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Duties of Physician in General 
always exercise his/her independent professional judgment and maintain the
highest standards of professional conduct.
respect a competent patient’s right to accept or refuse treatment. 
not allow his/her judgment to be influenced by personal profit or unfair discrim-
ination.
be dedicated to providing competent medical service in full professional and
moral independence, with compassion and respect for human dignity. 
deal honestly with patients and colleagues, and report to the appropriate authori-
ties those physicians who practice unethically or incompetently or who engage in
fraud or deception. 
not receive any financial benefits or other incentives solely for referring patients
or prescribing specific products. 
respect the rights and preferences of patients, colleagues, and other health profes-
sionals.
recognize his/her important role in educating the public but should use due cau-
tion in divulging discoveries or new techniques or treatment through non-profes-
sional channels. 
certify only that which he/she has personally verified.
strive to use health care resources in the best way to benefit patients and their
community. 
seek appropriate care and attention if he/she suffers from mental or physical illness.
respect the local and national codes of ethics.

Duties of Physician to Patients
always bear in mind the obligation to respect human life.
act in the patient’s best interest when providing medical care.
owe his/her patients complete loyalty and all the scientific resources available to
him/her. Whenever an examination or treatment is beyond the physician’s capacity,
he/she should consult with or refer to another physician who has the necessary ability.
respect a patient’s right to confidentiality. It is ethical to disclose confidential
information when the patient consents to it or when there is a real and imminent
threat of harm to the patient or to others and this threat can be only removed by
a breach of confidentiality.
give emergency care as a humanitarian duty unless he/she is assured that others
are willing and able to give such care.
in situations when he/she is acting for a third party, ensure that the patient has full
knowledge of that situation.
not enter into a sexual relationship with his/her current patient or into any other
abusive or exploitative relationship.

Duties of Physician to Colleagues 
behave towards colleagues as he/she would have them behave towards him/her. 
NOT undermine the patient-physician relationship of colleagues in order to
attract patients.
when medically necessary, communicate with colleagues who are involved in the
care of the same patient. This communication should respect patient confidentiality
and be confined to necessary information

World Medical Association International 
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providing professional services to them
through whatever healthcare system is pro-
vided. What is disturbing the profession is
the potential risk that the non-medical
members appointed by government to “rep-
resent the consumer interest” may be influ-
enced by the views of the governments who
appoint them or by their appointed advisers,
thus diluting the professional voice of the
main body of physicians, whose ethical and
professional duty is to ensure that impartial
informed clinical and not political consider-
ations are the basis of advice and action by
physicians in the best interests of their
patients. This would be of particular con-
cern if the balance between professional
and lay members were at or near parity and
a deciding vote rested with a President,
whose independence might be compro-
mised through his appointment by one of
the parties or by government , rather than
one appointed through the expressed wish-
es of the majority of both elements of the
Regulating Body, professional and lay, e.g.
a senior member of the judiciary.. 

Whilst these concerns may appear to be
unwarranted, they are very real and are not
reflections of opposition to any reform of
long established traditions. Indeed, physi-
cians are increasingly aware of the need to
ensure that professional competence should
ensure that the best possible quality of med-
ical care provided by physicians is main-
tained throughout active professional life,
reaffirmed from time to time by continuing
professional development, re-accreditation
and licensing, as appropriate .Such trends
are actively being pursued in a number of
countries. What is essential is that necessary
appropriate change is achieved through
open transparent productive dialogue
between the medical profession and the
other interested parties, be they consumers
or healthcare providing agencies, both gov-
ernmental or non-governmental. In this way
the primary role of physicians, in preven-
tive, diagnostic, therapeutic, advisory roles
or as advocates of the healthcare interests of
individual patients and communities, can be
maintained by appropriate regulatory bod-
ies established for this purpose.

