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in global health research. In Dr. Vichai
Chokevivat (Thailand), its Chairman’s
words “ the network of regional forums cre-
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na’s planning, the WHO’s project, and dif-
ferent scenarios for distributing scarce
resources such as Tamiflu. Dan Wikler
made an interesting observation that dur-
ing the 1918-19 influenza pandemic, the
annual number of deaths from TB in the
U.S.A. decreased by almost the same
amount as the increase in deaths from the
‘flu. 

• “Ethical Lessons from Unit 731’s Human
Experiments” – Takashi Tsuchiya from
Osaka gave a detailed account of the
Japanese biological weapons programme
in Manchuria and elsewhere. He noted that
following W.W. II the U.S. did not investi-
gate medical crimes of the Japanese but
sought the data to use against the U.S.S.R.
The Soviets did conduct some trials but
both the Japanese and the Americans cov-
ered up the atrocities. The first Japanese
exposé was in 1981 but only in the 1990s
did the crimes become known outside
Japan. The Japanese medical profession
considers the subject taboo. 

• Another session on “Professionalism in
Medicine” was chaired by David Rothman
of Columbia University. He dealt with the
current challenges to professionalism,
including conflicts of interest, weak self-
regulation, medical errors, lack of civic
engagement, patient use of the Internet
and overwork. There were two presenta-
tions of surveys of American physicians’
attitudes towards professional and ethical
issues and one on professionalism among
Chinese physicians. 

• “From SARS to Avian Flu in China” – a
presentation by Guang Zeng, Chief Epi-
demiologist, Center for Disease Preven-
tion and Control. SARS caused Chinese
politicians to become concerned with pub-
lic health for the first time and to begin to
overcome the tradition of secrecy and cov-
er-up with regard to health-related prob-
lems. There is a better surveillance and
reporting system now, although decentral-
ization poses obstacles. 

• “Bioethics Without Borders” – this con-
sisted of presentations on the ethics activi-
ties of the WMA, WHO, UNESCO and
the European Commission. 
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knowledge will be identified that will leadto the possibility of commissioningresearch; such opportunities will be consid-ered as they arise.
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143,000 copies of a handbook on 180
common ailments and how to care for
them, plus a telephone nurse advice
helpline. Three years after the pro-
gramme launch, an estimated $7.5 to
21.5 million was saved in unnecessary
health care costs. More recently a similar
initiative reported a reduction in unnec-
essary visits to the doctor of 23% and of
15% in unnecessary visits to emergency
room services, and 16% of employees
saving a sick day from work (see
http://www.healthwise.org/a_communi-
ties.aspx).

• A workplace health education pro-
gramme aimed at reducing unnecessary
outpatient visits was designed by Lorig
et al. A total of 5,200 employees attend-
ed a presentation, received self-help
books, and completed self-administered
questionnaires. The study found that a
minimal cost, self-care workplace inter-
vention can reduce outpatient visits by
important magnitudes – up to 17% or 2.0
visits per household per year (Lorig et al
1985).

Based on these and other studies the poten-
tial benefits may be summarised as:

• Reducing time spent in seeing a general
practice physician for minor or trivial
ailments, giving physicians more time
for more important cases. 

• Reduction in the number of unnecessary
visits to accident and emergency depart-
ments, again saving the time of these
hard-pressed services.

• Increased motivation for patients and for
healthy people in maintaining or improv-
ing their well being.

It is important to emphasise that none of
these examples excludes healthcare profes-
sionals; indeed their full involvement helps
ensure the success of self care schemes. An
important point must, however, be made. In
many poor countries the reality is of oblig-
atory self care due to the absence of basic
healthcare facilities. Obligatory self care is
prevalent in the least developed countries
and can be most unfortunate when it is a
forced substitute for essential medical inter-
ventions. On the other hand, in many devel-
oped countries, the reverse is true – insuffi-

cient self care and over-dependency on the
health care system gives a major opportuni-
ty to encourage self care in these countries.
In both situations there are significant ques-
tions about the appropriate levels of self
care for a country, given the particular cir-
cumstances, and around approaches for
integrating self care into the mainstream
health care systems. 

