, is 
essential to the healthy growth, 
development and maturation 
that contribute to human devel
opment. Second, the Cairo 
Conference declared that the 
family should serve as the 
model for initiating equitable 
relationships between the sexes. 
This, in tum, will allow women 
to real ize their potential and to 
lead self-fulfilling and produc
tive (not merely reproductive) 
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lives. The Conference further 
stressed that men - through an 
understanding of women 's 
needs and their own behaviour
would be better able to enhance 
their own reproductive health 
and that of women. 

The WHO goal of health for 
ail provides a valid universal 
model for sustainable develop
ment. It is based on primary 
health care and district level 
services; it aims at achieving 
greater equity in health care and 
contributes to the social and 
economie well-being of indi
viduals and families. Health 
for ail is not a slogan. It is a 
profoundly humanistic 
objective which WHO and the 
countries of the world are 
gradually bringing doser to 
realization. • 

For many eider/y people, the on/y lifeline and defence against solitude is their fa mi/y 
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New hope for Tupiza 
Mirta Roses Periago 

1 n 1991 Bolivia, one of the coun
tries selected for the WHO 
Initiative for Intensified Coopera

tion with Countries, decided to 
include the health district of Tupiza, 
with a population of 125 000, in this 
special effort. It was aimed at sup
porting Jess developed areas to 
improve their health conditions and 
close the tremendous gap that sepa
rated them from the rest. Financial 
support was provided by the govem
ment of France. 

With 20% unemployment and 
40% of households eaming Jess than 
US$ 50 per month, sorne 23% of the 
population had no access to any 
health service. The main strategie 
lines of action were defined as 
strengthening the health district or
ganization, providing essential drugs 
and other vital materials, training 
health personnel in primary health 
care principles, developing the man
agerial capacity of the regional and 
district teams, making better use of 
resources through social security and 
public health facilities , and promot
ing social participation. 

Julieta, a nurse auxiliary, feels 
that ali the activities supported by 
the project have helped rural health 
workers to improve the services and 
to be included in a process of contin
ued education. She says, "We now 
feel that we are not alone and aban
doned as our communities are, and it 
makes us willing to read and leam 
every day something new for our 
people; we receive training and 
teaching materials, we participate in 
supervisions and evaluations, and 
we plan our activities together with 
our community". 

The impact of all these actions 
was outstanding. For example, 
Tupiza increased immunization cov
erage against measles from 57% in 
1991 to 80% in 1993, more people 
visited the health services, cholera 
cases decreased from 1149 in 1992 
to 432 in 1993, and infant mortality 
fell by 27% in three years. The pro
gramme for the control of Chagas 
disease was considered a mode! to 
be extended to other sirnilar areas. 
A Social Investment Fund enabled 
10 new health posts and 15 new 

An auxiliary nurse immunizes a pregnant woman against tetanus .. 

schools to be built, and several new 
community water systems were 
inaugurated. 
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In 1992, the Tupiza health work
ers and WHO consultants planned an 
intensive process of social participa
tion called "autocensus", involving 
visits to every farnily and commu
nity to identify problems, discuss 
their causes and relationships, look 
for solutions and agree on priorities 
and the use of resources. The 
process took almost one year, and by 
the end had created new ties between 
the people and their health care sys
tem, and a new model of health care. 

In 1994, the newly elected 
govemment passed the Popular 
Participation Law. This profoundly 
transformed the political and social 
organization of the country, and 
empowered the local authorities to 
assume new roles in severa! sectors: 
education, irrigation, rural roads, 
sports, culture and health. Financial 
resources were assessed on a per 
capita basis to honour these respon
sibilities. 

Today the people, the health 
workers and the local leaders in 
Tupiza are looking to the future with 
new hope and feel that they are well 
prepared for this challenge. They 
feelconfidentenoughtotakethe 
most appropriate decisions to accel
erate the pace towards sustained and 
integrated development and a 
continuous improvement of the ir 
health status. • 

Dr Mirta Roses Periago, the former W HO 
Country Representative for Bolivia, is now 
Assistant Oirector, World Health Organization 
Regional OHice for the Americas/Pan 
American Sanitary Bureau, 525, 23rd Street 
N. W , Washington,D.C 20037, USA. 
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lmproving health through schools 
Jack Jones, Ilona Kickbusch, & Desmond O'Byrne 

The school presents an ideal setting for children to acquire healthy lifestyles ond ski lis in maintaining 
good health. 

1 
f we consider what it takes to 
create health , the school emerges 
as an ideal setting for action. The 

Ottawa Charter for Health Promotion 
( 1986), a product of the First 
International Conference on Health 
Promotion in Industrialized 
Countries, states that health is 
created by people in the settings in 
which they live. It also suggests that 
health is created by caring for oneself 
and others, by being able to make de
cisions and have control over one 's 
!ife circumstances, and by ensuring 
that society creates conditions that 
allow the attainment of health by ali 
its members. (Box 1) 

Schools can help young people to 

1. Life skills improve lifestyles 

acquire basic skills needed to create 
health. Such skill s, sometimes called 
life ski lis, include deci sion-making, 
problem-solving, critical thinking, 
communication, self-assessment and 
coping strategies. When people have 
such skills they are more likely to 
adopta healthy lifestyle. 

If we consider how best to invest 
in health, school health programmes 
emerge as very good investments . 
Last year, the World Bank and WHO 
compared the cost-effectiveness of 
various public health programmes. 
They concluded that among the most 
cost-effective investments in health 
are programmes to: expand immu
nization and micronutrient supple-

ln Mexico, a study of a sex education programme, based on life ski lls , 
Planeando tu vida, which is taught in over 200 schools, showed thot 
adolescents, especially boys, who look part in the programme before they 
became sexua lly active were much more likely to use contraceptives in later 
relat ionships thon those who had not. 

ln the USA, a study of a life-skil·ls-based health educa tion curriculum, 
Teenage Health Tea ch ing Modu les (THTM) , involving 5000 students, 
showed a reduction in se lf-reported drug use, alcohol consumpti on and 
cigarette smoking among students who were educated with the modules. 

Bath WHO and the World 
Bank have concluded thot a 
school health programme 
which provides safe and law
cast health services and health 
education is one of the most 
cast-effective investments thot 
a nation con make ta improve 
health. 

mentation ; increase knowledge about 
family planning, nutrition and health 
care; reduce consumption of tobacco, 
alcohol and other drugs ; and prevent 
AIDS and sexually-transmitted 
diseases. Clearly, school health 
programmes play a major role in 
addressing these issues, and invest
ments in such programmes are per
haps the "very best of the best". 

Schools that provide services to 
reduce certain health problems, par
ticipate in community health projects 
and encourage people to adopt 
healthy behaviour clearly benefit 
large numbers of people. (Box 2) 

Indeed, schooling alone has been 
shown to be a powerful way to influ
ence health, worldwide. Its impact is 
most apparent in the benefits to 
maternai and child health when girls 
receive schooling. (Box 3) 

Young people need to be healthy 
in order to attend regularly and take 
full ad van tage of the opportunities 
provided by schools. School-based 
efforts that improve health in tum 
help to improve the leaming poten
tial and school performance of young 
people. (Box 4) 

Not ali schools - whether in 
developing or developed countries
have the resources to support health 
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Condoms con protee! the fa mi/y from AlOS, this 
drawing won the poster competition run by the 
Robert Schuman Faundation in Lithuanie on 
World AlOS Day 1994. The artist is Montas 
Skrupskelis, aged 16. 

2. School health projects 
benefit the community 
A very successfu l prog ramme to 
reduce in testinal worm s was 
initi ated in the Republic of Korea 
in the mid- 1960s. The pro
gramme was directed mainly to 
student groups through schools, 
was expanded to whole 
communities, and included moss 
chemotherapy, health education 
and environmental sani tation. 

lt resu lted in: 
• the prevalence of intestinal 
worms among schoolchild ren 
decreasing from over 80% in the 
1960s to 0.2% in 1992; 
• their preva lence in the general 
popu lation of the country 
decreasing from 84% in 1971 to 
3.8% in 1992. 

as well as education. The health of 
students may even be endangered by 
incidents of violence or by a Jack of 
sanitation facilities. lndeed, a 1993 
study of school sanitation and 
hygiene in six Latin American 
countries concluded that facilities en
tailing serious health risks are more 
common than positive examples of 
clean school environments. Such 

3. Education improves health! 
• Surveys in 25 deve loping 
countries show thot, a li else being 
equa l, 1 to 3 years of schooling 
among mothers reduced ch ild 
mortal ity by about 15%, and by 
much more when mothers had 
more education. ln Peru for 
example, seven or more years of 
schooli ng reduced the mortality 
ri sks by nearly 7 5%. 
• Data from 1 3 African countries 
for 197 5-85 show tho t a 1 0% 
increase in female li te racy rates 
was accompanied by a 10% 
reduction in child mortality. 

situations obviously must be 
changed. 

"Health for Ali" and "Education 
for Ali" are expressions of the United 
Nations ' commitment to health and 
education. Because these goals are 
inseparably linked, they must be 
achieved concurrently. This will re
quire strong alliances between health 
and education agencies , including 
WHO and UNESCO, national 
ministries and nongovernmental 
agencies. 

Strategies that can assist agencies 
to work together were discussed at 
the Third International Conference 
on Health Promotion held in 
Sundsvall, Sweden in 1991 . While 
concerted actions are essential, the 
impetus for action resides with indi
viduals. Young people, as well as 
adults, can play a significant role in 
creating support for school health by 
raising and acting on such questions 
as: 
• Does our school promote health? 

• Is our school a healthy place to 
live, work and visit? 

