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Around the world, chronic
disease affects women and
men almost equally

several enduring misunderstandings have contributed to the
global neglect of chronic diseases – which claimed the lives
of 35 million people in 2005. notions that chronic diseases
are a distant threat are dispelled by strong evidence.
While many people associate chronic diseases with high income countries, the reality is that four out of five chronic disease
deaths occur in low and middle income
countries.
These countries are at the centre of both
old and new public health challenges. While

Some people also say that as we all have to die of
something, and there is not much to be done about
chronic diseases, we might as well accept them. This
may be the most damaging misunderstanding of them
all. Certainly everyone will die one day, but death does
not need to be slow, painful, or premature.
Moreover, chronic disease prevention
interventions are
the major risk factors for
very cost–effective
chronic disease are an
and can be easunhealthy diet, physical
ily implemented
inactivity, and tobacco use
in all countries of
the world. By supporting people to
eat more healthily, exercise more, and not use tobacco,
at least 80% of premature heart disease, stroke and
type 2 diabetes and over 40% of cancer would be
prevented.
Exceptions of course exist – people with many
chronic disease risk factors sometimes live long and
healthy lives and people with no chronic disease risk

four out of five chronic disease
deaths occur in low and middle
income countries.

Chronic disease is
responsible for 60% of
all deaths worldwide
80% of chronic disease
deaths occur in low and
middle income countries

Advocacy campaign
Visual identity system
Stop the Global Epidemic of Chronic Disease: A Practical Guide to Successful Advocacy.
Selected components of the Chronic diseases advocacy tool kit, in English and French.
Almost half of chronic
disease deaths occur in
people under the age of 70

Mariam John battles bone cancer in tanzanian hospital

Chronic diseases are preventable.
death does not have to be slow,
painful, or premature.
factors nonetheless sometimes develop chronic
disease. But these cases are rare. The grim reality
is that a largely preventable epidemic of chronic
disease is disabling and killing millions of people
each year.
Dispelling the misunderstandings regarding
chronic disease is the first step in changing
the way people think and react to this global public
health problem.

if the major risk factors for
chronic disease were eliminated,
at least 80% of premature heart
disease, stroke and type 2
diabetes would be prevented; and
40% of cancer would be prevented

for further information, visit www.who.int/chp.

What can YOU dO tO
prevent chrOnic disease?
5 easy suggestions
» Arm yourself with knowledge – know that the three main chronic disease risk
factors are tobacco use, unhealthy diet and lack of physical activity.

» eat better – snack on fruits; consume less salt, less sugar; limit consumption
of saturated fats and trans fatty acids.

» get moving – get at least 30 minutes of physical activity per day. Walk to work/
school, take the stairs, dance, take part in sports.

» take your blood pressure – know if you are at risk.
» say goodbye to tobacco – tobacco use kills 5 million people each year.

chronic disease and

AIDS, malaria, tuberculosis – then we
will deal with chronic diseases’. If we
wait even 10 years, we will find that
the problem is even larger and more
expensive to address,” says Nigerian
President Olusegun Obasanjo.
It is possible to stop this global epidemic. Approximately 80% of premature heart disease, stroke and type
2 diabetes, and 40% of cancer could
be avoided through healthy diet, regular physical activity and avoidance
of tobacco. A whole range of chronic
disease interventions are highly costeffective in all parts of the world,
including sub-Saharan Africa. For
example, taxation of tobacco products
can effectively reduce tobacco use
while raising money that can be used
to promote health, as has been shown

a vicious cycle
Roberto Severino
Campos lives in
a shanty town on
the outskirts of
São Paulo, Brazil,
with his seven
children and
16 grandchildren.
He used to be
the family’s
breadwinner, but
is now completely
dependent on his
family to survive.
Roberto never paid attention to his
high blood pressure, nor to his drinking
and smoking habits. He didn’t know
that these habits could lead to chronic
diseases such as heart disease, stroke
and cancer. He suffered his first stroke
at the age of 46 – it paralysed his legs.
Four years later he suffered two consecutive strokes, which left him permanently unable to speak.
Roberto’s strokes have taken a
heavy toll on his family, which was
already having a hard time making
ends meet. Roberto’s wife started
working longer hours as a cleaner,
and much of the family’s income is
now used to buy the special diapers
that Roberto needs. The whole Campos family has fallen into a downward
spiral of worsening poverty.
Roberto is just one of millions of
people worldwide living with chronic
disease. In 2005, chronic diseases
were responsible for 35 million of the
58 million deaths worldwide. More
than three quarters of these deaths
occurred in low and middle income
countries. Roberto’s story shows the
impact of this invisible epidemic on
individuals as well as their families.
Most importantly, it illustrates the

in countries like Thailand. Other examples of very cost-effective interventions include salt reduction through
voluntary agreements with the food
industry and comprehensive bans on
the advertising of tobacco products.
Achievement of a global goal set
by the World Health Organization – to
reduce chronic disease death rates by
an additional 2% (on top of the already
predicted reductions) per year over
the next 10 years – would result in
an accumulated economic growth of
billions of dollars in many countries.
But most importantly, achieving the
goal would save the lives of 36 million
people over the next 10 years – and
perhaps spare them from becoming
caught in the vicious cycle of chronic
disease and poverty.