Section 2 – Implications for
physicians

Every person has the right to health educa-
tion that will assist him/her in making
informed choices about personal health and
about the available health services. The
education should include information about
healthy lifestyles and about methods of pre-
vention and early detection of illnesses. The
personal responsibility of everybody for
his/her own health should be stressed.
Physicians have an obligation to partici-
pate actively in educational efforts (WMA
Declaration of Lisbon on the Rights of the
Patient).

As described above, self care is already
widely practised in many parts of the world
and this is likely to increase.

Physicians and medical associations may be
sceptical of some of the claims of self care
advocates, especially regarding the finan-
cial savings that can result from the expan-
sion of self care (e.g., the reduction in hos-
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enced the HIV/AIDS landscape. He paid
tribute to Dr Lee Jong-Wook, WHO's for-
mer Director-General, and his role in forc-
ing a shift in approach and attitude to access
to treatment. “This is demonstrated through
a ten-fold increase in people on treatment in
sub-Saharan Africa,” he said. “But the chal-
lenges in that region also illustrate what still
needs to be done. Seventy per cent of the
global unmet need for treatment is in
Africa.”

He stressed that drug pricing was still an
issue – to ensure that both first-line and sec-
ond-line treatments were affordable. “There
is growing momentum for innovation,
research and addressing intellectual proper-
ty issues to ensure maximum access to new
products that save lives.

“We need ideas to turn into new drugs and
diagnostics that strengthen our ability to
safely treat infants and children as well as
adults. We also need a vaccine and a micro-
bicide.”

“Universal access must include access to a
skilled and motivated health worker,” said
Dr Nordström. “No improvement in financ-
ing or medical products can make a lasting
difference in people's lives until the crisis in
the health workforce is solved.”

for more than traditional international
development assistance.”

Dr Nordström praised recent initiatives
aimed at providing sustainable financing
mechanisms, such as the UNITAID initia-
tive of France, Brazil, Chile, Norway and
the United Kingdom, which uses a levy on
airline taxes to channel new money to HIV
work. He also noted that new potential
mechanisms – such as advance market com-
mitments – could provide incentives for
research and development into new medi-
cines and vaccines. He stressed that devel-
oped countries, including the G8, must live
up to their financial and political HIV/AIDS
commitments, and that national govern-
ments must also spend more on health
domestically, and make HIV/AIDS a fund-
ing priority.

Medicines – access to drugs
remains critical 

Dr Nordström noted that “3 by 5” – the
WHO and UNAIDS initiative to expand
access to antiretroviral treatment to 3 mil-
lion people in low- and middle-income
countries by the end of 2005 – had influ-
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Immunization Financing Facility, and
the France/Chile/Brazil/Norway plan to
fund HIV/TB and malaria drugs through
airline ticket taxes are very promising. 

The 12-page health outcome document
includes G8 country’s commitments to:
strengthen the global network for surveil-
lance and monitoring; increase global pre-
paredness for a human influenza pandemic;

combat HIV/AIDS, tuberculosis and malar-
ia; eradicate polio; make progress on
measles and other vaccine-preventable dis-
eases; ensure access to prevention, treat-
ment and care  including through research,
the use of Trade-Related Aspects of
Intellectual Property Rights (TRIPS) flexi-
bilities and  also strengthened health sys-
tems; and to address the health conse-
quences of natural and man-made disasters.

The Russian Federation carried on the G8
tradition of supporting polio eradication and
made a specific funding pledge for polio
eradication, committing US$18 million to
the programme, as did the United Kingdom
in Gleneagles in 2005.

ST PETERSBURG – At their July meeting
Group of Eight vowed to improve the ways
in which the world cooperates on surveil-
lance for infectious diseases, including
improving transparency by all countries in
sharing information. The G8 also commit-
ted to continued support to fight
HIV/AIDS, tuberculosis, malaria, and to
eradication of polio. Dr. Anders Nordström,
acting Director-General of the WHO said
„Today the G8 spoke together on the essen-
tial need to tackle infectious diseases,
because of their health, social, security and
economic impacts”, „The commitments are
detailed and specific, and represent another
step forward in G8 leadership on public
health.”

