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Editorial

Human health resources and
mor al responsibilities

Since the beginning of the 21% century there has been increasing concern, both nationally and
internationally, about the distribution and shortages of human health resources-doctors, den-
tists, nurses, pharmacists and al other varieties of paramedica professions. In the ‘ 70s. and
even in the ‘80s. physicians were gloomily predicting an excess number of physicians, and
there were even calls for the reduction of the number of medical studentsin some countries.
Suddenly all changed, and from a projected excess which had been predicted there was con-
cern about a shortage of doctors and nurses, first at national level and more recently at global
level. Over the past five years there have been anumber of demographic studies of the distri-
bution and future needs of the various categories of health workers—not least physicians.

By the year 2003 international bodies were beginning to be concerned not only about the
shortage, but also with the effects of efforts to recruit doctors and nurses from countries
with limited economic resources and which already had serious under supply of health-
care professionals. In 2001, the Commonwesalth Ministers of Health considered a paper
prepared by its secretariat and at a pre-World Health Assembly meeting in 2003, the Mini-
sters adopted a Commonwealth Code of Practice for the International Recruitment of He-
ath Workers. The World Medical Association considered theissue and adopted a Statement
on thistopic in 2003. At this time the World Health Assembly, noting the Commonwealth
Code, requested the Director-General to explore possible waysforward to improve the situ-
ation concerning international recruitment (including the possibility of a Code of Practice
on international recruitment of health personnel, in particular from devel oping countries)

The key issues have been concerns that migration of health workers, notably doctors and
nurses from undeveloped and developing countries were not only consuming substantial
numbers of professionals from these countries, but were diminishing the national workforce
in these countries to even more dangerous levels, from their already overstretched and un-
derstaffed position. In the columns of this journal we have already drawn attention to this
situation (see Orvil Adams, WMJ50(3)pp 60-64,2004).

In the early part of thisyear the concerns were such that the British Medical Association is-



This expenditure is a complete loss to the
poorer economies which are not in any way
compensated for this loss either financially
or in terms of the professional resources of
which they have been deprived.

Migration for higher training is of course
essential, especialy when it isnot available
in the home country, and the basic human
right to migrate, whether for better working
conditions or other reasons, isthat of every-
one, including physicians. However, while
regard must be paid by healthvT*090omies312a67 herea havebSvempl ete liturmtway






The Committee of Ministers of the Council
of Europe (CoE) opened on January 25th,
2005 the Protocol concerning Biomedical
Research for signature.

This Protocol, already signed by 14 mem-
ber states, is the first international legally
binding instrument to regulate research on
man. This framework defines the legal lim-
itations of research on man which need to
be incorporated in law, unlike the
Declaration of Helsinki or recommenda-
tions of CIOM S (see “Biomedical Research
in Europe” WMJ, Vol. 50, 64-66, 2004) etc.

Specia attention should be paid to some
very important protective provisions which
are dealt with in a different manner, often
without regulation. These points are

a) research on persons not able to consent
and
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Dr. Coble aso pad particular tribute to Dr.
Myllymaki and Dr. Appleyard, his predeces-
sorsfor al their work and support.

Turning to the change of Secretary General,
he outlined the process of change. The
Search Committee who considered the
numerous applications for the post eventual-
ly resulting in the appointment of Dr. Otmar
Kloiber, and said that the process of the tran-
sition and hand-over had been smooth and
successful In the course of this, earlier in the
year both Dr. Human and Dr. Kloiber had
met with him on a number of occasions,
notably on two of them to consider the
responses of NMAs on governance and their
co-ordination into a single document. During
these periods there had aso been the oppor-
tunity to attend the Executive meeting of
WHO which received Dr. Nabarro's initia
report on the tsunami, and to meet Dr.
Nabarro on a further occasion which
promised fruitful Opportunities for further
collaboration.

Turning to the“ Caring Physicians’ project he
gave some details of the project and its
progress. Thiswas aproject responding to the
NMAs indication that there was a need for
grester transparency to be given to the “car-
ing role” of physicians which was not as
widely known asit should be. Hence the pro-
ject asked individua NMAs to identify
examples of physicians whose work demon-
strated these qudities, with the intention of
publicising this in book form which he felt
would go some way to emphasise these val-
ues. He had approached the Pfizer
Humanities Division, which fdt this to be
this worthy of support and a committee rep-
resentative of the six regions was appointed
to advise on the project. NMAs from 55
countries made a very good response on a
very tight time scale, to an approach to iden-
tify physicians from their own countries who
illustrated these qualities. Following a meet-
ing of the judgesin London, appropriate can-
didates were identified and this publication
would be released at the General Assembly in
Santiago.