As already indicated, it is just and proper
for the views of the community (who use
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appropriate government or other lay mem-

bers of the public, to play some part inapproving the standards of care and behav-

iour of those providing medical services.But once these have been approved, the

judgement of whether or not these standardsh a v e  b e e n  b r e a c h e d  o r  a b u s e d  s h o u l d  p r o p -

e r l y  b e  l e f t  t o  t h e  j u d g e m e n t  o f  p r o f e s s i o n a l p e e r s  a n d  j u d g e d  s 8 l 8 l t l y  b y  t h e  a g r e e d  s 8 a n -

d a r d s  o f  c o n d u c t ,  h a v i n g  r e g a r d  t o  a l l  t h e r e l e v a n t  c i r c u m s 8 a n c e s . I n  a  p a p e r  o n  “ T h e  t e a c h i n g  o f  m e d i c i n e  a s a  s e r v i c e  o f  h e a l i n g ” ,  ( 3 )  t h e  a u t h o r s  w r i t e

“ T h e  p r o f e s s i o n ’ s  d e s i r e  f o r  a u t o n o m y  i s

p r e d i c a t e d  o n  i t s  p r o m i s e  t o  p o l i c e  i t s e l f  i n t h e  p u b l i c  i n t e r e s t .  T h e s e  l e g a l  m e a s u r e s ( l a w s  g o v e r n i n g  r e g i s 8 l r i 9 o n  a n d  l i c e n s i n g i n  U K , U S A a n d  o t h e r  E n g l i s h  s p e a k i n g c o u n 8 l 8 e s )  g r a n t e d  m e d i c i n e  a  b r o a d m o n o p o l y  o v e r  h e a l t h c a r e  –  a l o n g  w i t h  t h e u n d e r s t a n d i n g  t h a t  i n  r e t u r n ,  m e d i c i n e w o u l d  c o n c e r n  i t s e l f  w i t h  t h e  h e a l t h  p r o b - l e m s  o f  t h e  s o c i e t y  i t  s e r v e d  a n d  w o u l d

p l a c e  t h e  w e l f a r e  o f  s o c i e t y  a b o v e  i t s  o w n . ” . T h e y  c o n t i n u e  “ T h e  p r i m a r y  o b l i g r i 9 o n  a s  a p h y s i c i a n  i s  t o  a c t  a s  a  “ h e a l e r ” ,  b u t  s o c i e t y

h a s  c h o s e n  p r o f e s s i o n a l  s 8 a t u s  a s  t h e  w a y  t o

o r g a n i s e  t h e  a c i 9 0 i t 8 e s  r e q u i r e d  f r o m  m e d i - c i n e  a n d  e n t r u s t e d  t o  t h e  p r o f e s s i o n ” .  I n  t h e  c h a n g i n g  m o d e r n  w o r l d ,  w h e r e a d v a n c e s  i n  k n o w l e d g e  a n d  t h e  a b i l i t y  t o

i n t e r v e n e  i n  b o t h  l i f e - t h r e a t e n i n g  a n d

c h r o n i c  d i s e a s e s  h a s  h u g e l y  i n c r e a s e d ,

( w i t h  c o n s e q u e n t  c h a n g e s  i n  m a n a g e m e n t a n d  t r e a t m e n t  n o w  r e q u i r i n g  s u b s t a n t i a l t e a m w o r k  w i t h  o t h e r  p r o f e s s i o n a l s  r a t h e r t h a n  i n d i v i d u a l  a c i 9 o n ) ,  s o m e  c h a n g e  i n  t h e r e g u l r i 9 o n  o f  t h e  p r o f e s s i o n  i s  i n e 0 i t a b l e . N e v e r t h e l e s s ,  t h e  c o n c e r n s  e x p r e s s e d  a b o v e w h i c h  a r e ”  i n  t h e  b e s t  i n t e r e s t s  o f  p r i 9 e n t s ” n e e d  t o  b e  8 l 8 ,  n o t  s u b s t a n t i a l l y  j e t t i s o n e d