• Does our school help students, 
school personnel and families to 
address their health needs? 

• What can 1 do both individually 
and with others to bring about 
needed change? 

To tum the world 's schools into 
"Health-promoting schools", we will 
need to work together. Indeed, it will 

4. Health improves learning 
potential 
• Poor die! impairs learning 
and development. Studies show 
thot the academie performance 
and menta l abi li ty of pupi ls with 
good nutr iti onal sta tus w ere 
significa ntly higher thon those of 
pupil s w ith poor nutritional 
s~ tus , even w hen family 
income, school quality, teacher 
abi lity o r menta l ability were 
laken into account. 
• Whipworm infestations 
adverse/y affect school 
performance. ln jamaica , the 
removal of w hipworms among 
school-age child ren led to a 
significant improvement in short
lerm and long-lerm memo ry. 
After nine weeks, trea ted 
children showed no significant 
difference from uninfested 
children. 
• Iron deficiency influences a 
chi/d's ability to benefit from 
classroom instruction. Stud ies 
show th ot when iron-deficient 
anaem ic children first enrol in 
schoo l, th ey are at a 
disadvan tage in terms of their 
aptitudes. Thi s disadvantage 
disappears w hen their iron 
levels become sufficient through 
supplements to the diet. 
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require the mobilization of people 
and resources at local, national and 
intemationallevels to work in a con
certed effort to bring about change. 
WHO, in collaboration with the US 
Centers for Disease Control and 
Prevention and other organizations, 
is preparing to initiate such an effort. 
They hope to unite the organizational 
capacities of agencies at alllevels 
into a powerful force for health in a 
global school health initiative. • 

Mr jack jones is a Health Education Specialist 
with the Division of Health Promotion and 
Education (HPE}, Health Education and Health 
Promotion Unit (HEP}, World Health 
Organization, 121 1 Geneva 27, 
Switzerland. Dr Ilona Kickbusch is Oirectar, 
HPE, and Dr Desmond O'Byrne is Chief, HEP. 
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live belier - live longer 
Nikolai P. Napalkov 

People who lake good core of their body improve their chances of living long and health y lives. 

Most of the chronic, 
degenerative, 
noncommunicable diseuses 
are diseuses of the second hoff 
of human /ife, and are 
becoming more common as 
people live longer in both 
developed and developing 
countries. Decreasing the 
incidence of death from one 
cause entails increasing the 
deaths from sorne other 
cause. We al/ have to die 
from something: our task is to 
increase the healthy lifespan 
as far as possible. 

The most important noncommuni
cable diseases are undoubtedly 
the cardiovascular diseases, 

since the total number of sufferers in 
both developed and developing 
countries is higher than the total 
cases of communicable diseases. 
Next come the different malignancies 
gathered under the general term of 
cancer, followed by the noncommu
nicable respiratory diseases, 
diabetes, and a number of other con
ditions which include hereditary 
ailments and the mental and neuro
logical diseases. 

Limited but important role of 
lifestyle 
We traditionally consider cardiovas
cular diseases, cancer, di abe tes and 
hereditary diseases in a single group, 
not only because of the considerable 
damage they do but also because 
they are caused by agents of a cherni
cal and physical nature, which 
influence the hereditary system or 

the metabolism of the body. 
Certain groups of cancer can be 

produced by biological factors such 
as viroses, as weil as chronic infec
tion, and by physical factors which 
set in train a cytotoxic process when 
they interfere with the genetic mech
anism of the cells. A second group 
of factors acts at the level of cell reg
ulation and produces the milieu in 
which the cancer cells start to multi
ply. There are also hereditary factors 
that produce a predisposition to the 
development of cancer. 

Although sometimes called 
lifestyle diseases, 1 personally do not 
like to daim that such-and-such a 
percentage of ali noncommunicable 
diseases are lifestyle-dependent 
diseases and could therefore be com
pletely prevented. lt is very difficult 
to calculate this percentage because 
so many other factors influence the 
incidence of different diseases. What 
we can say is that most noncommu
nicable diseases are strongly 
influenced by the lifestyles of differ
ent population groups. But lifestyles 
do not only mean bad habits or 
improper behaviour; they are also 
basic conditions of life that often do 
not depend on the behaviour or 
habits of a given individual. Quality 
of air, drinking-water and soil, for 
instance, are environmental factors 
which mostly depend on the behav
iour of whole communities rather 
than individuals. 

Why people smoke 
One lifestyle factor which gets much 
attention these days is smoking, 
bec a use smokers can choose if they 
want to smoke or not. 1 my self was a 
heavy smoker for many years; 1 
started during the Second World War 
as a teenager, and continued until 
New Year's Eve 1970. Then 1 gave 
up when 1 worked as Chief of 
WHO's Cancer unit. My own health 
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Environmental factors, such as the quality of water, are major determinants of health in any 
community. 

was involved - stomach and respira
tory problems, coughing and so 
forth . In addition, as a doctor and 
representative of oncology, whose 
professional role was to fight against 
cancer, 1 was in a difficult position of 
trying to convince people not to do 
what I did myself. Certainly there 
are deep metabolic and psycho
logical reasons - sorne kind of 
predisposition - which make one 
group of people smokers and another 
nonsmokers. But the social environ
ment- whether one's parents or 
friends are smokers- has an equally 
vital role in helping to dissuade 
people from smoking. 

Advertisements are a powerful 
weapon in making smokers out of 
nonsmokers because they approach 
their target group in a subtle way, 
with promises of increased se x 
appeal and material success. These 
campaigns have to be combated by 
positive health education, carried out 
by health workers whose message 
must be as persuasive as those that 
advertise tobacco products. 

Noncommunicable diseases are 
no longer just a matter for the indus
trialized countries. Most of the 
chronic, degenerative diseases are 
diseases of the second half of human 
!ife. They are bound to become more 
common as people live longer in the 
developing countries as well , as a re
sult of successes in the battle against 
communicable diseases. We have to 

accept that, if we decrease the inci
dence of death from one cause, it will 
inevitably increase from sorne other 
cause. In the end we have to die 
from something. Our task is to 
increase the healthy lifespan as far as 
possible. 

Prevention is always better 
Preventive health actions are al ways, 
in the long run, the most effective; 
the earlier you start treatment the 
better are the results. For more than 
a decade, WHO has been trying to 
develop an integrated approach to 
the prevention of different noncom
municable diseases through early 
detection and treatment. It makes 
sense to screen a population, not for 
one particular disease but for all 
those that mostly affect people in the 
second half of their lives, using an 
integrated system of diagnosis and 
treatment. 

The CINDI- Countrywide 
Integrated Noncommunicable 
Disease Intervention - Programme, 
the Inter-Health Programme and the 
MONICA Programme are closely 
related to each other. The WHO 
MONICA project (MONitoring of 
trends and determinants in Cardio
vascular disease) is a ten-year study 
which began in the mid-1980s ; the 
Inter-Health Programme is a global 
drive against lifestyles that are poten-

13 

tially harmful to health; and CINDI 
is rather more oriented towards the 
needs and problems of the developed 
countries, since it started in countries 
of Europe and the Americas which 
had more developed systems of 
public health services. 

But the principle is one and the 
same- protecting the health of cer
tain groups in the population, not 
only by detecting the diseases at an 
earl y stage but also by monitoring 
these groups in order to formulate the 
best approaches to prophylactic and 
treatment measures, while at the 
same time neutralizing the effect of 
the causative factors responsible for 
these relatively common diseases. • 

Dr Nikolai P. Napalkov is on Assistant Oirector· 
General of WHO, with particular responsibility 
for the noncommunicable diseases. 

Positive health information helps young people 
to avoid starting on the vicious circle of 
smoking. 
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Preventing diabetes 
Hilary King 

D iabetes mellitus is now recog
nized as a growing threat to 
public health in almost ail 

countries of the world. No longer 
considered as a "disease of 
affluence", it increasingly affects 
Third World communities. From 
Pakistan to Mexico, epidemiological 
surveys have shown that 1 0% or 
more of the adult population now 
suffer from it and, worldwide, a total 
of 100 million prevalent cases are an
ticipated by the end of the century. 

Insu! in-dependent diabetes melli
tus (IDDM), which often occurs in 
childhood and adolescence, requires 
daily injections of insulin to sustain 
life. But non-insulin-dependent 
diabetes mellitus (NIDDM), which 
usually occurs in middle-age or 
thereafter, is the most common form 
and comprises 85-90% of ali 
diabetes. Both forms have severe 
complications - blindness, kidney 
failure, gangrene leading to amputa
tion of limbs, and a high risk of 
cardiovascular disease. 

Although the picture is alarming, 
there are reasons for optimism. 
Firstly, there is growing evidence 
that both IDDM and NID DM may be 
prevented. A recent WHO report on 
diabetes prevention concluded that 
much of the increase in diabetes 
prevalence may be blamed on 
unhealthy lifestyles. Obesity, Jack of 
regular physical exercise and 
inappropriate diet (too much refined 
carbohydrate and fat) lie at the root 
of the increase in NID DM. These are 
factors that may be modified by the 
individual at risk or by whole com
munities . Severa! encouraging 
studies have suggested that IDDM 
too may eventually prove to be 
preventable. 

The most costly aspect of 
diabetes, both to the individual and to 
society as a whole, is its long-term 
complications. Here again there is 
considerable scope for prevention. 
Much blindness due to diabetic 
retinopathy may be prevented today 
by early detection and appropriate 
therapy. In many developing 
countries, frequent foot ulcers and 
infections, leading to gangrene and 
Joss of limbs as weil as to systemic 
infection and death, may largely be 
eliminated by proper hygiene and 
adequate footwear. Thus, major 
improvements are possible with 
modest interventions and adequate 
patient education . 