Referring to the regions, he reported that he
had had contact with the Council of the



(CPME) on Petient Safety and on their iden-
tification of key problems in common with
WHO Regional Scientific Session. In this
connection, systemsto identify or report haz-
ardsiin patients safety net need to be set up; a
safety culture has to be built up that departs
from the blame and shame approach and pro-
vides a blame-free procedure to handle mis-
takes, accidents and “ close cdls’. The use of
telematics (e-hedlth) should be promoted. It
will allow hedth care to be made safer, as
demonstrated in the field of drug prescrip-
tion. Senior officials including the Mr
Markos Kyprianou, European Commissioner
for Heslth, the current Chair of the Council
Hedth Ministers, and the Director of Public
health of the European Commission, &l com-
mitted themselves to EU support for research
and development in the field of patient
safety.

He reported his attendance at severa
Assemblies of  National Medical
Associations. Dr. Kloiber detailed the objec-
tives for the future incorporated in the
Strategic Plan 2003-2007 namely, to increase
visibility of the WMA at al levels, to
increase both membership and associate
membership by 20%, to focus on agreed
objectives and not pursuing all possible
opportunities, and create a stable financia
position. He detailed the main activities
needed in

- the improvement of medica care and
health in generd;

- medica ethics

- humanrights



Adv. Make Borrow introduced the proposed
statement on Genetics and Medicine on
which NMA comments had been received.
The draft produced considerable discussion,
in particular in relation to the use of the word
“regulated” in relation to developmentsin the
field of Gene therapy and genetic research. It
was findly decided hat this word was not
appropriate and the relevant sentence intro-
ducing guidelines should read “However,
with the continuing development of thisfield
(Genetherapy and genetic research) it should
proceed, according to the following guide-
lines...”. A number of other texts and amend-
ments were introduced and the text adopted
as amended Organ donation and transplant.
The working group would continue its work.

The proposed statement on HIV/AIDS was
referred to NMAS; as was a document on
Telematics, and the Venice Declaration on
Termind illness.

Although the Statement on Human Organ
and Tissue Donation and Transplant was a
relatively new one, the Danish Medical
Association had proposed an addition in
January 2005. Having received comments on
this from NMAs, it was agreed that this
should undergo general review.

Of the pre- 1995 documents, it was agreed
that the Declaration of Sydney (determina-
tion of Death), the Statements on Freedom to
attend medica meetings (Singapore), the



posed policy changes designated in Tokyo as
requiring minor revision.

The committee recommended approval of
the revision to the Boxing Statement and the
Statement on femae Genital Mutilation and
the Declaration on the Abuse of the Elderly
(Hong Kong).

However, it recommended that the Statement
on Adolescent Suicide undergo mgjor revi-
sion.

Concerning those policies requiring major
revision, the committee next considered
reports on the progress, which had been
mede.

Dr. Cdloc’h reported that in relation to the
Statement on the Role of Physicians in
Environmental and Demographic issues, the
French Medical Association felt that a major
issue needed to be addressed, namely the
need for WMA to adopt policy on achieving
a baance between informing the public and
avoiding public darm on environmenta and
preventive issues, citing Pollution and
Asthma as an example. At the Chairman’s
suggestion the FMA would prepare an appro-
priate document.

Dr. Letlape reported that the South African
Medica Association had decided to delay
revision of the Statement on Accessto Hedlth
Care until after the General Assembly discus-
sion of thisissue later in the year.

Following considerable discussion and some
amendment, the proposed Statement on
Drugs Substitution was recommended for
approval and forwarding to the General
Assembly for adoption, and that the
Statement on Generic Drug Substitution and
the resolution on Therapeutic Substitution be
rescinded and archived.

A proposed WMA Statement on Medica
Education as amended was recommended to
be forwarded for NMA comment.

Turning to a proposed statement on Medical
Liability Reform, Dr. Palmisano stressed the
seriousness of the situation in the USA where,
in the previous week, awards of 20 and 30
million US$ had sent a chill through the pro-
fesson. The Swedish delegation stated that
the document as written was unacceptable to
them as they had a “ no-fault system”, and
there was a contribution from Spain which

pointed out that both criminal and civil courts
may consider ligbility cases where appropri-
ae. “There was however a need to fight
against the criminalisation of liability.”
Following a discussion on these issues a suit-
able form of words was agreed and the pro-
posed WMA Satement on Medical
Liability Reform as amended was recom-
mended for approval and transmission to
the General assembly for Adoption.