i n  a n  e n t h u s i a s t 8 l 8 4 a p i d  “ p o l i t i c a l l y  c o r r e c t ” r e s p o n s e  t o  t h e  c h a n g i n g  c i r c u m s 8 a n c e s  o f t h e  2 1 s t  c e n t u r y .  I n  o r d e r  t o  f a c e  u p  t o  t h e s e  c h a l l e n g e s  t h e m e d i c a l  p r o f e s s i o n  n e e d s  t o  i n f o r m  t h e  g e n - e r a l  p u b l i c  n o t  o n l y  o f  n a t u r e  o f  t h e  p r o b -

l e m s ,  b u t  a l s o  o f  t h e  t h r e a t  t o  t h e  f r e e d o m  o f p h y s i c i a n s  t o  p r o v i d e  t h e m  w i t h  i n d e p e n -

d e n t  i m p a r t i a l  b e s t  a d v i c e ,  u n i n f l u e n c e d  b y

t h e  c o n s 8 l r i n t s  i m p o s e d  b y  p o l i t i c a l  c o n s i d - e r a i 9 o n s  o r  t h e  p e r c e i v e d  n e e d  f o r  i n s t a n t r e a c i 9 o n s  t o  p a r t i c u l r r  c i r c u m s 8 a n c e s .  A t  t h e

s a m e  t i m e  t h e  r e s p o n s i b i l i t 8 e s  o u t l i n e d

a b o v e ,  o n  w h i c h  c l i n i c a l  a u t o n o m y  a n d  t h e r i g h t  t o  g i v e  t h e  b e s t  a d v i c e  i n  t h e  i n t e r e s t

o f  t h e  p r i 9 e n t  i s  g r a n t e d ,  m u s t  b e  s e e n  t o  b e p r o p e r l y  g o v e r n e d  b y  t h e  r e g u l r i 9 n g  b o d y ,  i f t h e  “ s e l f - d i s c i p l i n i n g ”  o f  t h e  p r o f e s s i o n  i s t o  b e  r e t a i n e d .

*    The Nai9onal Chief Medical Officers( C M O s )  w e r e  r e p r e s e n t e d  b y  t h e  C h i e f

M e d i c a l  O f f i c e r  o f  E n g l a n d  p l u s  t h e  C M O  o f

e i t h e r  S c o t l a n d ,  N o r t h e r n  I r e l a n d  o r  W a l e s  i n

a l t e r n a i 9 o n .

( 1 )  W o r k i n g  t o g e t h e r  f o r  H e a l t h .  W o r l d  H e a l t h R e p o r t  2 0 0 6 ,  7 8 9 - 1 2 0 8 G e n e v a

( 2 )  R o w e  A ,  G a r c i a - B a r b e r o  M ,  R e g u l r i 9 o n  a n d L i c e n s i n g  o f  P h y s i c i a n s  i n  t h e  E u r o p e a n
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tarily by use of threats, peer pressure or
coercion. Hunger strikers should not b
610J
0 -1.1211 m
W46 7f
BT.7814003 Tw
[foercbilygtivn c4172 781t they refuse.Ferced feeding contrary to an inoermed
and voluntary refusal is unjustifiable.Artificial feeding with the hunger strik-
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The planned Registry Platform will not be a
register itself, but rather will provide a set
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the final report of the outgoing Secretary
General of the United Nations, Kofi Anan,
in which he emphasized the need for global
partnerships and improved coordination
and cooperation between nations She said
that the WMA was exactly the kind of
organisation needed to achieve this goal.
The world has an ambitious agenda in the
Millenium Development Goals. The health
profession must lead the way, helping gov-
ernments to understand that investing in
health is critical. NMAs must be partners
with governments in this regard, so that
budgets, policies and programmes ade-
quately prioritise the health of citizens.
Alongside this priority must be a concerted
effort to address the complex and multidi-
mensional problems of poverty. The rela-
tionship between poverty and disease
means that meeting this challenge is a mat-
ter of life and death. The Premier encour-
aged the General Assembly to examine
specifically the problems created by med-
ical migration, noting that Africa was suf-
fering the effects of aggressive recruitment
of physicians from wealthy countries. She
concluded by stating that there is no invest-
ment more important than the investment in
health and that the world’s physicians must
work with decision makers to ensure its
high placement in national agendas.