for further information, visit www.who.int/chp.

the poverty/obesity

paradox
roberto Campos is completely dependent on his family to survive.

roberto severino Campos suffered multiple strokes which paralysed his legs and left him permanently unable to speak.

vicious cycle of chronic disease and
poverty.
In all but the least developed countries of the world, poor people are
much more likely than the wealthy
to develop chronic diseases and,
after prolonged suffering, to die from
them. There are many reasons for this,
including greater exposure to health
risks and less access to health services and education.
The leading risks for developing
chronic disease are tobacco use,
poor diet and lack of adequate physical activity. Unfortunately, in most
countries these risks are concentrated among the poorest members
of society. Once a country emerges
from extreme poverty, it is the poor
– not the rich – who are most likely to
have chronic disease risk factors.
Poor families are likely to be faced
with a limited choice of affordable
healthy foods, and will often eat fried
or processed high-fat and high-sugar
foods instead. They may also be physically inactive owing to a lack of safe
and easily accessible places in which to
exercise or play, and as a result become
overweight or obese. In most countries,
tobacco use tends to be higher among

the poor. Poor families also spend a
larger proportion of their income on
tobacco, money that cannot be spent
on basic human needs such as food,
shelter, education and health care.

“Governments have a crucial role
to play in making it possible for vulnerable groups, such as the poor, to
make healthy choices and reduce
their risk for chronic disease,” says

Where are the
deaths happening?
Projected deaths by major cause and
World Bank income group, all ages, 2005
14 000
Communicable diseases, maternal and
perinatal conditions, and nutritional deficiencies
Chronic diseases*

12 000

Injuries
10 000
Total deaths (000)

MAriAM John, 13, hAd big plAns for the future – to become
the health minister of her country, the united republic of tanzania. her dream was to be able to help others and spare them
from going through an experience similar to her own.
Mariam was diagnosed with bone cancer in february 2005,
soon after her knees had swollen to the point that she could
barely walk. she was able to receive chemotherapy and radiotherapy treatment, but even this treatment was almost unbearable. “i am willing to have my leg amputated if it can take my
pain away,” she said.
one of Mariam’s legs was amputated in december 2005. three
months later, she lost her battle to cancer, passing away in
March 2006.
Contrary to common perceptions of chronic diseases, cases
like Mariam’s are not exceptional. Cardiovascular diseases,
cancer, chronic respiratory diseases and diabetes are not just
diseases of the elderly and the wealthy in developed countries.
they mostly affect poor people and half of all chronic disease
deaths occur in people under 70 years of age.

they continue to fight infectious diseases,
they are also experiencing a rapid upsurge
in chronic disease risk factors such as obesity and tobacco use.
In all but the least developed countries of
the world, poor people are much more likely
than the wealthy to develop chronic diseases
and, after prolonged suffering, to die from them.
Chronic diseases often hit
poor individuals and families who are already in
tight financial situations,
forcing them into further
poverty.
Another widespread misunderstanding is that chronic diseases mostly affect
men. Statistics show however, that chronic
diseases affect women and men almost
equally.
Many people believe that chronic diseases are lifestyle-related and that those
who become ill have no one to blame but
themselves. This is one of the most damaging misunderstandings because it discourages collective action to create healthier
environments. Many chronic diseases are
not related to lifestyle at all, as in the case
of Mariam. And while eating more healthily,
increasing physical activity and refraining
from tobacco use are to some extent personal choices, there needs to be a supportive environment to make such choices
possible.
Children, for example, cannot choose the
environment in which they live, and they are
too young to understand how their actions
may affect their health. Poor people also
have limited choices about their living
conditions, including the food that they eat
– “energy-dense” foods, such as fried or
processed foods, are often cheaper on a percalorie basis than healthier alternatives.