Turning to six policies which had not been
classified; the following decisions were
made:

Recommendations concerning Medical care
in Rural Aress - be rescinded and archived

The Statement on Use and Misuse of
Psychotrophic Drugsto undergo major revi-
sion

The Statement on Persistent Vegetative State
berescinded and archived

The Statement on traffic Injury undergo
major revision

The Statement on Noise Pollution, to under -
go major revision.

The Statement on Alcohol and Road Safety to
undergo major revision (also to include
consideration of drugs and road safety).

Concerning 1995 Socio-medical policies, the
committee recommended the following

The Statement on the Prescription of
Substitute drugs in the Outpatient Trestment
of Addicts to Opiate Drugs to undergo
major revison

The Statement on Heath Promotion to
undergo major revision

The Resolution on Testing of Nuclear
Weapons to be rescinded and archived.

Various NMAs accepted responsibility for
revision of some of these policies and the sec-
retariat for two others.

The Irish delegation reported on the progress
of the workgroup on a Statement on Obesity.
Dr. Cdloc’h reported that the CPME were
aso working on this topic and he called for
something from WMA on Lipids, carbohy-
drates etc.

The Secretariat reported on the development
of an On-line Course on the Treatment of

Drug- Resistant TB, and the South African
Medica Association gave a report on their
progress in co-operation with WHO on this
issue.

The Committee proposed that a statement on
reducing the Global Impact of Alcohol on
Health and Society be forwarded for NMA's
for comment.

In the discusson of a proposed Council
Resolution on the Healthcare Skills Drain,
The UK reported on the conclusions of a suc-
cessful Conference recently held at the BMA
which included amongst those attending, var-
ious Commonwealth countries aswell as oth-
ers including Africa, WHO, the
Commonweslth Secretariat, Nurses and other
interested bodies.

The Canadian Medical Association com-
mended WHO for taking aleadership role in
facing the global challenges of Human Hesalth
Resources. It concluded by stressing the
major ethical implications for health care, the
problem of the northern countries “siphoning
off” resources, and stressed that in the discus-
sions the financial cost of medica studies
should not be overlooked. There was an
impassioned pleafrom South Africathat doc-
tor substitution was not the only answer, but
it was vital to produce doctors to meet needs
(see page 56).

The Committee was informed that an invita-
tion had been received from WHO to con-
tribute to the WHO Annual report for next
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Governance Committee. Dr. Coble, in intro-
ducing the report commented that the work-
ing group had representation from all regions
and there had been very good input into the
report. They had divided the issuesinto three
groups, namely (@) those for which the was
general agreement on, (b) those on which
there appears to be no answer and (c) those
which were rejected by consensus There was
aso the need to look at the Bye- laws and
other standing documentswhich needed to be
consolidated. Finaly he referred to Council
reports which had not been put into policy.

In the opening discussions the need for the
governance review was expressed forcibly by
severa members, in particular stressing the
need for a clear structure setting out where
authority liesand likewise where responsibil-
ity lies. The Secretary General pointed out
that there was a clear understanding that gov-
ernance was being worked on urgently. Other
speakers urged that the work go forward and
the committee then engaged in a detailed
debate on the report before them, as a result

of which the following Recommendations
were made and later adopted by Council:

That an Executive Committee with an adviso-
ry role, be established, comprising the Chair
and Vice-Chair of Council and the Chairs of
the three Sanding committees, the Secretary
General being a non- voting member. This
committee would also undertake the Chief
Executive Officer review process.

The Chair of Council to establish an “ad
hoc” committee to review, consolidate and
update WMA bye-laws, rules of procedures
and operating policies.

One committee should make a trial of the use
of a*“ consent calendar” .

A proposal for the possible consolidation of
the positions of Treasurer and Chair of
Finance and Planning Committee be circu-
lated to NMAs for comment.

A proposal for the timing of leadership tran-
sition be circulated to NMAs

That approval be given for a proposal to
restrict the term of office of all Chairs of

Council and Sanding Committees and
Treasurer to three two year terms (6 years
“intoto”) for each position.

Council later endorsed all the recommenda-
tions of the Finance and Planning
Committee.

Council, in addition to endorsing the reports
listed above from the committee agreed that
a proposed statement on reducing the Global
impact of Alcohol on Health and Society be
referred to NMAs for comment. Council,
also discussed possible dates and venues for
future meetings of the General Assembly and
Council, and other many other interna
issues. It received reports on the forthcoming



Criticism of the current
situation

Due to the fixed contribution rate per noti-
fied member physician of the constituent
organisation, smaller and poorer nations
have less voting power in the General
Assembly and fewer seats to occupy in the
Council. While the first reflects the genera
idea of a representational democracy, the
latter is indeed challenging the democratic
understanding of the institution.