Presentation of Past-President’s Medal

The Chair of Council,Dr. Blachar, paying
tribute to the outgoing President of the
WMA, Dr. Kgosi Letlape said:

“It is with great admiration that I look back
upon Dr. Letlape’s career and various
achievements. Graduating MB., ChB at the
University of Natal and then pursuing his
specialist training in Ophthalmology in
Edinburgh, Scotland, Dr. Letlape became
the first black South African ophthalmolo-
gist in 1988, at a troubling time for the
nation of South Africa which was at the
height of its Apartheid era. 

Since being elected chairperson of the
South African Medical Association in 2001,
a position he still holds today, he has dili-
gently worked towards providing public
healthcare for the 38 million South Africans
who cannot afford private funding.

In his attempts to address the HIV/AIDS
epidemic and erase the stigma attached to
the disease, he spearheaded the establish-
ment of the Tschepang Trust in 2002,
together with the Nelson Mandela
Foundation. The trust facilitates the treat-
ment of HIV-positive patients at specific
centres all over South Africa. Dr. Letlape
has also been outspoken on the issue of the
so-called “Brain Drain” phenomenon,
advocating the improvement of working
conditions in order to retain doctors, partic-
ularly those working in public health sys-
tems.

As part of the WMA, he served on the
working group for one of the WMA’s most
renowned documents, the Declaration of
Helsinki. Along with former WMA
Secretary General Dr. Delon Human, he has
made tremendous headway in the founding
of the African Regional WMA offices,
which will be holding their first annual
meeting next January. Dr. Letlape has
relentlessly worked to bring together the
various African Medical Associations, for
the purpose of getting Africa’s endemic
health problems placed on the international
health agenda. The grave disparities in
healthcare can now be addressed at interna-
tional level. As President of the WMA he
has been vocal in his support for including
Taiwan in the WHO, in order to forge a
global health system that can bypass poli-
tics and help countries around the world
prepare for and cope with pandemics. He
has been equally outspoken on the topic of
medical professionalism whereby he main-
tains that physicians should always work in
the best interests of their patients, as well as
training doctors to be good leaders in their
communities.”

Dr. Blachar formally thanking Dr. Letlape
on behalf of the World Medical Association,
then presented Dr. Letlape with a Past
President’s Medal and invited him to deliv-
er his Valedictory Address.

Valedictory Adress Of 
Dr. K. Letlape

In his Valedictory Address, Dr. Letlape first
expressed his gratitude to the organisation

and its members for the privilege of serving
them. Continuing, he asserted that the
WMA must be the global champion of basic
health care for all, free at the point of deliv-
ery and called for an increased emphasis on
pubic health globally.  Physicians must
engage in social and community affairs,
directly influencing policy to the greatest
extent possible. This includes involvement
in areas such as working to prevent armed
conflict, which is within the portfolio of the
health profession because of the devastating
effect of war on human health and on
national health systems. The profession
must not accept limited health care
resources as an unfortunate fact of human
life. Dr. Letlape stated that “We must bake
a bigger cake and ensure that it is shared
equitably”. This will require resourceful-
ness and leadership across medical disci-
plines. There must be commitment by
everyone to be part of the solution to the
global medical human resources problem.
Modern medicine must represent progress
across all boundaries, engaging stakehold-
ers at all levels, from national governments
to patients.

Installation of President

Dr. N. Araguman of the Malaysian Medical
Association, who had been elected by the
2005 General Assembly, then took the
Presidential Oath and was installed as the
58th President of the World Medical associ-
ation.