WHO is responding to this chal
lenge at both the global and regional 
leve!, since both the WHO Regional 
Offices for Europe and for the 
Eastern Mediterranean have set goals 
and targets for diabetes control, 
including reductions in acute and 
long-term complications. WHO also 
supports a growing number of 
countries, in all regions, which 
have decided to establish national 

diabetes programmes. Guidelines for 
the development of these program
mes have been prepared by WHO 
Headquarters and been translated 
into ali WHO official languages. 
WHO recently published the report 
of a Study Group on the prevention 
of diabetes. It was distributed to over 
6000 participants at the International 
Diabetes Federation (lOF) Congress 
in Kobe, Japan, in November 1994. 
WHO works close! y with the IDF to 
rai se awareness of diabetes, and has 
co-sponsored World Diabetes Day on 
14 November each year since 1991 . 

• 

Dr Hi/ory King is in the Oiobetes and Other 
Noncommunicoble Oiseoses unit, World 
Heolth Orgonizotion, 121 1 Geneva 27, 
Switzerland. 

An epidemiologicalsurvey under way in Pakistan. Worldwide, some 10% of the odult population 
suffer from diobetes. 
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Ethics in health: some current 
• perspectives 

Sev S. Fluss 

Kidney dialysis: a great many people con not afford cast/y life-soving techniques - on economie 
fact of !ife thot has an important bea ring on health ethics . 

The technological revolution in 
medicine over the last few 
decades has been accompanied 

by a no Jess striking phenomenon -
the growth of the new discipline of 
"bioethics" and the emergence of a 
sub-branch tentatively named "health 
care ethics" . Perhaps the most 
remarkable features of this phenom
enon have been, on the one hand, the 
intense, and seemingly indefatigable, 
interest of the media and of profes
sionals and the lay public alike in 
these issues, and, on the other, the 
extent to which ethical discourse and 
debate in many countries has given 
rise to legislation. 

When did modem bioethics 
begin? Many would say that the 
seminal event was the publication on 
9 November 1962 of an article in Life 
magazine entitled "They decide who 
lives, who dies". As described by 
one of the founding fathers of the 

new discipline, Albert Jonsen, that 
article was prompted by the setting 
up of a committee in the U.S. city 
of Seattle to examine which of a 
number of patients should have 
access to the newly discovered, and 
life-saving, technology for kidney 
dialysis. In September 1992, Jonsen 
brought together, in Seattle, sorne 40 
leading figures in the field for a 
Conference on "The Birth of 
Bioethics". The term itself was 
probably first used in 1970 by Van 
Rensselaer Potter, a cancer 
researcher at the University of 
Wisconsin, while an eminent his
torian of bioethics, Warren Reich, 
notes that its first institutional use 
occurred in 1971 at Georgetown 
University in Washington, D.C. 

Others would argue that bioethics 
is much older. Thus, a remarkable 
bioethical debate -on the ethics of 
animal experimentation- occurred in 

the House of Lords in London nearly 
120 years ago. Speaking on 22 May 
1876, the Earl ofCamarvon 
described the legislator's dilemma in 
graphie terms: 

On the one hand there is the 
danger of going too far; on the 
other, the danger of not going far 
enough: on the one side there is 
the strong sentiment of humanity; 
on the other, the re are the claims 
of modern science. ft is a sea 
strewn with rocks, and it is not 
easy to steer safely through them. 

There are, of course, many earlier 
historical events that occurred in the 
development of contemporary med
ical ethics- Thomas Percival's Code 
of Medical Ethics in En gland in 
1803, William Beaumont's Code of 
1833 in the USA (the American 
Medical Association issued its first 
Code of Medical Ethics in 184 7), 
and, in France, Claude Bemard's 
Introduction to the Study of 
Experimental Medicine (1865). In 
what was then Prussia, the issue of 
the permissibility of human experi
mentation attracted considerable 
attention in the press, Parliament, 
and the courts at the end of the !9th 
century and culminated in the first 
known legislation on the subject, a 
1900 Directive of the Minister of 
Religious, Educational and Medical 
Affairs . 

Where are we today, nearly a 
century after that epoch-making 
legislation was enacted? Here are 
sorne of the key features of recent 
developments. 
• Many countries, and severa! 

international organizations 
(both intergovemmental and non
govemmental), have established 
special committees, 
commissions, boards and the 
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Key issues 

Every individuel in the warld shauld have access to a minimum of essen fia/ health ca re. 

What are the key issues in bioethics 
and health care ethics as we move 
towards the 2lst century? Most of 
the readers of World Health will not 
have the time (or patience) to consult 
the newly published revised edition 
of the massive Encyclopedia of 
Bioethics, or indeed the annual 
Bibliography of Bioethics. Nor will 
they necessarily wish to consult such 
major works as the fourth edition of 
the Principles of Biomedical Ethics 
(by T. L. Beauchamp and J.F. 
Childress) or Principles of 
Healthcare Ethics (edited by R. 
Gillon), both of which appeared in 
1994. 

equivalent to examine bioethical 
issues. Perhaps the best known 
are the President's Commission 
for the Study of Ethical Problems 
in Medicine and Biomedical and 
Behavioral Research in the USA, 
which issued a number of influ
ential reports during the period 
1980-83, and the French National 
Ethical Consultative Committee 
for the Life and Health Sciences, 
whose innovative and influential 
work has now entered its second 
decade. 

• A leading role in the global 
debate on bioethics has been 
played by WHO's "sister" 
organization, the Council for 
International Organizations of 
Medical Sciences (CIOMS). 

• Conferences and meetings on 
bioethics are now being held 
regularly in developing as weil 
as developed countries - witness 
the 1 st International Congress on 
Bioethics, held in Mexico City 
on 3-6 October 1994, the Second 
World Congress of the Internation
al Association of Bioethics, held 
in Buenos Aires on 24-26 
October 1994, and the Journées 
Internationales de Bioéthique, 
held in Yaoundé, Cameroon, on 
14-17 February 1995. 

• The flow of new, and sorne times 
innovative, legislation in the field 
of bioethics has been substantial 
in recent years- examples are the 
proposed Death with Dignity Act 

of the State of Oregon in the 
USA and, of course, the three 
major laws on bioethics enacted 
in France in July 1994, marking 
the culmination of severa! years' 
debate in that country. 

• UNESCO's International 
Bioethics Committee is currently 
developing an international 
instrument for the protection of 
the human genome, the Council 
of Europe is in the final stages of 
formulating a Bioethics Conven
tion, and WHO is endeavouring 
to establish a comprehensive in
ventory of key issues in the field 
of health and ethics to be 
addressed by the Organization. 

Suffice it to say that the follow
ing are among those "micro-ethical" 
and "macro-ethical" issues (not 
listed in arder of priority) that are 
currently receiving particular atten
tion, bath on the part of professional 
groups, the media, and the public: 
- equity and justice in access to 

health care; 
- ethical issues in reproductive 

health, including medically 
assisted procreation; 

- biomedical research on human 
subjects; 

- ethical issues in mental health 
and the neurosciences; 

- ethical issues in biotechnology; 

A recent/y married couple receives counselling in contraception. The righi to information and to 
make an enlightened choice is essential for health developmenf. 
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The righi to heolth is a fundomental human righi. 

- embryo and fetal research; 
- genetic technology, including 

gene therapy; ' 
- organ and tissue transplantation ; 
- patients' rights; 
- withholding or withdrawing life-

sustaining medical treatment; 
- euthanasia and physician-assisted 

suicide; 

- allocation of scarce resources; 
- confidentiality of medical data. 

While WHO has, at least at present, 
no major substantive role in many of 
these areas, it is continuing its efforts 
to compile, validate and disseminate 
relevant information on develop
ments in these and other areas of 
bioethics. This is in line with one of 
its constitutional functions, namely 
the provision of "information, co un
sel and assistance in the field of 
health". As the Preamble to the 
WHO Constitution points out, 

"Informed opinion and active 
co-operation on the part of the public 
are of the utmost importance in the 
improvement of the health of the 
people". This certainly applies to 
bioethics and cognate areas as much 
as to the more classical aspects of 
persona! and environmental health 
services. • 

- treatment decisions for seriously 
ill neonates; 

- eth ica! issues in the HIV 1 AIDS 
context; 

- the safety of blood and blood 
products; 

The rightto health 
The Constitutional basis - the conceptual 
framework 

• WHO's Constitution proclaims 
"The enioyment of the highest attainable standard of 
health is one of the fundamental rights of every human 
being ... ". 
• The Organization's objective is "the attainment by al! 
peoples of the highest possible leve! of health ". 

The Health for Ali approach -a guide for humanity 

ln 1977, the World Hea lth Assembly resolved ta 
formulate the above aspirations in concrete terms , 
namely "Health for Ali by the Year 2000", committing 
governments and W HO to the attainment of the 
Constitutional objective. 

T owards Health for Ali -a template for action 

WHO has just published ils Ninth General Prog ramme 

Mr. Sev S. Fluss, is Adviser on Health 
Legislation to the Oirector, Division of 
Publishing, Language and Library Services, 
World Health Organization, 1 2 1 1 Geneva 
27, Switzerland. 

of Work (for 1996-200 1). Here are some extracts: 

• "Much more attention must be pa id ta ... ensuring 
equity in health core and services ... " 

• "The Constitution, the hea/th-for-a/1 goal and the 
concept of health as a human right, expressing 
succinct/y the conviction thot al! people should 
have opportunities ta improve and maintain their health, 
represent important aspirations for the world community." 