A more transparent system with a higher
degree of fairness should alow the finan-
cialy less potent medical associations the
same chance of representing their physi-
cians as the richer ones.

Furthermore, the potential unfairness of the
dues structure in relation to poorer associa-
tions and the fact that Council membership
is determined only every two years, has led
to disappointments and concern, as some
constituent organisations pay a higher share
in the year the Council seats are deter-
mined, reducing it significantly in the fol-
lowing year, thereby remaining in the
Council without contributing the proper
dues.

Previous attempts at change

During the last fifteen years, mgjor changes
in the dues structure were attempted twice.
They aimed both to increase the dues
income and to improve the fairness of the
dues structure and representation. (The
free-rider effect mentioned above was not
addressed.) A first task force in the late 80s
delivered a moderate change, when the
number of votes in the General Assembly
was changed from one vote per 5,000 noti-
fied members to one vote per 10,000 noti-
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AIDS

GTZ, WHO and sex workers networks
share information and lessons lear ned.

Berlin/Geneva — The German technical
cooperation (GTZ) and the World Health
Organization, in collaboration with sex
work networks around the world, are
launching the first ever online tool kit
aimed at helping sex workers to protect
themselves and their clients from infection
with HIV and other sexually transmitted
infections. The tool kit is intended for use
by people working with female, male and
transgender sex workers including pro-
gramme managers, field workers and peer
educators. This is the first time this exper-
tise has been formally documented and
made widely accessible.

“Thanks to this innovative project, people
working on HIV/AIDS prevention for sex
workers can now learn what does and does
not work from Poland to Papua New
Guinea. Targeted HIV/AIDS prevention
and care programmes are urgently needed
for sex workers, injecting drug users and
other vulnerable groups and we welcome
GTZ’'s leadership and support in this often
under funded area,” said Dr Jim Yong Kim,
WHO's Director of HIV/AIDS.

Included in the online sex work tool kit are
practical “how to do it” documents like
“Hustling for Health” and “Making Sex
Work Safe”, written by experienced sex
worker groups to support programme man-
agers in setting up and maintaining pro-
jects. “Of Veshyas, vamps, whores and
women” for example, is based on experi-
ences from an Indian NGO and gives prac-
tical advice on how to build up anetwork of
peer educators in brothels and deal with the
brothel owners, how to set up condom dis-
tribution networks and how to structure
payment incentives for peer educators.

Despite proof that prevention programmes
are useful in sex work settings, currently
only 16% of sex workers have access to

46

these services. Around the world, poor ser-
vices generdly mean higher HIV preva-
lence.

“Sex workers know better than anyone
about the problems they face, the kind of
language and programs that are effective.
Only by involving them can both male and
female sex workers and clients be motivat-
ed to make use of condoms and health clin-
ics,” said Friederike Strack from Hydra —
one of the sex worker organizations collab-
orating on the tool kit.

The tool kit also includes valuable data and
analysis which can be shared across regions
and used to design better HIV/AIDS pre-
vention programmes for sex workers, for
example “Police and Sex Workersin Papua
New Guinea’. A report on “Mesting the
sexual health needs of men who have sex
with menin Senegal” gives valuable insight
into dealing with the cultura sensitivity
surrounding male homosexuals in West
Africa, how their lives are characterized by
violence and rejection and that many find it
easier to get help and treatment from clinics
than traditional healers.

WHO and GTZ worked closely with sex
work networks and organizations to pro-
duce an online collection of more than 130
easily-accessible documents, manuals,
reports, and research studies. The aim of the
tool kit is to make vital information about
sex work interventions more accessibleto a
wider audience and to share lessons learnt
to contribute to global efforts which will
develop and increase effective HIV preven-
tion and care interventions among sex
workers.

“Targeted programmes make a difference
— in Germany we have shown over the last
15 years that these kinds of interventions
can really work. It's important to share
knowledge across borders and within com-
munitiesto help save lives within one of the
oldest professions in the world. We are

pleased to support this initiative,” said
Thomas Kirsch-Woik, Senior Consultant
HIV/AIDS, GTZ.

In many countries, sex workers are fre-
quently exposed to HIV and other sexually
transmitted infections (STIs). Where sex
workers have poor access to HIV preven-
tion, HIV prevalence can be as high as 60-
90%. Evidence shows that targeted preven-
tion interventions in sex work settings can
turn the epidemic around.