Presidential Address Of The
New President, 
Dr. N. Arumugam 

“It is a great honour and privilege to be
elected as the President of the World
Medical Association. I would like to thank
you for electing me and giving me the
opportunity to serve as the president of the
association.

The WMA in its mission statement clearly
states the objective to provide a forum for
its member associations to communicate
freely, to co-operate actively, to achieve
consensus on high standards of medical
ethics and professional competence, and to
promote the professional freedom of physi-
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T h e  f o l l o w i n g  r e s o l u t i o n s  w e r e  r e s c i n d e d /

arch118d:
E d u c a t i o n :  t h e  D e c l a r a t i o n  o f  R a n c h o

M i r a g e  o n  M e d i c a l  E d u c a t i o n :  S t a t e m e n t

o n  D r u g  T r e a t m e n t  o f  T u b e r c u l o s i s :  t h e

T w e l v e  p r i n c i p l e s  o f  H e a l t h c a r e  i n  a n y

N a t i o n a l  h e a l t h c a r e  s y s t e m :  U s e  a n d  m i s u s e

o f  P s y c h o t r o p h 5 . 0 d r u g s  a n d  o n  t h e  p r e s c r i p -

t i o n  o f  s u b s t i t u t e 0 d r u g s  i n  t h e  o u t p a t i e n t

t r e a t m e n t  o f  A d d i c t s  t o  o p i a t e 0 d r u g s .
A f t e r  t h e  C h a i r  o f  E t h 5 . s  h a d  e x p l a i n e d  t h a t

a  n e w  d o c u m e n t  o n  t e l e m e d i c i n e  w a s  b e i n g

p r e p a r e d ,  t h e  d o c u m e n t s  o n  S t a t e m e n t s  e t c .

r e s c i n d e d  a n d / o r  a r c h 1 1 8 d  i n c l u d i n g  t h e

F i f t h  W o r l d  C o n f e r e n c e  i n  M e d i c a l  U s e  o f

c o m p u t e r  i n  M e d i c i n e :  S t a t e m e n t  o n

A c c o u n t a b i l i t y ,  R e s p o n s i b i l i t i e s  a n d  E t h 5 . a l

G u i d e l i n e s  i n  t h e  P r a c t i c e  o f  T u a 6 / 6 7  7 5 ( A d d e r  t h n s  w e r ) 1 o 9  7 6 4 . 9  l 
 6 9 . 9 e t p o m e 1 ( W ) 8 0 ( o d u c a t i o n :  S ) 
 1 1 4 ( t a t e 1  - 1 7 2 3 3  T o n i t . 6 7 n g , e l i n e s  i n  t h e  P r a c t i c e  o f i t y ) 6 ( W ) 8 0 ( o d u c a t i o n :  S ) i n c l u d i n g  t h e
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ment was compromising patient care. It has
resulted in massive unemployment of health
professionals, causing some physicians to
leave the country to work as nurses else-
where.

The Canadian Medical Association
expressed support for the establishment of
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of personai3q
28.3188 lness887 7644904 l 8009f the care of



4. Even well-trained flight personnel are
limited in their knowledge and experi-
ence and cannot offer the same assis-
tance as a physician or other certified
health professional. Currently, continu-
ing medical education courses are avail-
able to physicians to train them specifi-
cally for in-flight emergencies.  

5. Physicians are often concerned about
providing assistance due to uncertainty
regarding legal liability, especially on
international flights or flights within the
United States. While numerous airlines
provide some kind of liability insurance
for medical professionals and lay per-
sons who will provide voluntary assis-
tance during flight, this is not always the
case and even where it does exist, the
terms of the insurance cannot always be
adequately explained and understood in
a sudden medical crisis. The financial
and professional consequences of litiga-
tion against physicians who offer assis-
tance can be very costly.

6. Some important steps have been taken
to protect the life and health of airline
passengers, yet the situation is far from
ideal and needs improvement. Many of
the major problems could be mitigated
by simple actions taken by both airlines
and national legislatures, ideally in
cooperation with one another and with
the International Air Transport
Association (IATA) to arrive at coordi-
nated and consensus-based international
policies and programs.