• "WHO will continue ta use ils position ta stress the im
portance of hea!th as a human right and point out 
inequities in heafth and access ta health services. lt will 
emphasize the need for more equitable access ta core 
and services, defending the rights of vulnerable groups 
and countries most in need, and drawing the attention 
of governments and the public ta unacceptable health 
situations ." 
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AIDS: a glanee back, 
a look forward 
Suzanne Cherney 

F 
aced with an unprecedented 
epidemie, the world community 
took an unprecedented step on 

1 December 1994- World AIDS 
Day. Heads of government and their 
representatives from 42 developed 
and developing countries around the 
world met in Paris to sign a 
Declaration pledging stepped-up 
action on AIDS research, preven
tion, patient care, and collaboration 
with people living with AIDS . 

Co-organized by the Government 
of France and the World Health 
Organization, the Paris AIDS 
Summit brought to a close WHO's 
eighth consecutive year of support to 
countries worldwide striving to slow 
the spread of HIV, the virus th at 
causes AIDS, and cushion the 
disease's impact on individuals, fam
ilies and communities. Si nee 1987, 
when the Global Programme on 
AIDS (GPA) was establi shed, GPA 
has worked direct! y to help national 
AIDS programmes start up, operate 
efficient! y, and draw on ethical and 
effective control methods. 

One of WHO's top reseorch 
priorities is vaccine 
development. A candidate 
vaccine thot emerged 
successfully from sofety triols 
in the USA hos ;ust entered a 
sofety /immunogenicity triol in 
Thoilond. 
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Prevention and core: 
old tools and new 

Ensuring that national AIDS 
programmes have the best possible 
tools at their disposai requires 
research and development. From its 
global vantage point, GPA helps 
assess prevention and care methods 

Strengthening national AIDS 
programmes 

Reseorch in ta AlOS. One of WHO's top priorities is ta foster the development of a vaccine ogoinst 
AlOS. 

National AIDS programmes, which 
had been small-scale programmes 
based mainly in the health sector, 
must today coordinate a wide range 
of activities carried out and financed 
by many different participants and 
sectors. To help them meet this 
major managerial challenge, GPA 
has stepped up its support in the 
areas of programme planning, 
reviewing, monitoring and impact 
evaluation. For example, senior 
management from over 50 develop-

ing countries have already benefited 
from GPA's intensive 10-day 
programme management course. 

Throughout 1994, multidiscipli
nary GPA teams stationed in many 
developing countries continued to 
provide on-the-spot technical assist
ance, for example with condom 
promotion, programmes for inject
ing drug users , and home-based care 
of AIDS patients. A further ongoing 
service to national AIDS pro
grammes is the procurement of 
low-cost condoms and test kits for 
ensuring safe blood supplies. 

tried out around the world , and 
adapts the effective ones for use in 
developing countries, where 90% of 
the world 's HIY-positive people li ve. 
GPA also funds, coordinates and 
undertakes research of its own to 
fi nd improved ways of challenging 
AIDS. 

One of GPA's top research 
priorities is vaccine development. 
A candidate vaccine that emerged 
successfully from safety trials in 
the USA has just entered a safety/ 
immunogenicity trial in Thailand. 
GPA support for such trials began in 
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1992, when the Programme started 
training local researchers in Brazil, 
Thailand, Uganda and Rwanda, and 
providing vaccine developers with 
virus strains circulating in develop
ing countries. (Unfortunately the 
trial site infrastructure in Rwanda has 
been destroyed by the civil war.) 

A long-neglected area is the de
velopment of barri ers to the sexual 
transmission of HIV th at women can 
use, if necessary without the 
knowledge of the ir male partner. 
(Condoms, the traditional barrier, 
require active male cooperation.) 
Microbicide foams or creams that 
can be applied to the vagina before 
intercourse are now on the agenda of 
international agencies and the phar
maceutical industry. Safety trials 
have begun, to ensure that even re
peated application does not damage 
the delicate vaginallining and bence 
increase, rather than decrease, 
women 's risk ofHIV infection. 

So far, only about a quarter of ail 
those infected with HIV have 
progressed to the severe stage of ill
ness called AIDS . To help countries 
anticipate the massive needs for 
comprehensive care (not only med
ical treatment and nursing but also 
counselling and social support), GPA 
conducts training, provides treatment 
guidelines and other materials, and 
supports district-leve! planning, for 
example in Ghana, India, Nigeria, 
Thailand, U gan da and Zambia. In 
Action for children affected by AIDS, 
published recently with UNICEF, 
GPA draws out the practical )essons 
learnt about helping orphans and 
children living with parents with 
HIV/AIDS. In the past year GPA bas 
also devoted considerable attention 
to the conventional sexually 
transmitted diseases (STDs). A 
major public health problem in their 
own right, with 150-300 million cur
able cases a year worldwide, STDs 
also multiply the risk of HIV trans
mission: an 
individual with an untreated STD 
is perhaps 5-l 0 times more likely to 
acquire or pass on HIV during sex. 
GPA's new STD management guide
fines include an innovation in patient 
care: syndromic case management. 
Briefly, this enables patients to be ex-

amined, 
diagnosed and 
treated in one 
visit without any 
need for labora
tory tests - often 
unavailable in 
developing coun
tries. 
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To date, about 
50% of ali HIV 
infections have 
been in teenagers 
and young adults 
under 25. A 
recent GPA 

A heolth worker demonstrotes the use of a condom. AlOS prevention 
todoy needs to be on integral port of primory heolth core. 

analysis suggests 
that, in places with long-standing 
epidemies, the figure may be as high 
as 75%. Clearly, young people 
urgent! y need the facts about 
HIV 1 AIDS and the skills to delay se x 
and refuse unsafe sex and drug use. 
To help schools take up this 
challenge, GPA bas just published, 
with UNESCO, a resource package 
for curriculum designers, teachers 
and students entitled School health 
education to prevent AIDS and STDs. 

Advocacy 

The prevention of AIDS hinges on 
educational messages and policy 
decisions which, many people feel, 
condone or even encourage question
able behaviour. GPA's curriculum 
package, for example, may not be 
utilized so long as teachers and 
parents believe that school AIDS 
education increases sexual activity 
among adolescents. (A GPA review 
of existing studies shows that if 
anything, it does the opposite.) 

GPA thus invests a great deal of 
time in explaining why prevention 
methods such as school AIDS educa
tion are effective and not harmful. 
GPA also advocates compassionate 
care and support of those living with 
HIV and AIDS , and urges close col
laboration with the communities 
most affected. It argues for the em
powerment of women, millions of 
whom are unable to negotiate safe 
sex or Ieave a relationship that puts 
them at risk. GPA advocates against 
too- against coercive measures such 

as mandatory HIV testing which not 
only flout human rights but threaten 
to make the epidemie worse, by 
driving people away from prevention 
and care programmes. 

The years ahead 

The roots and repercussions of AIDS 
ex tend far beyond the health sector
which is wh y ministries of education, 
labour, finance and planning, to 
mention just a few, are increasingly 
part of the national response to the 
epidemie. At the internationallevel 
too, an unprecedented joint and 
cosponsored United Nations 
programme on HIV 1 AIDS is being 
built up by WHO and five other 
cosponsors- UNDP, UNESCO, 
UNFPA, UNICEF and the World 
Bank. 

The joint programme, which is to 
be fully operational by January 1996, 
will provide a unified UN system re
sponse to the pandemie - a firm base 
on which communities worldwide 
can rely for support in the years 
ahead as they strive to reduce the 
spread of HIV and soften the 
pandemic 's harsh impact on those al
ready affected. • 

Ms Suzanne Cherney is a Communications 
Scientist, Global Programme on AlOS, World 
Heolth Orgonizotion, 121 1 Genevo 27, 
Switzerlond. 
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How sale is a blood 
transfusion? 
S. M. Lewis 

1 
n the past 50 years blood transfu
sions have saved millions of lives. 
There is no doubt that blood trans

fusion can be regarded as one of the 
"miracle drugs" of the twentieth 
century and that the provision of a 
service to provide blood, whenever 
and wherever it is needed, is an indis
pensable requirement for patient 
care. But as valuable and necessary 
as it is, transfusion may be hazardous 
and it is essential to ensure that the 
blood is safe to use, without ill 
effects to the recipient. 

Dangers of infected blood 
AIDS and hepatitis. The public is 
only too weil aware of the risk of 
AIDS from a blood donor who is 
infected with the human immuno
deficiency virus (HIV). Equally 
hazardous is the risk of hepatitis 
from a donor who is a carrier of 
hepatitis B (HBV) or hepatitis C 
virus. As receiving a transfusion of 
contaminated blood carries a 95% 
risk of infection, to pre vent this from 
happening is an important part of the 
work of blood transfusion services 
in many countries; but in sorne 
developing countries the risk of 
contamination is as high as 35% for 
hepatitis and more than 20% for HIV. 
This is because screening tests are 
not routinely carried out in these 
countries because of limited 
funds and lack of adequate resources. 
Also, there may be a latent period of 
several weeks or even months after 
an infection before the tests show 
positive. Therefore, in well-run ser
vices, in addition to testing the blood, 

8/ood transfusion has a vital 
and camp/ex role in health 
core. As it is unacceptable 
practice to rely on an open 
market economy to provide an 
adequate service, this must 
ultimately be the responsibility 
of every national government. 