8 000
6 000
4 000
2 000
0

Low income
countries

Lower middle
income countries

Upper middle
income countries

High income
countries

* Chronic diseases include cardiovascular diseases, cancers, chronic respiratory disorders, diabetes,

Dr Robert Beaglehole, Director of the
WHO Department of Chronic Diseases
and Health Promotion. “This can be
done by improving access to better health education and by creating
conditions and environments where
healthy living can be a reality.”
Sometimes people living in poverty
wait until they are very sick to seek
medical help, when it may be too late
for effective treatment. This may be
because they cannot afford to lose
a day of work or because they have
other, more pressing, needs on which
to spend their money. The expense
of just getting to a place of medical
care may prevent some people from
seeking help. “Fortunately his medications and check-ups are free, but
sometimes we just don’t have enough
money for the bus to take us to the
local medical centre,” says Roberto’s
daughter, Noemia.
If poverty increases the chances
of developing and suffering from
chronic disease, the reverse is also
true: chronic diseases cause poverty
and draw individuals and families into
a downward spiral of worsening disease and impoverishment.
People who fall ill often face a dire
choice – to suffer and perhaps die
without treatment, or to seek treatment and risk pushing their family into
poverty. Some households may sell
their possessions to cover health-care
costs, which in the long run can drive
them further into poverty. The greatest

impact is often on children, who are
taken out of school to care for family
members or to compensate for the lost
productivity of an ill or disabled adult.
The economic burden does not stop
at families. The impact is multiplied
and reflected in the macroeconomic
development of many countries. In
2005 alone, the WHO-estimated
losses in national income due to heart
disease, stroke and diabetes were
astounding: $18 billion in China, $11
billion in the Russian Federation and
$9 billion in India (these figures are
reported in international dollars).
Eighty percent of all chronic disease
deaths occur in low and middle income
countries. These countries are at the
centre of old and new public health
challenges. While many continue to
battle against infectious diseases such
as HIV/AIDS and malaria, they are at
the same time experiencing a rapid
upsurge in chronic diseases. Cardiovascular disease alone killed five
times as many people as HIV/AIDS in
these countries. But despite this evidence, chronic diseases are still not
as high on the agenda of some governments as infectious diseases. The
epidemic of chronic disease remains
an invisible problem.
Chronic disease prevention and
control can no longer be ignored as an
important means of poverty reduction,
and more generally, economic development. “We cannot afford to say ‘we
must tackle other diseases first – HIV/

in middle and high income countries,
obesity is more widespread among
poorer members of society than among
the rich, which has been viewed as something of a paradox. it is
likely that several factors contribute to this fact, but one explanation is that “energy-dense” foods, such as chocolate, potato chips
and processed meals tend to cost less on a per-calorie basis than
fresh fruits and vegetables.
this helps explain why adopting a healthier diet is not just about
personal choice. for poor individuals and families, financial
restraints may effectively dictate the type of food they eat. for
them, eating healthily may not be an option.
Drewnowski A. Obesity and the food environment: dietary energy density and diet costs.
Am J Prev Med. 2004 Oct;27(3 Suppl):154-62.

physical activity through
the built environment
boyle heights in los Angeles,
California, is a 75% immigrant
community whose median
income is approximately us$
21 500 – around half that
of the national median. the
community has no parks or
public green spaces and was
designated an area in need of
redevelopment by government
officials at all levels.
Community activists and
residents of boyle heights
worked with government
officials to organize political
and financial support for
improvements to the built

environment. the result was
the creation of a 2.4 km rubberized asphalt path, appropriate for joggers and walkers
of all ages. this has resulted
in a substantial increase in the
number of local people who
walk or take other exercise.
the example of this community shows what can be
done at the local level when
stakeholders with political
know-how get organized.
Aboelata, M. The Built Environment and Health,
11 Profiles of Neighborhood Transformation.
Prevention Institute, Oakland, California. July 2004.

neuropsychiatric and sense organ disorders, musculoskeletal and oral disorders, digestive diseases,
genito-urinary diseases, congenital abnormalities and skin diseases.

neWsletter

the

crisis
Menaka seni, 60, has lived with diabetes for almost 30 years and like many
with the disease, has high blood pressure. but it took the death of her husband and bypass surgery for Menaka herself to make her appreciate that
being overweight was one of the main reasons for their health problems.
Menaka’s husband died of a heart attack. A year
later, Menaka also suffered a heart attack and was
lucky to survive. She underwent bypass surgery
and learned, while recovering at the hospital, that
it would take more than just medication to lower her
health risks. Ever since, Menaka has been able to
make positive changes to her life, taking daily walks
and eating more fish, fruit and vegetables. “Taking
medication for my heart and diabetes helps, but I
learnt that you also need to change behaviour to
lower your health risks,” she explains.
Millions of people around the world share Menaka’s physical profile. The World Health Organization estimates that there are more than one billion
people – 1 in 6 of the world’s population – who are
overweight. Unfortunately, many of these people are
– like Menaka before her heart attack – unaware of
the true risks they are running.
Projections show an even gloomier picture – if
current trends continue, it is estimated that by 2015
over 1.5 billion people will be overweight. “The sheer
magnitude of the overweight and obesity problem
is staggering,” says Dr Catherine Le Galès-Camus,
WHO Assistant Director-General of Noncommunicable Diseases and Mental Health. “The rapid increase
of overweight and obesity in many low and middle
income countries presages an overwhelming chronic
disease burden in these countries in the next 10 to