Dr. Nordström led a senior WHO team at
the Summit to contribute to discussions on
infectious disease and he addressed G8
leaders, in the presence of the Heads of
State or Governments of Brazil, China,
Congo, Finland, India, Kazakhstan, Mexico
South Africa and invited UN leaders. He
underscored priorities for infectious dis-
ease, including the need to:

• Sustain the political and financial
momentum for scaling up against the
major infectious diseases and basic
health services: HIV, tuberculosis,
malaria, polio and immunization. 

• Manage new disease outbreaks and
threats – including a potential pandemic
influenza outbreak. 

• Improve access to existing and new
drugs and vaccines though expanded
markets and increased affordability. 

• Ensure there are enough motivated
health workers in health centres and hos-
pitals and address the current four-mil-
lion health worker shortage. The biggest
shortages are in the poorest countries
where the need is greatest. 

• Invest in innovative financing. The
United Kingdom’s support for the

G8 commitments to infectious disease can
improve global health security

Geneva – A new global partnership that
will strive to address the worldwide short-
age of nurses, doctors, midwives and other
health workers has been launched. The
Global Health Workforce Alliance will
draw together and mobilize key stakehold-
ers engaged in global health to help coun-
tries improve the way they plan for, educate
and employ health workers. Its secretariat
will be hosted by the World Health
Organization.

Responding to the call by African Heads of
State, the G-8 and the World Health
Assembly for urgent solutions to the health
workforce crisis, the Alliance will seek
practical approaches to urgent problems
such as improving working conditions for
health professionals and reaching more
effective agreements to manage their migra-
tion. It will also serve as an international
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er shortages, drawing on the top leader-
ship of the major schools, whose task will
be to develop a comprehensive national
health workforce strategy. 

Fifty-seven countries, 36 of which are in
sub-Saharan Africa, have severe shortages
of health workers. More than four million
additional doctors, nurses, midwives, man-
agers and public health workers are urgent-
ly needed to fill this gap. An adequate
health workforce is defined by WHO as at
least 2.3 well-trained health care providers
available per 1000 people and balanced in
such a way as to reach 80% of the popula-
tion or more with skilled birth attendance
and childhood immunization.

“The inadequacy of the health workforce in
many developing countries is a major obsta-
cle to providing essential life-saving health
sery706.0016 7.f1 TD
0.0.eloping cforce i 71



GENEVA – Leaders of the World Health
Organization (WHO) and UNFPA, the
United Nations Population Fund, are coor-
dinating action to reverse the global trend of

deteriorating levels of sexual and reproduc-
tive health and reduce the adverse impact on
mothers, babies and young people.
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dle-income countries today are African,
compared with 25 percent in late 2003.
Although sub-Saharan Africa has the great-
est number of people on treatment, and the
second-highest rate of treatment coverage
among those who need it, the region still
accounts for 70 percent of the global unmet
treatment need.

In addition to expenditures by countries
themselves, treatment scale-up has been
funded through the U.S. President's
Emergency Plan for AIDS Relief; the
Global Fund to Fight AIDS, Tuberculosis,
and Malaria; the World Bank; other bilater-
al donors, and pharmaceutical companies
through contributions such as the
Accelerating Access Initiative. In general,
progress has been greatest in countries
receiving specific assistance from these ini-
tiatives.

Increasing Equitable Access

Speaking on efforts to ensure equitable
access to treatment among all people who
need it, Dr De Cock reported that current
data do not indicate any systematic bias
against women in treatment access, with the
proportion of female ART recipients corre-
sponding closely to, and in some cases
exceeding, the proportion of people infect-
ed.