Blood transfusions hove soved millions of lives. 

care is taken in the selection of 
donors by checking their medical 
history, doing a physical 
examination, and excluding persons 
at high risk. Because the risk of 
using contaminated blood is greatest 
when donors are paid, only unpaid 
donors should be used and those who 
elect to become blood donors should 
be aware of their responsibility for 
the welfare of the patients who may 
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receive their blood. 
Methods have been developed to 

en sure the safety of Factor VIII 
obtained from plasma for treating 
haemophilia. This process destroys 
the virus without weakening the po
tency of the material, but unfortu
nately in developing countries there 
is still a great reliance on untreated 
plasma and a cryoprecipitate which 
have the same hazards as whole 
blood. 
Syphilis and yaws. These "social" 
diseases still exist, especially in de
veloping countries, although they 
appear to be Jess important than 
AIDS because their incidence is 
easily controlled and patients can 
be effectively treated with common
ly available, relatively cheap 
anti-biotics. The spirochaete which 
causes these illnesses does not 
survive in blood which has been 
stored for 3-4 days in the refrigerator, 
but in practice, as blood is often 
transfused within a day of collection, 
ail blood donations should be 
screened (there is a relatively simple 
serological test) and blood from a 
positive donor should not be used for 
transfusion. 
Blood parasites. Malaria parasites 
remain viable in stored blood and 
they are easily transmitted by trans
fusion. Where malaria is endemie it 
is not practicable to screen the blood 
of all potential donors orto reject 
th ose who give a his tory of previous 
infection. The risk of infection from 
a donor also exists in non-malaria) 
co un tries because of the increasing 
amount of world travel. Persons who 
have lived in an endemie area 
(including those who have been tak-
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ing antimalarials prophylactically) 
and anyone who has had malaria 
should not be accepted as a donor 
until three years afterwards. 

Another type of blood parasite 
causes trypanosorniasis or Chagas 
disease. This occurs throughout 
tropical and subtropical America, 
from Mexico to Argen tina and Chile, 
and it has been estimated that 10-20 
million people are infected. There are 
reliable screening tests which are 
mandatory for blood donors in sorne 
countries, but it is where the inci
dence of the disease is highest that 
the health services do not have the 
facilities to do such tests . Because of 
shortage of blood and especially 
when it is required urgently it is not 
feasible to use only tested blood, and 
the problem will be present until 
public health measures to elirninate 
the parasite are provided and 
enforced in all countries where the 
disease now flourishes. 
Iatrogenic infection. Contamination 
of the blood may occur du ring 
collection from the donor or from 
using a non-sterile bottle or pack or 
transfusion set. Transfusion of 
infected blood may result in sudden 
collapse, high fever, shock and even 
death. Prevention of this potentially 
disastrous complication of blood 
transfusion depends on careful 
checking of the sterility of ali equip
ment and reagents, with stringent 
maintenance of aseptic techniques at 
all stages by well-trained doctors, 
technicians and nurses. 

The right blood for the right 
recipient 
An incompatible transfusion can be a 
major cause of morbidity or may 
even lead to death of a patient. The 
tests for identifying the blood group 
of both do nor and recipient, and for 
cross-matching to check the compati
bility of the blood require strict ad
herence to standardized procedures, 
technical skill in perforrning the 
tests, and the use of reliable standard
ized reagents. 

Autotransfusion. Sorne people take 
the precaution, when travelling to 
areas of high incidence, to carry with 
them a pack of their own blood for 
autotransfusion should the need 
arise. But this is a risky practice: if 
the blood is not kept refrigerated at 
ali times it may become infected and 
there is a tendency to keep the blood 
long after the expiry date when it 
should have been discarded. 
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HIV and hepatitis screening 
programmes, and to establish guide
tines for standardization and for 
maintaining the quality of blood and 
blood products. Severa! units within 
WHO have been contributing to 
these goals. WHO has also worked 
closely with nongovernmental orga
nizations who provide professional 
expertise, such as the International 
Federation of Red Cross and Red 

The blood being prepored for cold storage has undergone ali possible screening tests to ensure ils 
safety. 

The role of WHO 
Blood transfusion has a vital and 
complex role in health care. As it is 
unacceptable practice to rely on an 
open market economy to provide an 
adequate service, this must 
ultimately be the responsibility of 
every national government. The role 
of WHO is to pro vide support for 
technical training of laboratory staff, 
to persuade governments to establish 
policies for providing well
organized and reliable transfusion 
services, to provide facilities for 

Crescent Societies, the International 
Society of Blood Transfusion, and 
the International Council for 
Standardization in Haematology. 

WHO's efforts to solve the prob
lems have intensified over the last 
few years with notable successes
the total amount of blood collected 
globally has increased by 15% and it 
has become safer to use as the num
ber of countries testing all donations 
for HIV and HBV has increased 
from 50% to 70%. Great progress 
has been made but much remains to 
be done. • 

Dr S.M. Lewis is Director of the WHO 
Collaboraling Centre for Diagnostic 
Haematology Technology and Consultant 
Haematologisl, Royal Postgraduale Medical 
School, Hammersmith Hospital, London W 1 2 
ONN, England 
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Imagine victory over 
tuberculosis 
Christy Hanson 

The WHO Tuberculosis 
Programme hos been working 
hard to control tuberculosis in 
the foce of Hl V /A IDS. A 
strong global commitment to 
fight this diseose could, 
eventuolly, bring about victory. 

1 
magine, for a moment, a disease 
that has already infected one-third 
of the world's population. A dis

ease that will kill more people than 
any other single infectious disease
three million people this year alone. 
Now suppose that becoming infected 
with this ki ller is as easy as breathing 
the air. 

Consider the fury of this disease 
when introduced to a person already 

infected with HIV. Imagine the 
power of this opportunistic infection 
as it kills more than one-third of 
AIDS patients and can be passed on 
to even those in casual contact with 
the patient. Picture a disease so viru
lent that, if not complete! y cured, it 
can become untreatable. Now con
template why, even though treatment 
is inexpensive and almost completely 
effective, people are not being cured. 
This is not a nightmare, but today 's 
reality with tuberculosis whose 
worldwide resurgence has created a 
global emergency. 

Once thought to have been essen
tially eliminated in the developed 
world, tuberculosis has been allowed 
to emerge again and to reach 
epidemie proportions in both rich 
and poor countries. lt will kil! 30 
million people this decade if the cur
rent epidemie is left torun its course. 
When a person inflicted with the dis
ease coughs, the bacillus spreads to 
others through the air and may settle 
in dust particles that can linger in the 
air for hours. One tuberculosis 

patient may infect dozens or even 
hundreds of other individuals in a 
lifetime. 

A TB /Hl V co-epidemie 
HIV 1 AIDS has added another terrify
ing component to the TB epidemie. 
White a person with a healthy 
immune system is likely to remain 
disease-free even after being infected 
with the bacillus, an HIY-positive 
person is 30 times more likely to 
develop active tuberculosis once 
infected. It will then spread among 
casual as well as close contacts of its 
victims. In areas of high HIV preva
lence, a co-epidemie of HIV and TB 
is raging. In Zambia, for example, 
the number of TB cases with HIV 
co-infection has nearly tripled since 
the late 1980s. Worldwide, TB/HIV 
co-infection was present in 4% of ali 
TB cases in 1990 and is expected to 
occur in 14% of cases by the year 
2000. 

Tuberculosis, especiolly when il is combined with AlOS, con 
quickly become virulent and exhoust the body. 

Direct/y observed treotment: on ideal woy of ensuring regulority of treotment so os to 
ochieve a complete cure of tuberculosis 
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ACODE fiL CEIITRO DE SfiLOD 
1& llfiTRMIEIITO ES CiRfiT(IITO 
10 LO fllfiNDOIESI 

Peruvien posters announce the good news. although a dreaded disease, tuberculosis is curable. 

TB is also changing and is now 
appearing in strains that are drug
resistant. Multidrug-resistant TB is 
a result of inadequate or incomplete 
treatment. If a tuberculosis patient 
di scontinues treatment while even a 
few bacilli remain , these can multi
ply and become resistant to the 
an ti-TB drugs that initially would 
have destroyed them. In Somalia, 
sorne 20-30% of ali TB cases are 
drug-resistant. In New York City, 
more than one-third of TB strains 
tested were resistant to one an ti-TB 
drug, and al most one-fifth were resis
tant to the two main drugs used for 
treatment. 

There is one bright side: thi s is 
still, for the most part, a curable 
disease. The drugs needed are 
inexpensive, costing as little as 
US$ 13 per patient, and can be taken 
on an outpatient basis. The World 
Bank's World Development Report 
1993: lnvesting in health, reported 
that TB control is "among the most 
cost-effective of ali health interven
tions." By curing patients, the spread 
of TB is stopped at the source. The 
six-month regimen using a combina
tion of drugs must be monitored 
close! y and adhered to completely. 
Y et patients around the world are not 
being cured. Many TB programmes 

are antiquated and underfunded, 
using outmoded treatment regimens 
and with inadequate supervision. 
They achieve dismal cure rates , 
produce drug-resistant disease and 
allow the co-epidemie of HIV ffB 
to race on. 

The fight against TB 
The WHO Tuberculosis Programme 
has been working hard to bring about 
a world without tuberculosis. It is 
educating and training health work
ers to enable them to better identify 
and treat tuberculosis patients. 
Through its six-day training course 
entitled "Managing tuberculosis at 
district leve!", it offers technical as
sistance while introducing a standard 
approach to TB control that incorpo
rates the details of appropriate drug 
regimens with an organized system 
of recording, monitoring and report
ing tuberculosis cases. Health 
workers and organizations commit
led to the fight against tuberculosis 
are learning how best to recognize, 
treat and cure TB patients. 
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The Programme ensures that reg
ular drug supplies are established and 
maintained. By accurately recording 
and reporting cases, TB programmes 
can forecast their drug needs and en
sure that they are available. The hard 
work that goes into disease recogni
tion , treatment and follow-up, both 
by health workers and patients, will 
be wasted if at mid-treatment the 
drugs necessary to complete the 
treatment become unavailable. 