20 years, if action is not taken now.” So far, not
one country in the world has been able to turn back
the rising trend.
Overweight and obesity are major risk factors for
chronic diseases such as cardiovascular disease and
diabetes. Cardiovascular disease (mainly heart disease and stroke) is already the world’s number one
cause of death, killing 17 million people each year.
Once considered a problem only in high income
countries, estimates show that overweight and obesity are dramatically on the rise in low and middle
income countries. WHO estimates that over the next
10 years cardiovascular diseases will increase most
notably in the Eastern Mediterranean and African
Regions, where cardiovascular disease-related
deaths are predicted to rise by over 25%.
One doesn’t even have to be overweight to be at
risk. Evidence shows that the risks caused by excessive weight increase from a body mass index (BMI)
of 21, which is well below overweight (BMI ≥25), let
alone obese (BMI ≥30).1
Over the past few years, a new frightening trend
has begun to take shape – the rapid rise of overweight and obesity in children. Unlike most adults,
children cannot choose the environment in which
they live or the food they eat. They also have a limited
ability to understand the long-term consequences of
1

BMI is measured as follows: (weight in kg ÷ height in m2) x 10 000.
Overweight is defined as BMI ≥25; Obesity is defined as BMI ≥30.

their behaviour. The negative effects of globalization
and urbanization are felt most by vulnerable members of society, namely children and the poor. This
is due to a number of factors, including a global shift
in diet towards increased energy, fat, salt and sugar
intake, and a trend towards decreased physical activity due to the sedentary nature of modern work and
transportation, and increasing urbanization.
Worryingly, about 22 million children aged under
five years are overweight worldwide. In Malta and
the United States, to take two examples, over a quarter of children aged 10–16 years are overweight. The
health implications are staggering.
Overweight and obesity are known risk factors for
type 2 diabetes. Until recently, this type of diabetes
almost only affected adults, hence the commonly
used term “adult-onset diabetes”. Fifteen years
ago, type 2 diabetes accounted for less than 3% of
all cases of newly-diagnosed diabetes in children
and adolescents, whereas today in some countries
it accounts for more than 45% of newly-diagnosed
cases. Studies carried out in Asia and Europe also
show an increase of type 2 diabetes in children.
If the current trend continues, some researchers have suggested that this generation of children
may be the first to die at a younger age than their
parents.
“The good news is that overweight and obesity,
and their related chronic diseases, are largely preventable,” said Dr Robert Beaglehole, WHO Director
of Chronic Diseases and Health Promotion. “Approximately 80% of premature heart disease, stroke, and
type 2 diabetes, and 40% of cancer could be avoided
through healthy diet, regular physical activity and
avoidance of tobacco use.”
Recognizing this, many countries have adopted
the WHO Global Strategy on Diet, Physical Activity
and Health which describes the actions needed to
support the adoption of healthy diets and regular
physical activity.
At an individual level, people can reduce fat and
salt in their diet while increasing fruit and vegetable
consumption. Individuals can also increase physical activity to at least 30 minutes per day and stop

tobacco use. The most vulnerable, such as the poor
and children, are less able to take these measures
without supportive and encouraging environments.
For this reason, governments, private industry, civil
society and communities have a vital role to play in
shaping healthy environments and making healthier
diet options affordable and easily accessible.

for further information, visit www.who.int/chp.

loving him
tO death
Malri twalib is a five-year-old boy living in a poor rural area of
the Kilimanjaro district of the united republic of tanzania. health
workers from a nearby medical centre spotted his weight problem last
year during a routine
community outreach activity. the diagnosis
was clear: childhood obesity. one year later,
Malri’s weight hasn’t changed for the better
and neither has his excessive consumption
of porridge and animal fat. his fruit and vegetable intake also remains seriously insufficient – “it is just too hard to find reasonably
priced products during the dry season, so i
can’t manage his diet,” his mother fadhila
complains.
the community health workers who recently
visited Malri for a follow-up also noticed
that he was holding the same flat football
as before – with the word “health” stamped
on it. Malri’s neighbourhood is littered with
sharp and rusted construction debris and the courtyard is too small for him to be able to play ball
games. in fact, he rarely plays outside. “it is simply too hazardous. he could get hurt,” his mother
says.
fadhila, who is herself obese, believes that there are no risks attached to her son’s obesity and that
his weight will naturally go down one day. “rounded forms run in the family and there’s no history
of chronic diseases, so why make a big fuss of all this,” she argues with a smile on her face. in fact,
Malri and fadhila are at risk of developing a chronic disease as a result of their obesity.