7. National Medical Associations have an
important leadership role to play in pro-
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m o t i n g  m e a s u r e s  t o  i m p r o v e  t h e  a v a i l - a b i l i t y  a n d  e f f i c a c y  o f  i n - f l i g h t  m e d i c a l c a r e .
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a)require for infants and children, as a
matter of law, safe individual childrestraint systems that are approvedfor use in standard passenger air-craft;

b) ensure that airlines provide child
restraint systems or welcome passen-gers using their own systems, if theequipment is qualified and approvedfor the specific aircraft;

c)ban the usage of inappropriate “LoopBelts” frequently used to secureinfants and children in passenger air-craft;d) provide appropriate informationabout infant and child safety onboard of aircraft to all airline passen-gers.�health professions enjoying some degree offreedom for self-regulation the same dangerof dismantlement exists.

The argument for doing so is always thesame: Self-governing regulatory bodies arenot capable of doing the things necessary toregulate the profession and to protect thepublic.

And indeed, we often are desperate aboutour (in-)capabilities of self-regulation. Weknow where we failed and we somet1 gsfeel helpless ourselves. We tend to narrowregulation, to install systems of recertifica-tion, validation and assessment, we reviewand somet1 gs punish. But even so, all thisseems not to be enough.

As medicine gets more effect462 and effi-cient every day, the degree of complicationsand the concomitant dangers grow as well.While everybody accepts new treatmentsand new approachgs to prevention as thenatural course of events, the concomitantdangers need someone be blame for them.

Certainly complexity is no wa462r ofresponsibility and difficulties are no excusefor a lack of professionalism. On the otherhand blaming every risk and wrong devel-opment on individual health professionals isneither fair nor appropriate. To attributeindividual or system failures to the self-government is only fair if it has violated itsown responsibility. Self-government shouldnot be charged with deficits in health carefinancing caused by legal regulations or ashortage of resources. Parliaments and gov-ernments are responsible for that. Self-gov-ernments should not be charged for theirincapacity of dealing with criminal misbe-havior of professionals. This is a job for thelaw-enforcement agenciesThe inclusion of patients in medical self-government is one option for cooperation.However government manipulations water-down self-government by installing repre-sentat462s who ha62 neither the competencenor a mandate from those to be regulated, isneither democratic nor helpful. But indeed,the achievement of more democracy orcompetence may not be intended in the firstplace, the real aim may be just another wayto silence a very act462 and critical part ofsociety.

profession, are watered down to lay bodies,or governments determine the members ofinstitutions.

In this way the respect for democraticprocesses and the sharing of powers getslost on a large9scale. In history this is not anew political development, but the prece-dents are truly scaring. In the thirties theGerman Reichsregierung stopped anydemocratic decision making process withinthe physicians’ self-government and substi-tuted the formerly professionally electedbody by a government nominated “Reichs-Ärzteführer”. The communist governmentsin Europe dissolved, prohibited self-gov-ernment and/or seized their properties afterWorld War II. A democratic mandated, butyet extra-parliamentarian power – not to say“opposition” – was unwanted then and itseems to be becoming increasingly unpopu-lar with governments around the worldnow.These changes do not affect us alone: otherpartners in the health care systems areaffected as well. All groups enjoying theright of self-regulation are being faced withthe same problem. For some liberal profes-sions, this may not be a first line item asthey may find their self-regulation to be amore technical process. However for thoseRegardless whether your understanding of a just state is based on Magna Carta or onMontesquieu, sharing power is an essentialelement. The horizontal separation ofpower results in the classical split into a leg-islat462, execut462 and juridical branch. Butthere is – less visibly and often less regulat-ed – also a vertical separation of power. We ha62 associations and parties, groupsand families, which all ha62 their formal orinformal power of regulation. In modernlanguage this is called “subsidiarity” and itg462s way to allocation of power by socialor decisi62 factors. Issues are being dealtwith on the level of competence, in the fam-ily in the group, in the profession.This vertical power sharing is now beingsilently reduced in many countries of theworld. With an amazing synchronicity, gov- ernments in the different parts of the worlddismantle the self-governments of our pro-fession. In Germany, Great Britain, NewZealand, in Romania or Hong Kong, allover the world and regardless of the politi-cal system, changes or attempts ha62 beenmade or are underway to disrupt the demo-cratic representation of our interest throughour self-governments. Medical Councilswhich formerly were freely elected by the