Success stories are emerging, 
however. China, for example, with 
nearly 25% of the world's TB cases, 
used to have cure rates of Jess th an 
50%. An ambitious project, covering 
a population of almost 500 million 
people and incorporating WHO's 
treatment guidel ines and system of 
follow-up and recording, together 
with an innovative approach of 
supplying free TB medication, has 
resulted in cure rates of over 90%. 
By adopting a recommended 
regi men of direct! y observed 
treatment, within a stronger manage
ment system, Tanzania has seen cure 
rates increase from 43% to nearly 
80%. This was due to technical 
guidance and support from the 
International Union Against 
Tuberculosis and Lung Disease, the 
German Leprosy Relief Association, 
the Swiss government, and the 
Netherlands TB and Leprosy Relief 
Association . 

These successes show that 
communities no longer need to be 
plagued by TB or by individuals who 
cannot be cured. A global commit
ment to fight this disease can, 
eventually, bring about victory over 
tuberculosis. • 

Ms Christy Hanson is working far a Master 's 
degree in public health at the University of 
Minnesota, USA She recent/y spent six months 
with the Tuberculosis Programme of the World 
Health Organizatian in Geneva. 
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Infections old and new 
James W. LeDuc 

1 t seems that almost every day 
newspapers, radio or television 
have another story either of a new 

disease never before known to med
ical science or of an old scourge like 
tuberculosis or cholera reappearing 
to rernind us that infectious diseases 
are stiJl very much among us. The 
growing threat of new, emerging, and 
re-emerging infectious diseases has 
long concemed medical science and 
has now reached the attention of the 
general public. 

In response to this ground-swell 
of concern, WHO began in 1994 a 
novel programme on new and emerg
ing infectious diseases, based on the 
Organization's existing commitments 
to HIV/AIDS, tuberculosis and other 
prorninent infectious diseases which 
are on the rise globally. Working 
with various national agencies, non
governmental organizations and 
donors, WHO is carrying out a global 
plan to tackle emerging infectious 
diseases. 

What are the causes of this new 
phenomenon? Changes in lifestyle 
head the list. Population growth and 
massive 

ln 1994, WHO begon a novel 
programme on new, emergmg 
and re-emerging infectious 
diseases. Based on global 
surveillance, it should ensure 
thot eor/y warning is given in 
time to respond to any new 
threat to public health. 

infectious diseases and a spawning 
grou nd for the emergence of new 
ones. 

As population pressures grow and 
resources dwindle, people are 
increasingly expanding into what 
were once remote areas where they 
are increasingly exposed to exotic in
fectious agents. As a result, diseases 
once thought to be rare may thrive on 
the newly introduced human hasts . 
An example is Oropouche fever, a 
disease known from only a few 
isolated cases in northem South 
America and the Caribbean. New 

settlements in the Amazon Basin 
have been followed by a proliferation 
of the insect vector for this virus , 
which now regularly causes big out
breaks of Oropouche fe ver in the 
are a. 

Diseuses thattravel 
International travel was once the 
exclusive right of diplomats and the 
rich. Today Europeans and North 
Americans think nothing of holiday
ing in Asia or Africa, while residents 
from the tropics go sightseeing in the 
temperate zones. Infectious diseases, 
like people, travel the globe with the 
airlines, so that a persan infected in 
one place may become ill in qui te 
another, and in the process may seed 
a new outbreak. The rnixing of 
pathogens that once took months 
now occurs in days or even hours. 

Fierce competition in the fast
food industry has obliged producers 
to bulk process the ingredients, so 
that the meat used in a hamburger is 
a mixture, not from one or two cows 
but from a large number of animais. 

A single infected 
animal could thus 
contaminate liter
ally thousands of 
hamburgers. If 
these hamburgers 
are not fully 
cooked, there is 
an obvious poten
tial for massive 
foodborne out
breaks. A recent 
outbreak of 
bloody diarrhoea 
in severa! states in 
the USAwas 
traced to fast-food 
hamburgers. 

movement of peo
ple from country 
areas to alread y 
over-crowded 
cities have led to 
the growth of peri
urban slums 
where thousands 
of people live 
under unhygienic 
conditions. Such 
rural to urban 
migrations world
wide have out
paced supplies of 
dean water and 
adequate housing, 
thus establishing a 
human reservoir 
of many known 

Peri·urban slums, where people live in unhygienic conditions, are reservoirs of infectious diseoses, 
old and new. 

Organisms 
most able to adapt 
to changing envi-
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Screening water samples for pathogens . lnfectious disease suNeillance colis for strict precautions 
as a matter of routine. 

The huge volume of international !ravel today means thot outbreaks of diseose con spread from 
country to country in a matter of hours. 

ronments are the ones most likely to 
reproduce and thereby succeed in 
perpetuating their species. This is 
true for allliving things, including 
the pathogens that cause infectious 
diseases; hence the shift and drift of 
influenza viruses as well as the 
development of antimicrobial resist
ance among pathogenic bacteria and 
parasites . 

An effective public health pro
gramme is reflected in the absence of 
disease. Y et today, owing to decreas
ing budgets, we find a near global 
collapse of routine surveillance for 
infectious diseases, even in the most 
developed countries. Public health 
laboratories may be under-staffed 

and ill equipped to diagnose even 
common pathogens, let alone exotic 
importations ; we may therefore find 
ourselves unable to recognize poten
tially significant public health 
problems. 

Need for surveillance 

Global populations will continue to 
grow, people will continue to travel, 
technology will continue to evolve 
and microorganisms will continue to 
mutate and adapt. The only practical 
point of intervention remains basic 
public health: surveillance, diagno
sis and response, coupled with good 
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hygiene and sanitation. The WHO 
strategy for new, emerging and re
emerging infectious diseases focuses 
on recognizing common pathogens, 
so that we are weil prepared when 
something new or unusual appears . 
Comprehensive surveillance coupled 
with strong laboratory expertise 
should give us the early warning 
necessary to respond. 

WHO's four goals are: 
• to strengthen global surveillance 

of infectious diseases; 
• to build international infrastruc

ture to recognize, report and 
respond to new and resurgent 
disease threats; 

• to create an applied research 
programme to focus on practical 
problems and realistic solutions; 

• to reinforce disease prevention 
and control through targeted 
interventions. 

The project is still developing, but 
sorne earl y accomplishments include 
regional and local projects to reduce 
urban mosquitos, especially Aedes 
aegypti, the vector of both yellow 
fever and dengue viruses. Efforts are 
also under way to prepare and 
distribute diagnostic reagents to 
assist in recognizing sorne less 
common virus diseases. Networks 
of collaborating centres are being 
established to strengthen disease 
surveillance and to share the 
information obtained. Specifie 
training activities have started in 
less developed countries to improve 
laboratory capacity and strengthen 
surveillance. And a computer-based 
network is in place to monitor trends 
in antimicrobial sensitivity. 

Strategies to deal with new, 
emerging and re-emerging infectious 
diseases focus on ensuring that local 
health officiais can recognize 
unusual disease events and are able 
to invoke preventive measures to 
limit their spread and impact on 
society. Above all, national, regional 
and international cooperation is 
needed to face this challenge. • 

Or James W. LeDuc is Medical Officer with the 
Programme on Bacterial, Viral Oiseases and 
lmmunology, World Health Organization, 
1 2 1 1 Geneva 27, Switzerland 
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Malaria: hope for the future 
Anatoli V. Kondrachine & Peter Trigg 

Large-scale migration plays a big part in the propagation of malaria. 

The malaria parasite and the 
mosquito proved tao crafty for 
malaria eradication efforts in 
the 1950s and 1960s. Now 
WHO's Global Malaria Control 
Strategy is much more 
pragmatic, focusing on 
disease management, 
selective and targeted 
prevention measures where 
they can be cast-effective, 

M
alaria kills more than 1.5 
million people each year
one death at least every 20 

seconds - and between 300 and 500 
million others fall ill from it, often 
severely. Over a million of these 
deaths are children aged under five , 
but they also include women in their 
first or second pregnancy, aider 
children and young adults. Tropical 
Africa accounts for the overwhelm
ing majority of both cases and 
deaths. 

Armed with DDT and other 
insecticides and the affordable drug 
chloroquine, WHO mounted a 
Global Malaria Eradication 
Campaign for 15 years between 1954 
and 1969. Africa south of the Sahara 
was not included as eradication was 
simply not considered feasible there. 
Much was accomplished and learned, 
but the attempt showed that there 
was no single method of bringing the 
disease under control, let alone of 
eradicating it. Today, with much 
more respect for the capacity of the 
mosquito and the malaria parasite to 
withstand our efforts and a better 
understanding of the social and 
economie factors involved, we have 
a new strategy in place. 

This Global Malaria Control 
Strategy was developed by the 
endemie countries and endorsed at a 
Ministerial Conference on Malaria 
Control convened by WHO in 
Amsterdam in 1992. In contrast to 
the eradication era, it recognizes that 
malaria problems vary enormously 
from country to country, from area 
to area and even within different 
groups of the population, so th at 
control activities must be adapted 
accordingly if they are to succeed. 

and community action. 

Curable and preventable 

The aims of the new strate gy are 
simple - to prevent people from 
dying from the disease and to reduce 
the suffering and the social and 
economie costs it causes. This is 
possible since malaria is a curable 
and preventable disease which can be 
controlled. But since many of its 
causes and their remedies lie outside 

The use of impregnated mosquito bednets is strongly advocated under WHO's Global Malaria 
Control Strategy. 