What WOrks?

São Paulo, Brazil – “Agita são paulo” is an innovative plan developed by the state of são paulo
to encourage people to be more physically active. it promotes messages about the health benefits
of physical activity through partner institutions and their networks and coordinates activities and
large-scale events for the 37 million people living in the state. the government has invested the

how your country is doing
find specific data related to your country on the Who global infobase.
Who global infobase: http://infobase.who.int – on this link, click on “country profiles” to see how
your country is doing. You can see country levels of overweight and obesity as well as data related to
diabetes, blood pressure, physical inactivity and tobacco use.
information on some countries can also be found on the chronic diseases and health promotion site:
http://www.who.int/chp/chronic_disease_report/media/impact/en/

http://infobase.who.int

equivalent of only us$ 0.5 per inhabitant per year – and yet the programme has already shown
positive results.
Bogotá, ColomBia – bogotá has made significant improvements in the physical environment and
infrastructure of the city in order to promote physical activity. some 128 km of streets are closed
to traffic on sundays and holidays and turned into recreational spaces. the city has implemented
policies to reduce the use of cars and has built an extensive network of bike paths.
united Kingdom – the “feed Me better” school meals campaign led to greater national awareness and action that resulted in a major budget increase and the setting of national standards
for school meals. Consumption of fruit and vegetables will be given priority, and junk food will be
banned from schools.

Health promotion initiatives implemented in
several towns in France, the UK and other countries
show that it is possible to get positive results with a
little investment. But it will require the coordinated
efforts of all countries and all sectors to turn back
the trend of overweight and obesity, if not for our
sake, then for the sake of future generations.

OveRweigHt and OBeSity aRe
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introduction

Many distinctions can be made between the practice of public
health and that of clinical neurology. Public health professionals
approach neurology more broadly than neurologists by monitoring neurological disorders and related health concerns of entire
communities and promoting healthy practices and behaviours
among them to ensure that populations stay healthy. Public health
specialists focus on health and disease of entire populations
rather than on individual patients, whereas neurologists usually

One of the key constitutional responsibilities of the World Health Organization (WHO) is to foster partnership and collaboration among scientific
and professional groups in order to contribute to the advancement of
global health. To help prioritize health needs and design evidence-based
health programmes globally, WHO initiates a large number of international projects and activities involving numerous governmental and nongovernmental organizations, health professionals and policy-makers.
The Global Burden of Disease (GBD) study, a collaborative endeavour of the World
Health Organization (WHO), the World Bank and the Harvard School of Public Health,
drew the attention of the international health community to the burden of neurological
disorders and many other chronic conditions. This study found that the burden of neurological disorders was seriously underestimated by traditional epidemiological and health
statistical methods that take into account only mortality rates but not disability rates. The
GBD study showed that over the years the global health impact of neurological disorders
had been underestimated (1).
With awareness of the massive burden associated with neurological disorders came
the recognition that neurological services and resources were disproportionately scarce,
especially in low income and developing countries. Furthermore, a large body of evidence
shows that policy-makers and health-care providers may be unprepared to cope with the
predicted rise in the prevalence of neurological and other chronic disorders and the disability resulting from the extension of life expectancy and ageing of populations globally
(2, 3).
In response to the challenge posed by neurological disorders, WHO launched a number
of global public health projects, including the Global Initiative on Neurology and Public
Health whose purpose is to increase professional and public awareness of the frequency,
severity and costs of neurological disorders and to emphasize the need to provide neurological care at all levels including primary health care. This global initiative has revealed
a paucity of information on the burden of neurological disorders and a lack of policies,
programmes and resources for their management (4–6).



This chapter explains briefly the principles of
public health, epidemiology and the burden of
disease, and the ways in which health promotion and disease prevention are achieved. It
Disability and rehabilitation
looks at risks to health and prevention stratStigma
egies, and explains what health policy means.
It then describes the goals and functions of
Education and training
health systems and in particular considers
Conclusions
service provision for neurological disorders.
As many neurological disorders result in considerable morbidity, special attention
is paid to disability and rehabilitation. The all-important part played by stigma in
neurological disorders is assessed and, finally, education and training in neurology
are discussed.