From the Secretary GeneralSelf-governmental Structures are endangered in many countries
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We tend to take democracy and freedom for
granted, but they are not! Actually, hard as
they were to obtain, we have no right to
give them up. Democracy and freedom are
not ours: they belong first to the generations
to come. If we give them up, their chances

to get them back are extremely unlikely.
Therefore it is our strict obligation and
moral imperative to fight for our democrat-
ic rights and freedom.

Otmar Kloiber

Adopted by the WMA General Assembly,
Pilanesberg, South Africa, October 2006

Preamble

1. Obesity is one of the single most impor-
tant health issues facing the world in the
twenty-first century, affecting all coun-
tries and socio-economic groups and
representing a serious drain on health
care resources.

2. Obesity has complex origins linked to
economic and social changes in society
including the obesogenic environment
within which much of the population
lives.

3. Therefore the WMA urges physicians to
use their roles as leaders to advocate for
recognition by national health authori-
ties that reduction in obesity should be a
priority, with culturally appropriate
policies involving physicians and other
key stakeholders.

The WMA recommends that
physicians:

4. Lead the development of societal
changes that emphasize environments
which support healthy food choices and
regular exercise or physical activity for
all people;

5. Individually and through medical asso-
ciations, express concern that excessive

television viewing and video game
playing are impediments to physical
activity among children and adolescents
in many countries;

6. Encourage individuals to make healthy
choices;

7. Recognise the role of personal decision
making and the adverse influences
exerted by current environments;

8. Recognise that collection and evalua-
tion of data can contribute to evidence
based management, and should be part
of routine medical screening and evalu-
ation throughout life;

9. Encourage the development of life skills
that contribute to a healthy lifestyle in
all persons and to better public knowl-
edge of healthy diets, exercise and the
dangers of smoking and excess alcohol
consumption;

10. Contribute to the development of better
assessment tools and databases to
enable better targeted and evaluated
interventions;

11. Ensure that obesity, its causes and man-
agement remain part of continuing pro-
fessional development programmes for
health care workers, including physi-
cians;

12. Use pharmacotherapy and bariatric
surgery consistent with evidence-based
guidelines and an assessment of the
risks and benefits associated with such
therapies.

Medical Science and Professional Practice

WMA Statement on the Physician’s role 
in Obesity

Do others share my cynicism about the
value of worthy statements emanating form
gatherings of the “good and great” held in
some salubrious resort?

Even the most hardened sceptic would con-
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WHO

Countries, WHO and partners to mobi-
lize response teams to confront extensive-
ly drug-resistant tuberculosis

GENEVA, 17 OCTOBER 2006 - Health
experts have confirmed that the emergence
of extensively drug-resistant tuberculosis
(XDR-TB) poses a serious threat to public
health, particularly when associated with
HIV. At its first meeting, the World Health
Organization (WHO) Global Task Force on
XDR-TB also outlined a series of measures
that countries must put in place to effective-
ly combat XDR-TB. In addition, the Task
Force will help mobilize teams that can
respond to requests for technical assistance

from countries, and be deployed at short
notice to XDR-TB risk areas.

These were among a series of outcomes
issued by the Global Task Force meeting
held on 9 and 10 October in Geneva. The
meeting was urgently convened to review
the latest available evidence on the impact
of highly resistant tuberculosis, including
when associated with HIV.