However, other inequities are clear. While
an estimated 800,000 children below the
age of 15 require antiretroviral therapy,
only about 60,000 to 100,000 are estimated
to be receiving it. One in 7 people dying of
HIV-related illness worldwide is a child
under 15 years of age, a fact that is largely
due to the failure to scale up programmes
for the prevention of mother-to-child trans-
mission of HIV and to prevent HIV infec-
tion in young women, noted Dr De Cock.

Despite the successes of such countries as
Brazil, Thailand, and Botswana, only about
six percent of HIV-positive pregnant
women globally are currently benefiting
from antiretroviral prophylaxis to help pre-
vent HIV transmission in childbirth. In con-
trast, pediatric HIV disease has been virtu-
ally eliminated in the industrialized world.

People who contracted HIV through inject-
ing drug use are also not receiving equitable
access to treatment. In Eastern Europe and
Central Asia, injecting drug users, a major-
ity of them men, account for over 70 per
cent of HIV-infected persons, but only
about a quarter of treatment recipients.

Dr De Cock encouraged delegates at the
meeting to evaluate treatment efforts not
only based on the number of patients
receiving care, but on the quality of treat-
ment outcomes as well. Noting that most
patients in developing country treatment
programmes present with late-stage disease,
he emphasized that improving treatment
outcomes will require both diagnosing HIV
and starting treatment earlier.

“A three-and-a half times higher death rate
after one year of therapy in HIV-infected
citizens of resource-poor countries com-
pared with Europeans and North Americans
should not be viewed as acceptable, and we
must commit to change it,” said Dr De
Cock. “These priorities are not radical new
insights but they do require altered commit-
ment to saving human life.”

Moving Towards Universal
Access

Looking forward, Dr De Cock outlined five
strategic directions, each of which repre-
sents a critical area where the health sector
must lead if countries are to make progress
towards achieving universal access, and on
which WHO will focus its technical assis-
tance. These include:

• expanding HIV testing and counselling; 

• maximizing prevention opportunities in
health care settings; 

• increasing access to treatment and care; 

• strengthening health systems; and 

• investing in strategic information. 