12 Health policy

treat one patient at a time for a specific neurological
condition. These two approaches could be seen as
being almost at the opposite ends of the health-care
spectrum. What this chapter aims to do is to help
build bridges between these two approaches and
serve as a useful guide to the chapter that follows
— on the public health aspects of specific neurological disorders.
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in this chapter

ever-increasing demand for health services
forces health planners to make choices about
resource allocation. Information on relative
burden of various health conditions and risks
to health is an important element in strategic
health planning. What is needed to provide
this information is a framework for integrating, validating, analysing, and disseminating the fragmentary, and at times contradictory, data that are available on a population’s health, along with some understanding of how that population’s health is changing over time.

27 GBD studies and their key results

29 Estimates and projections for neurological disorders

Figure 2.4		DALYs per 100 000 population associated with neurological
disorders by WHO region and mortality stratum, 2005

30 Data presentation
37 Conclusions

The Global Burden of Disease (GBD) approach is one of the most
widely used frameworks for information on summary measures
of population health across disease and risk categories. The GBD
framework is based on the use of a common metric to summarize
the disease burden from diagnostic categories of the International
Classification of Diseases and the major risk factors that cause
those health outcomes.

gbd studies and their Key results
In 1993, the World Bank, WHO and the Harvard School of Public
Health carried out a study to assess the global burden of disease
for the year 1990. The methods and findings of the 1990 GBD
study have been widely published (1–3). To prepare internally
consistent estimates of incidence, prevalence, duration and mortality for almost 500 sequelae of the diseases and injuries under
consideration, a mathematical model, DisMod, was developed

0

(4). The main purpose was to convert partial, often
nonspecific, data on disease and injury occurrence
into a consistent description of the basic epidemiological parameters.
Many conditions including neuropsychiatric disorders and injuries cause considerable ill-health but no
or few direct deaths. Therefore separate measures
of survival and of health status among survivors
needed to be combined to provide a single, holistic
measure of overall population health. To assess the
burden of disease, the 1990 GBD study used a timebased metric that measures both premature mortality (years of life lost because of premature mortality
or YLL) and disability (years of healthy life lost as a
result of disability or YLD, weighted by the severity
of the disability). The sum of these two components,

Mortality DALyS per 100 000
stratum
population
for neurological
disorders

Africa (AFR)
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Region
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neurological
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Afr-D
Afr-E

1 536.73
1 361.41

Americas
(AMR)

Amr-A
Amr-B
Amr-D

1 214.18
1 135.56
1 251.09

South-East
Asia (SEAR)

Sear-B
Sear-D

750.50
1 480.39

Europe (EUR)

Eur-A
Eur-B
Eur-C

1 463.53
1 665.33
2 920.22

Eastern
Mediterranean
(EMR)

Emr-B
Emr-D

1 089.68
1 377.09

Western
Pacific (WPR)

Wpr-A
Wpr-B

1 543.28
1 470.80

in this chapter
42 3.1 Dementia
56 3.2 Epilepsy
70 3.3 Headache disorders
85 3.4 Multiple sclerosis

This chapter consists of 10 sections
that focus on the public health aspects
of the common neurological disorders
as outlined in the box. Although notable differences exist between relevant
public health issues for each neuro140 3.8 Parkinson’s disease
logical disorder, most sections cover
151 3.9 Stroke
the following topics: diagnosis and
classification; etiology and risk fac164 3.10 Traumatic brain injuries
tors; course and outcome; magnitude
(prevalence, incidence, distribution
by age and sex, global and regional distribution); disability and mortality; burden
on patients’ families and communities; treatment, management and rehabilitation;
delivery and cost of care; gaps in treatment and other services; policies; research;
and education and training.

estimates of deaths
Neurological disorders are an important cause of mortality and constitute 12% of total deaths
globally (see Table 2.7). Within these, cerebrovascular diseases are responsible for 85% of the
deaths due to neurological disorders (see Figure 2.5). Neurological disorders constitute 16.8%
of the total deaths in lower middle income countries compared with 13.2% of the total deaths
in high income countries (Figure 2.6). Among the neurological disorders, Alzheimer and other
dementias are estimated to constitute 2.84% of the total deaths in high income countries in 2005.
Cerebrovascular disease constitute 15.8%, 9.6%, 9.5% and 6.4% of the total deaths in lower
middle, upper middle, high and low income countries respectively (Table 2.8).