World Health • 48th Y eor, No. 2, Morch-Aprill995 

the health sector, the strategy 
requires that malaria control should 
become not only an integral part of 
general health programmes but 
should also be coordinated with the 
relevant development programmes in 
the non-health sectors. At the local 
leve!, each community will need to 
be motivated to contribute in an 
appropriate way. 

It will not be an easy task. Mal
aria often occurs in remote areas, 
with poor housing and a lack of basic 
health services. Crowding, migra
tions, rapid urbanization, war and 
civil disturbances compound this 
situation. So scarce resources must 
be allocated to such emergency 
situations. The continuous intensifi
cation and spread of parasite resis
tance to antimalarial drugs is 
another major problem. It has, for 
instance, caused a dramatic rise in 
the drug cost for treating an uncom
plicated case from around US$ 0.15 
to US$ 2.00 in most of the Indo
china peninsula and in the Amazon 
region of Brazil. 

Nevertheless, considerable pro
gress has already been made. Most 
governments in malaria-endemie 
countries in Africa have increased 
their commitment towards control by 
mobilizing additional national 
resources for 1994. WHO has also 
increased its commitment so that 25 
of the malarious countries in Africa 
south of the Sahara have now devel
oped plans of action in line with the 
strate gy, and ten of th ose countries 
have already put their plans into 
action. Communities are also now 
beginning to play their part in such 
countries as Eritrea, Ethiopia and 
Ghana. 

Less use of insecticide 
Where the old eradication practices 
relied heavily on insecticide 
spraying, selective vector control is 
proving more cost-effective and the 
results more sustainab1e; this is now 
an integral part of malaria control in 
many countries of Asia, the Western 
Pacifie and the Americas. House
spraying is restricted to specifie 
high-risk areas and epidemies, while 

in a few countries 
- particularly in 
the Western 
Pacifie - insecti
cide-impregnated 
bed nets are a 
regular feature of 
control. Large 
numbers of people 
are protected by 
ecologically safe 
methods and the 
decrease by as 
much as 80% in 
the amount of 
insecticide used 
means a major 
saving of 
resources. 

An ti-malaria activities should be integrated into general health 
programmes. 
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When the strategy was adopted it 
was recognized that new skills would 
be required if the general health ser
vices were to take responsibility for 
diagnosis and treatment, managers 
would have to adapt the strategy to 
local situations, existing malaria staff 
had to unlearn "old" eradication 
practices, and the community needed 
to understand malaria and how to 
deal with it. Training and the devel
opment of health education materials 
are a major priority. For example, 
programme managers from 45 
African countries and district-leve! 
staff in 27 African countries were 
trained by the end of 1994. 

malaria illness and death will depend 
first and foremost on maintaining the 
political will to combat the disease. 
Increased international support must 
be forthcoming to maintain this will , 
as weil as funding especially aimed 
at strengthening health services. 
Malaria control must be recognized 
as a vital component in development 
programmes aimed at combating 
poverty and improving the environ
ment. Finally, technological 
progress must continue at an ever
increasing pace. • 

There is hope for the future but 
any impact the strategy will have on 

Technological developments 

Dr Anatoli V. Kondrachine is Chief of the 
Malaria Control Unit, World Health 
Organization, 121 1 Geneva 27. Switzerland, 
and Dr Peter Trigg is a Scientist in the same 
unit. 

Malaria is olten indistinguishable from other illnesses w ith fever. Guidelines for 
managing childhood diseases have therefore been produced for the core of 
the sick child and are being fi eld-tested This work involves severa! WHO 
con trol programmes such as d iarrhoeal and acute respira tory diseases, measles, 
eor infections and malnutrition as weil as ma laria 

Among severa! alternatives to conventional microscopy is a new "d ip-stick" 
method which is simple, rapid and sensitive for detecting the Plasmodium 
falciparum parasite. 

A limited number of new drugs are at an advanced stage of development. 
Artemisinin and its derivatives are playing an essential role in treating multidrug
res ista nt fa lciparum ma laria , and other novel drugs are currently in cli nical 
tria ls. 

The development of a malaria vaccine is another promising strategy for 
cast-effective malaria control. One synthetic "cockta il " vacc ine developed in 
Colombia has been extensively stud ied in South America and more recently in 
Africa and south-east Asia. Recent stud ies in Tanzan ia n chi ldren under five 
years old showed the vaccine to be safe, induced antibodies and reduced by 
about 30% the ri sk of developing cl inica l ma laria . Vacc ines for children in 
Africa, one of the high-risk groups for malaria morta lity, remain a high priority. 
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Mongolia's national drug 
po licy 
Dashdavaa Bolormaa 

A country in transition from a 
central planning system to a 
free market economy, 
Mongolia has drawn up and 
put into effect a National Drug 
Policy which is already 
bringing benefits to bath 
individuals and communities. 

The scattered rural population of Mongolio will 
great/y benefit as the drug supply situation 
improves. 

l
andlocked and sparsely pop
ulated, Mongolia lies in Central 
Asia between Russia and China, 

with a population of 2.2 million scat
tered over an area of 1 505 000 sq.km. 
Sin ce 1989, it has been in transition 
from a central planning system to a 
free market economy. As the hea1th 
infrastructure was developed accord
ing to the central planning process, 
recent moves in the political system 

have demanded major changes in the 
management of the health services. 

The drug supply system is admin
istered by the Mongolemimpex 
Corporation, the national importer 
and wholesaler, which is responsible 
for purchasing, importing, storing 
and distributing drugs for the use of 
ali government-owned health facili
ties . The harmful impact on drug 
availability of the economie crisis 
resulting from the political reforms 
over the past four years has been 
alleviated thanks to generous drug 
donations. 

In 1991 , Mongolia 's Minister of 
Health urgently requested WHO's 
assistance and an expert WHO mis
sion went to Mongolia to evaluate 
the situation in the drug supply sec
tor. The recommendations of the 
mission strongly favoured the devel
opment of a National Drug Policy, 
under which an Essential Drugs 
Programme (EDP) would be drawn 
up to ensure that good quality, 
affordable, essential drugs would be 
made available to the whole popula
tion , and the rational use of drugs by 
prescribers and public would be 
actively promoted. 

In 1992, the Ministry of Health, 
with support from WHO's Action 
Programme on Essential Drugs, 
organized the First Conference on 
National Drug Policy, and the EDP 
was established, again with technical 
support from WHO and with fi nan
cial assistance from the Netherlands 
government. The first national 
Essential Drugs List had been drawn 
up the previous year, and the 
National Drug Council recom
mended a new list in 1993 based on 
the seventh WHO Mode! List but of 
course adapted for local indications 
and use. Standard treatment guide
lines have recently been produced 
with the support and assistance of 

local specialists. 
Covering 139 common health 

problems, the guidelines have 
already been published and distrib
uted, together with the Essential 
Drugs List and National Drug Policy 
documents, to ali the country's 6000 
doctors, 380 pharmacists and 1500 
feldshers (middle-leve! primary 
hea1th care workers). The EDP is 
currently preparing a Mongolian 
National Formulary, in the 
Mongolian language, to encourage 
rational prescribing and use of 
generic names. 

The EDP has also run local work
shops on National Drug Policy, the 
Essential Drugs concept, the rational 
use of drugs and use of treatment 
guidelines, drug quantification and 
drug storage. WHO fellowships 
have helped to train health personnel 
in the areas of drug regulation, pro
curement and store management, 
clinicallaboratory management, 
clinical pharmaco1ogy, and good 
manufacturing practice. Mongolem 
impex now has a computerized 
inventory system. 

The supply of essential drugs and 
vaccines has improved and there are 
signs of more rational prescribing of 
drugs. Infant mortality has fallen 
from 63.4 (1990) to 46.8 ( 1994) per 
1000 live births, wh ile reports of 
sorne infectious and parasitic dis
eases have also decreased, including 
an almost threefold reduction in 
cases of acute viral hepatitis. The de
velopment of a National Drug Po licy 
has clearly benefited both individuals 
and communities, and promises con
tinuing improvement in the future. • 

Dr (Ms) Dashdavaa Bolormaa is the Drug Policy 
Officer with the Mongolian Ministry of Health, 
U/aanbaatar-1 1, Mongolia. 
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Towards a rational drug policy 
Aidan Chidarikire 

The poli ti cal ideology of the 
newly independent Zimbabwe 
and its nascent health policy 

were at one with WHO's primary 
health care strategies in the earl y 
1980s, following the epoch-making 
Alma-Ata international conference 
of 1978. 

However, those early years were 
marked by fierce competition for 
scarce resources because of the gov
ernment's ambitious multilateral 
development programme. As a drug 
regulatory authority, the Drugs 
Control Council, already existed and 
bec a use of the clear drug po licy 
guidelines contained in the Council 's 
policy paper "Planning for equity in 
health" , the Ministry of Health was 
able to score a number of successes. 
For instance, the now nationally 
popular Essen ti al Drugs List for 
Zimbabwe (EDLIZ), targeted for 
completion in 1986, in fact appeared 
in 1985. 

The terms of reference for the 
newly formed National Drug and 
Therapeutics Policy Comrnittee 
(NDTPC), were summed up by the 
then Minister of Health: "Looked at 
from the stand-point of the people 's 
health ... we need to rationalize the 
procurement, provision, prescription, 
sales and promotion of pharmaceuti
cals in Zimbabwe". EDLIZ was the 
culmination of the NDTPC's work. 
This list of essential drugs was based 
on the WHO modellist, with a com
plementary section of treatment 
guidelines, which made it user
friendly from the outset. 