While stressing that prevention, treatment
and care are inextricably linked, Dr. De
Cock called for an increased emphasis on
prevention efforts where HIV transmission
is most intense. He also emphasized the
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leading to a lack of health workers trained
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• I n c r e a s i n g  t h e  n u m b e r  o f  g r a d u a t e s  b y i m p r o v i n g  a n d  e x p a n d i n g  p r e - s e r v i c et r a i n i n g  i n  m e d i c a l  a n d  n u r s i n g  s c h o o l s ,a n d  i n c o r p o r a t i n g  A I D S - s p e c i f i c  t r a i n i n g  • P r o v i d i n g  i n - s e r v i c e  t r a i n i n g  t o  h e a l t h w o r k e r s  a l r e a d y  i n  t h e  h e a l t h  s y s t e m  t oe m p o w e r  a n d  b e t t e r  e q u i p  t h e m  w i t h  t h es k i l l s  n e e d e d  t o  m o r e  e f f e c t i v e l y  c a r e  f o rp a t i e n t s  l i v i n g  w i t h  H I V / A I D S  ‘ R e t a i n ’‘ R e t a i n ’ r e l a t e s  t o  a  s e t  o f  i n t e r v e n t i o n s  t o h e l p  e n s u r e  t h a t  c o u n t r i e s  a r e  a b l e  t o  k e e pe x i s t i n g  w o r k e r s  e m p l o y e d  i n  t h e  h e a l t hs y s t e m .  T h e s e  i n c l u d e : • I n s t i t u t i n g  p o l i c y  c h a n g e s ,  c o d e s  o f  p r a c - t i c e  a n d  e t h i c a l  g u i d e l i n e s  t o  m i n i m i z em i g r a t i o n  o f  h e a l t h  w o r k e r s  f r o m  l o w -i n c o m e  c o u n t r i e s  t o  d e v e l o p e d  c o u n t r i e s .  • D i m i n i s h i n g  t h e  d r a w  o f  p r i v a t e - s e c t o r a n d  N G O  H I V / A I D S  p r o g r a m m e s  o nw o r k e r s  i n  p u b l i c  h e a l t h  s y s t e m s .  • I m p r o v i n g  t h e  q u a l i t y  o f  t h e  w o r k p l a c e e n v i r o n m e n t ,  i n c l u d i n g  e s t a b l i s h i n go c c u p a t i o n a l  h e a l t h  a n d  s a f e t y  p r o c e -d u r e s ,  r e d u c i n g  t h e  r i s k  o f  c o n t r a c t i n gH I V a n d  o t h e r  b l o o d - b o r n e  d i s e a s e s  a n da d d r e s s i n g  w o r k p l a c e  i s s u e s  s u c h  a ss t r e s s  a n d  b u r n o u t .  • S u p p o r t i n g  s t a f f  a n d  f a m i l i e s  w i t h  H I V b y  g u a r a n t e e i n g  j o b  s e c u r i t y ,  p r o h i b i t i n gd i s c r i m i n a t i o n ,  p r o v i d i n g  s o c i a l  b e n e f i t sa n d  a d j u s t i n g  w o r k  d e m a n d s .  • P r o v i d i n g  f i n a n c i a l  i n c e n t i v e s ,  a s  w e l l  a s n o n - f i n a n c i a l  i n c e n t i v e s  s u c h  a s  c a r e e ra n d  t r a i n i n g  o p p o r t u n i t i e s ,  t r a n s p o r t  a n dH I V t r e a t m e n t  a c c e s s  f o r  f a m i l y  m e m -b e r s .  W H O ’ s  P r i o r i t y  A c t i o n  S t e p sT o  e n s u r e  t h e  s u c c e s s  o f  ‘ T r e a t ,  T r a i n ,
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According to Hanne Bak Pedersen, Senior
Adviser Pharmaceutical Policy, UNICEF
Supply Division, “UNICEF is concerned
that children's access to medicines is very
low in many resource limited settings.
Furthermore, there is a lack of availability
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The7revised monograph for the7new ORSformula will be published in the7fourth edi-tion of The7International Pharmacopoeia. Itis also available on the7WHO website.Additional information on diarrhoea can befound on UNICEF's Facts for Life websiteand on the7WHO Child and Adolescent
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idating findings reported in July 2005 from
the Orange Farm Intervention Trial in South
Africa, funded by the French Agence
Nationale de Recherches sur le SIDA
(ANRS), which showed a reduction of 60%
or more in the risk of acquiring HIV infec-
tion among circumcised men.

The interim data from the ongoing Uganda
and Kenya trials were reviewed in June
2006 by the Data and Safety Monitoring
Board (DSMB), which recommended that
the studies continue on the grounds that
there were not yet enough data to draw firm
conclusions. The DSMB further proposed
that an additional interim analysis of data
from the two studies take place within the
next year. “The results of the two ongoing
trials will help clarify the relationship
between male circumcision and risk of HIV
in differing contexts, which is key to deter-
mining the reproducibility and application
of the Orange Farm findings,” noted Dr
Kevin De Cock, Director, WHO HIV/AIDS
Department. “While we await these impor-
tant results, UN partners and others are
working to provide coordinated guidance
and support to countries to help improve the
safety of current male circumcision prac-
tices.”

An additional trial assessing the impact of
male circumcision on the risk of HIV trans-
mission to female partners, led by
researchers at Johns Hopkins University, is
currently under way in Uganda with results
expected in late 2007. The effect of male
circumcision on reducing the risk of HIV
transmission among men who have sex with
men has been studied but has not been the
subject of a trial.

GUIDANCE AND SUPPORT
EFFORTS NOW UNDER-
WAY

WHO, UNFPA, UNICEF and the UNAIDS
Secretariat emphasize that their current pol-
icy position has not changed and that they
do not currently recommend the promotion
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Mobile Phone: +41 79 472 7917
E-mail: bartonknotts@unaids.org

UNICEF
Gerrit Beger
Telephone: +1 212 326 7116
Mobile Phone: +1 646 764 0200
E-mail: gbeger@unicef.org
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