Table 2.7		Deaths attributable to neurological disorders as percentage
of total deaths, 2005, 2015 and 2030
Cause category

2005
(%)

2015
(%)

Epilepsy

0.22

0.21

2030
(%)

Alzheimer and other dementias

0.73

0.81

0.92

Parkinson’s disease

0.18

0.20

0.23

0.19

95 3.5 Neuroinfections

111 3.6		Neurological disorders associated with
malnutrition

<1000
1000–1200
1200.1–1400
1400.1–1600
>1600

127 3.7 Pain associated with neurological disorders

Multiple sclerosis
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Deaths

%
total

per
100 000

Deaths

%
total

per
100 000

Deaths

%
total

per
100 000

Deaths

WORLD
2005
Population
TOTAL DALys
epilepsy
Alzheimer and other dementias
Parkinson’s disease
Multiple sclerosis
Migraine
Cerebrovascular disease
Poliomyelitis
Tetanus
Meningitis
Japanese encephalitis
Total

6 441 919 466
58 028 152
126 096
0.22
425 331
0.73
105 012
0.18
16 275
0.03
0
0.00
5 745 748
9.90
774
0.00
191 592
0.33
152 004
0.26
11 625
0.02
6 774 457
11.67

7 103 297 899
63 458 962
130 569
0.21
513 230
0.81
127 293
0.20
16 669
0.03
0
0.00
6 466 232
10.19
654
0.00
145 640
0.23
106 372
0.17
7 282
0.01
7 513 942
11.84

2030

1.84
7.23
1.79
0.23
0.00
91.03
0.01
2.05
1.50
0.10
105.78

7 917 115 397
73 247 767
139 276
0.19
671 372
0.92
165 418
0.23
17 012
0.02
0
0.00
7 787 656
10.63
577
0.00
95 587
0.13
69 946
0.10
4 318
0.01
8 951 162
12.22

2005

1.76
8.48
2.09
0.21
0.00
98.36
0.01
1.21
0.88
0.05
113.06

Population
TOTAL DALys
epilepsy
Alzheimer and other dementias
Parkinson’s disease
Multiple sclerosis
Migraine
Cerebrovascular disease
Poliomyelitis
Tetanus
Meningitis
Japanese encephalitis
Total

AFRICA (HIGH CHILD, HIGH ADULT MORTALITy)
2005
Population
TOTAL DALys
epilepsy
Alzheimer and other dementias
Parkinson’s disease
Multiple sclerosis
Migraine
Cerebrovascular disease
Poliomyelitis
Tetanus
Meningitis
Japanese encephalitis
Total

335 459 111
4 784 001
19 203
0.40
3 462
0.07
2 610
0.05
144
0.00
0
0.00
186 783
3.90
22
0.00
47 653
1.00
8 225
0.17
0
0.00
268 102
5,60

Population
TOTAL DALys
epilepsy
Alzheimer and other dementias
Parkinson’s disease
Multiple sclerosis
Migraine
Cerebrovascular disease
Poliomyelitis
Tetanus
Meningitis
Japanese encephalitis
Total

382 647 820
6 097 012
21 099
0.35
3 975
0.07
2 956
0.05
183
0.00
0
0.00
203 945
3.35
0
0.00
34 832
0.57
11 250
0.18
0
0.00
278 240
4,56

419 571 880
5 361 866
23 662
0.44
4 403
0.08
3 344
0.06
180
0.00
0
0.00
240 909
4.49
20
0.00
45 915
0.86
8 212
0.15
0
0.00
326 645
6,09

2030

5.64
1.05
0.80
0.04
0.00
57.42
0.00
10.94
1.96
0.00
77.85

550 082 900
6 219 324
30 834
0.50
5 877
0.09
4 501
0.07
251
0.00
0
0.00
340 954
5.48
15
0.00
35 731
0.57
7 203
0.12
0
0.00
425 366
6,84

5.22
1.06
0.79
0.04
0.00
53.37
0.00
6.96
2.14
0.00
69.58

628 734 321
7 914 237
31 346
0.40
6 401
0.08
4 860
0.06
274
0.00
0
0.00
340 351
4.30
0
0.00
26 878
0.34
8 462
0.11
0
0.00
418 572
5,29

5.51
1.04
0.77
0.05
0.00
53.30
0.00
9.10
2.94
0.00
72.71

5.61
1.07
0.82
0.05
0.00
61.98
0.00
6.50
1.31
0.00
77.33

Population
TOTAL DALys
epilepsy
Alzheimer and other dementias
Parkinson’s disease
Multiple sclerosis
Migraine
Cerebrovascular disease
Poliomyelitis
Tetanus
Meningitis
Japanese encephalitis
Total

77 739 657
543 838
1 568
0.29
600
0.11
699
0.13
37
0.01
0
0.00
28 472
5.24
0
0.00
221
0.04
7 676
1.41
0
0.00
39 271
7.22