Ensuring availability 
A holistic programme, which looked 
at ali the stages of the drug supply 
chain, was drawn up to ensure that 
EDLIZ drugs would al ways be 
available. This was the Zimbabwe 
Essential Drugs Action Programme 

(ZEDAP), set up with the joint 
collaboration of the government, 
WHO and the Danish International 
Development Agency. Its strategy 
was to bring about maximum 
involvement of the grass-roots health 
worker, and its policy of using 
generic drug nomenclature rather 
than brand names was at first 
condemned by the Pharmaceutical 
Manufacturers' Association as 
posing a threat to local industry. 

Nevertheless, ZEDAP went on to 
score many successes including ac-

Ma king essential drugs available - an 
important element of primary health core. 

curate quantification of drug needs 
using a methodology developed by 
WHO's Action Programme on 
Essential Drugs, use of a modified 
list of WHO indicators in essentia1 
drug surveys to monitor progress, 
and the development and extensive 
use of training mate rials - with 
which 160 workshops trained over 
6000 health workers! The initial 
resistance and mistrust from key 
quarters of the priva te sec tor has sub
sided, to be replaced by amicable 
collaboration. 

By 1996 there will be more 
rational drug use backed by informa
tion and education activities, the 
country should have more efficient 
government medical stores, and drug 
supply management will have a sus
tainable structure. Better still, drug 
availability should have risen from 
the 73% indicated by a 1993 survey 
to our target of over 85%. • 

Mr Aidan Chidarikire is Director of Pharmacy 
SeNices in Zimbabwe's Ministry of Health and 
Child Welfare, P 0 Box CY 1 122, 
Causeway, Zimbabwe. 

Essential drugs: to everyone's advantage 
ln 1977 a W HO committee of experts, having discussed how many drugs 
were really needed to ensure a reasonable level of health core for as man'y' 
people as possible, recommended a li st of some 200 drugs and vaccines of 
proven efficacy and safety. Most were no longer protecteCJ by patent and so 
could be produced at reasonable cost. This essentia l drugs concept led to a 
reorienta tion of the role of medicines in public hea lth and became an important 
milestone in W HO's history. The list is revised regularly and now numbers 
some 280 drugs. lt is a key element to achieving the goal of access by a li to 
sale and effective medicines, and their appropriate use . 

Today, over l 20 countries have nationa ll ists of essen tial drugs and an
other 60 are developing and implementin g co mprehensive national drug 
policies with support from W HO's Act ion Programme on Essential Drugs. The 
concept and the tools developed by WHO have also been adopted 5y multi
lateral and bilateral agencies , as weil as nongovernmental organizations, in 
their pharmaceutical policies Alter some ini tia l reluctance, the pharmaceutical 
manufacturers now accept the principle of a list of nonproprietary drugs which 
even the least developed coun tr ies con afford , and appreciate thot it works to 
everyone's advantage. 
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The fall·out from Chernobyl 
Anatoly F. Tsyb, Victor M. Ponomarenko, & Guntis Ozolins 

WHO's international pro
gramme on the health effects 
of the Chernoby 1 accident 

(IPHECA) was set up in response to 
an appeal from the Ministry of 
Health of the USSR in March 1990 
to provide medical assistance to the 
affected population. Until then, med
ical assistance and scientific research 
had been provided al most entirely 
from national resources. But the 
scale of the accident was su ch th at it 
proved impossible for one country to 
cape with its effects, much Jess con
duct advanced research and draw 
the appropriate conclusions. 

IPHECA is looking into a 
very wide range of medical 
issues resulting directly or indi
rectly from the immense radio
active contamination which 
followed a fire at the Chernobyl 
nuclear plant near Kiev in April 
1986. Its general purpose is to 
li mit the damage to health, 
obtain reliable scientific 
information on that damage, and 
to draw conclusions that will 
lead to better medical prepared
ness for any future radiation 
accident. 

The health consequences of 
the disastrous fire at the 
Chernobyl nue/eor plant in 
1986 are being close/y 
studied under an international 
programme backed by WHO. 
Results of the study will help 
al/ countries to be better 
prepared to cape with any 
future radiation accident. 

Investigation of health effects 
Establishing a link between the dis
eases to be detected and the effects of 
radiation calls for reliable informa
tion on the individual doses sustained 
by various organs and tissues, and by 
the entire body. Saon after the 
accident, direct measurements were 
made of iodine radionuclide 
exposure to the thyroid gland in over 
140 000 children. However, due to 

inadequate organization and 
medical preparedness, most of 
the children in areas affected by 
radioactive iodine were not 
direct! y examined. The purpose 
of the "dosimetry support" activ
ity is to reconstitute the doses of 
bath internai and extemal expo
sure. 

The overall cast of this multi
faceted, long-term programme is 
not known but could be well 
over a hundred million dollars. Checking for rodiooctivity levels in the body ofter exposure. 

The gathering, processing 
and storage of medical and 
dosimetric (dose-measuring) in
formation, and the formation and 
monitoring of cohorts of subjects 
to be examined to evaluate the 
radiation risks is the task of the 
"epidemiological registry" 
project. Each affected country 
has a national register that uses 
standard technology. Between 
them, they contain medical and 
dosimetric data on 616 644 Voluntary contributions to the 

programme when the first pilot pro
jects went into operation totalled 
about US$ 20 million. Most came 
from Japan, and there was also 
financial support from the Czech 
Republic, Finland and Slovakia. 

Given the acute nature of the 
medical problems and the limited 
resources available in heavily con
taminated areas of the Republic of 
Belarus, the Russian Federation and 
Ukraine, five of the most urgent pilot 
projects have been running since 
1991. They are designed to show up 

the diseases caused by radiation and 
to concentrate on children and ado
lescents, the most vulnerable in the 
population. They involve mainly 
thyroid cancer and thyroid disorders 
(the "thyroid gland" project), dis
eases of the haematopoietic and lym
phatic systems (the "haematology" 
project), and mental retardment and 
other brain dysfunctions in children 
who were exposed to radiation in 
utero (the "in utero brain damage" 
project). 

residents of the most radioactively 
contaminated territories, and on 
331 679 recovery workers, who were 
directly involved in deactivating the 
stricken reactor and cleaning up the 
30-km zone around it. 

In arder to standardize research 
conducted in Belarus, Russia and 
Ukraine, modem medical diagnostic 
and dosimetric equipment, comput
ers, reagents and diagnostic kits to 
the value of US$ 18 million were 
purchased through WHO. About 
100 specialists have undergone train-
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ing at the Ieading foreign centres and 
su pp liers' factories. 

Work on the Mascot project of 
IPHECA is being completed; this 
will permit teleconsultations and 
teleconferencing between, for exam
ple, the radiation medicine centres of 
Belarus, Ukraine and other countries 
in the world, and also for exchange 
of large volumes of medical dosimet
ric information. Under this project, a 
radio relay Iine has been set up 
between Obninsk and Moscow, as 
part of the telecommunication 
network. 

Findings to date 
Cancer is the most serious of the thy
roid disorders reported. Since the 
accident, 653 cases of thyroid cancer 
have been diagnosed in children and 
adolescents: 350 in Belarus, 259 in 
Ukraine and 44 in Russia (Bryansk 
region only). Unfortunately, more 
cases of thyroid cancer are being 
discovered as time goes on. The 

Examina/ion of thyroid glands thot may have 
been aHected by exposure ta radioactivity. 

ln the next issue 
Rontgen d iscovered X-rays in 
1895 , and Becquerel discovered 
radioactivity in l 89 6. Thi s wa s 
th e start of radiologica l sc ience 
which is now an indispensable 
part of medici ne . The M ayjune 
issue of World Health marks this 
hundred th a nnive rsary by 
presenting many facts o f this 
remarkable example of sc ience 
at the servi ce of humani ty . • 

tumours take an aggressive course, 
with earl y metastasis to the regional 
Iymph nodes and the lungs. Ali the 
sick children have had thorough 
medical examination and treatment 
in special centres at home and 
abroad, and are under systematic 
observation. 

So far no increase in the number 
of cases of Ieukaemia and lymphoma 
in the most affected areas has been 
detected, but there has been a signifi
cant increase in the number of 
non-Hodgkins lymphomas, multiple 
myeloma and chronic lymphoid 
leukaemia among older people, 
especially those over 60. 

To detect cases of mental 
retardation and other possible brain 
dysfunctions in children exposed to 
radiation in utero following the 
Chernobyl accident, 2189 children 
from the contaminated territories of 
the three countries were examined. 
Sorne of them were found to have 
significant retardation of intellectual 
and mental development, and also 
behavioural and emotional disorders. 

Si nee the Chernobyl accident, systematic 
check-ups have been carried out on ali children 
in the aHected areas. 

The role of the radiation factor in 
these disorders cannot be identified 
until the individual absorbed doses 
are determined. 

31 

It is already clear that the contri
bution of the pilot projects of the 
IPHECA programme to the study 
and the mitigation of long-term 
health effects from the Chemobyl 
accident in the three worst affected 
countries has been timely and signifi
cant, and that this work should be 
continued and expanded. • 

Professor A. F. Tsyb, a member of the Russian 
Academy of Medical Science, is Director of the 
Medical Radiological Research Centre, ul. 
Kara/eva, 4 , 249020 Obninsk, Kaluga ob/ost, 
Russian Federation. Dr V M. Ponomarenko is 
Vice Minis/er, Ministry of Health, 
Groushevskovo ul. 7. 252021 Kiev, Ukraine. 
Mr G. Ozolins is Director of the Division of 
Operational Support in Environmental Health, 
World Health Organization, 121 1 Geneva 
27, Switzerland. 
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