Addressing the Task Force, Acting
Director-General of WHO, Dr Anders
Nordström, said the Organization was
“absolutely committed“ to supporting coun-
try efforts to fight TB in all forms.

Stop TB

WHO Global Task Force outlines measures 
to combat XDR-TB worldwide
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political will. The first three are in place.
The last will make the difference,“ said Dr
Robert Scott, Chair of Rotary
International’s PolioPlus Committee,
speaking on behalf of the spearheading
partners of the Global Polio Eradication
Initiative. Rotary is the top private-sector
contributor and volunteer arm of the
Initiative, having contributed US$600 mil-
lion and countless volunteer hours in the
field since 1985.

The ACPE advised the four polio-endemic
countries to set realistic target dates for
stopping transmission, noting that improve-
ments in reaching all children in these areas
have been only incremental, and that these

GENEVA, 12 OCTOBER 2006 — The
world’s success in eradicating polio now
depends on four countries – Afghanistan,
India, Nigeria, and Pakistan – according to
the Advisory Committee on Polio
Eradication (ACPE), the independent over-
sight body of the eradication effort.

With a targeted vaccine and faster ways of
tracking the virus, most countries that
recently suffered outbreaks are again polio-
free. In parts of the four endemic countries,
however, there is a persistent failure to vac-
cinate all children, and polio-free countries
are considering new measures to help pro-
tect themselves from future outbreaks.

“With a more effective monovalent vaccine
and accelerated lab processes for identify-
ing poliovirus, these countries have the best
tools we’ve ever had,“ noted Dr Stephen
Cochi, Chair of the ACPE and Senior
Adviser to the Director of the Global
Immunization Division at the US Centers
for Disease Control and Prevention..
“Eradicating polio is no longer a technical
issue alone. Success is now more a question
of the political will to ensure effective
administration at all levels so that all chil-
dren get vaccine.“ As an illustration, the
office of Afghan President Hamid Karzai
has already taken direct oversight of polio
vaccinations, following the sharp increase
in cases in the Southern Region of
Afghanistan,.

Given that all children paralysed by polio in
the world this year were infected by virus
originating in one of the four endemic coun-
tries, polio-free countries are now taking
new measures to protect themselves. The
Ministry of Health of Saudi Arabia, for
example, will be enforcing stringent polio
immunization requirements for the upcom-
ing pilgrimage to Mecca.

“Polio eradication hinges on vaccine sup-
ply, community acceptance, funding and

Global polio eradication now hinges on four
countries
Polio-free countries seek to protect themselves

countries will take more than 12 months to
end polio.

Circulation of wild poliovirus: Since
1988, global polio eradication efforts
reduced the number of polio cases from
350,000 annually to 1403 in 2006 (as at 10
October 2006), of which 1300 are in the
four endemic countries (where poliovirus
transmission has never been stopped):
Nigeria, India, Afghanistan and Pakistan.
This is the lowest number of endemic coun-
tries in history.

Funding: In addition to strengthened polit-
ical ownership in the remaining endemic
countries, key to success is the ongoing
commitment of the international donor
community. For 2006, a further US$50 mil-
lion is urgently needed, to ensure planned
immunization activities through to the rest
of the year can proceed. Additional funding
of US$390 million is needed for 2007-
2008, of which US$100 million is needed
for activities in the first half of 2007.



WHO

“ I t  i s  c r i t i c a l  t h a t  u r g e n t  s t e p s  a r e  t a k e n  t o

address XDR-TB, especially in areas of

high HIVprevalence,“ said Dr Nordström.

“ A t  t h e  s a m e  t i m e  w e  s h o u l d  n o t  l o s e  s i g h t

o f  t h e  n e e d  t o  m a k e  l o n g - s t a n d i n g  i m p r o v e -

m e n t s  t o  s t r e n g t h e n  T B  c o n t r o l ,  a n d  b u i l d
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Kawasaki, Minister of Health, Labour, and
Welfare, as well as several parliament mem-