In Thailland and Cambodia for example,
condom use rose to over 80% and HIV and
STls declined dramatically thanks to large
scale programmes targeting sex workers and
clients. In Nairobi, Kenya, strengthened
interventions with sex workers — including
peer support, condom promation and STl
services — led to fals in HIV incidence,
from 25-50 % to 4 % in Nairobi sex work-
ers.

“To really have an impact on the epidemic,
it is important for services and policies to
be made more user-friendly and to be
adapted to the reality of the sex work as
well as to regional differences. Injecting
drug use and sex work are closely linked in
Eastern Europe and it is essential to inte-
grate the services’, said Monica Ciupagea
from the Open Society Institute Hungary
which also collaborated on the tool kit
development.

The HIV/AIDS Sex work tool kit brings
together over a decade’s worth of research
and practical experience on what does and
not work to change behaviour and protect
sex work and clients from HIV/AIDS. Now
online, it will also be available as CD-ROM
and hard copy in early 2005.The kitisaliv-
ing document and will continue to be updat-
ed as new resources are released.

The Sex Work tool kit is one of a series of
online tool kits produced by WHO and
GTZ and <can be found at
www.who.int/hiv/toolkit/sw. The
Antiretrovrial (ARV) Tool kit: A public
health approach for scaling up ARV treat-
ment (www.who.int/hiv/toolkit/arv) and the
Tool kit for scaling up HIV Testing
and Counselling services
(www.who.int/hiv/ toolkit/ tc) are also
available online.
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tice. The condition of the world continued
to change and our institutions continue to
adapt themselves. The agenda of the 58th
WHA reflected the changes and bore wit-
ness to the continuing importance of the
fight against sickness and the improvement
of health essential for aviable world.

While the Millenium Goals placed Health
at their centre,, the trandation of them into
reality was very far from completion and
progress towards them was not reassuring.
»Unless we succeed in bringing about the
major changes we are working for in the
near future, the targets for reducing child
mortality will not be achieved by 2015“. In
some areas death rates have actually risen
as a result of extreme poverty and epi-
demics. While the necessary technical and
practical know-how existsM 7tFnow-how g.
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the computer age, computers were very
large and costly, which limited the number
of people who could use them. The contin-
uous process of discovering new designs
helped make the technology smaller and
cheaper so that someone like me could
declare the goal of a computer in every
home and on every desk. Millions more
people can get the benefits of new discover-
ies if you make delivery a priority, and if
delivery shapes the design.”

“Priority number 4. To find new discoveries
and deliver them, we need to make political
and market forces work better for the
world's poorest people.”

Political systems in rich countries work
well to fuel research and fund health care
delivery, but only for their own citizens.
The market works well in driving the pri-
vate sector to conduct research and deliver
interventions, but only for people who can

pay.

Unfortunately, these political and market
conditions that drive high quality health
care in the developed world are almost
entirely absent in the rest of the world. We
have to make these forces work better for
the world's poorest people.

Thereisamodel in the Global Alliance for
Vaccines and Immunization — an effort we
launched in 2000 to address the tragedy of
millions of children dying every year from
vaccine-preventable diseases. When the
project began, vaccines were sitting on the
shelf as kids were dying from those very
diseases. Other necessary vaccines were not
being manufactured at all. The market
wan't working to bring people what they
needed because there wasn’'t enough money
to create a demand and guarantee a supply.

Since 2000, eleven governments have pro-
vided hundreds of millions of dollars for
vaccine purchase and distribution. This has
given companies a market incentive to
manufacture these vaccines. As a result, in
five short years, four million additiona
children have been immunized with basic
vaccines, 42 million with hepatitis B, five
million with haemophilus influenzae type
B, and over three million with yellow fever
— saving more than 700,000 lives.

“We hope even more funding will be made
available  through  the  proposed
International  Financing Facility for
Immunizations proposed by the United
Kingdom; with support pledged by France,
Germany, Sweden, and Italy, this initiative
would provide developing countries with
the reliable funding they need, year after
year, to buy vaccines, which gives the pri-
vate sector the market incentive to make
them and deliver them.” He believes that if
we act on these four priorities, we can build
aworld where al people, no matter where
they’re born, can have the preventive care,
vaccines, and treatments they need to livea
healthy life.

Governments in developed countries
should match their financial commitments
to the scale of the crisis — and make sure
their efforts get resullts.

Governments in developing countries
should make health a priority by dramati-
cally increasing the percentage of their bud-
gets they commit to health — particularly in
their efforts to build health systems that can
adopt and deliver low-cost interventions.

Citizens around the world should petition
their governments to put up money to make
market forces work better for