4.99
1.02
0.77
0.04
0.00
54.13
0.00
4.27
1.35
0.00
66.57

Population
TOTAL DALys
epilepsy
Alzheimer and other dementias
Parkinson’s disease
Multiple sclerosis
Migraine
Cerebrovascular disease
Poliomyelitis
Tetanus
Meningitis
Japanese encephalitis
Total

308 761 163
2 220 363
5 031
0.23
9 836
0.44
1 551
0.07
148
0.01
0
0.00
172 702
7.78
0
0.00
5 735
0.26
8 049
0.36
195
0.01
203 248
9.15

2030

2005
343 363 701
2 805 833
1 863
0.07
111 596
3.98
20 348
0.73
3 735
0.13
0
0.00
192 402
6.86
369
0.01
5
0.00
1 186
0.04
0
0.00
331 503
11.81

2015

0.54
32.50
5.93
1.09
0.00
56.03
0.11
0.00
0.35
0.00
96.55

per
100 000

372 395 661
2 999 574
1 870
0.06
123 880
4.13
23 466
0.78
3 896
0.13
0
0.00
200 803
6.69
355
0.01
6
0.00
941
0.03
0
0.00
355 216
11.84

2015

1.30
2.69
0.92
0.19
0.00
53.49
0.00
0.05
1.51
0.00
60.16

511 277 519
3 406 656
6 268
0.18
15 929
0.47
5 479
0.16
1 058
0.03
0
0.00
285 390
8.38
10
0.00
146
0.00
4 086
0.12
0
0.00
318 365
9.35

Deaths

%
total

per
100 000

2030

1.23
3.12
1.07
0.21
0.00
55.82
0.00
0.03
0.80
0.00
62.27

2015

2.02
0.77
0.90
0.05
0.00
36.62
0.00
0.28
9.87
0.00
50.52

2005

THe AMeRICAS (veRy LOW CHILD, veRy LOW ADULT MORTALITy)
Population
TOTAL DALys
epilepsy
Alzheimer and other dementias
Parkinson’s disease
Multiple sclerosis
Migraine
Cerebrovascular disease
Poliomyelitis
Tetanus
Meningitis
Japanese encephalitis
Total

%
total

560 127 320
4 251 795
6 334
0.15
22 295
0.52
7 933
0.19
1 291
0.03
0
0.00
371 920
8.75
5
0.00
96
0.00
2 130
0.05
0
0.00
412 003
9.69

72 Types of headache disorders
74 Epidemiology and burden

1.13
3.98
1.42
0.23
0.00
66.40
0.00
0.02
0.38
0.00
73.56

75 Barriers to care
76 Management and prevention
78 Therapeutic interventions
80 Follow-up and referral
80 Health-care policy
81 Partnerships within and beyond the health system

90 194 020
591 295
1 749
0.30
713
0.12
864
0.15
44
0.01
0
0.00
34 757
5.88
0
0.00
150
0.03
5 381
0.91
0
0.00
43 659
7.38

81 Research

2030

1.94
0.79
0.96
0.05
0.00
38.54
0.00
0.17
5.97
0.00
48.41

106 740 220
724 097
1 931
0.27
1 011
0.14
1 286
0.18
55
0.01
0
0.00
48 277
6.67
0
0.00
79
0.01
3 064
0.42
0
0.00
55 704
7.69

1.38
4.10
0.64
0.05
0.00
64.13
0.00
0.62
1.60
0.04
72.57

364 048 380
3 083 806
4 155
0.13
19 577
0.63
3 110
0.10
224
0.01
0
0.00
274 913
8.91
0
0.00
481
0.02
3 521
0.11
80
0.00
306 062
9.92

0.00

10.19

10.63
0.00

11.7
8.2
14.0

1.14
5.38
0.85
0.06
0.00
75.52
0.00
0.13
0.97
0.02
84.07

13.3
12.2
8.5

11.6

413 323 652
3 450 260
1 904
0.06
170 499
4.94
32 175
0.93
3 910
0.11
0
0.00
243 062
7.04
369
0.01
6
0.00
747
0.02
0
0.00
452 671
13.12

2005

0.46
41.25
7.78
0.95
0.00
58.81
0.09
0.00
0.18
0.00
109.52

Population
TOTAL DALys
epilepsy
Alzheimer and other dementias
Parkinson’s disease
Multiple sclerosis
Migraine
Cerebrovascular disease
Poliomyelitis
Tetanus
Meningitis
Japanese encephalitis
Total

1 352 957 715
12 368 446
27 634
0.22
86 338
0.70
9 598
0.08
1 230
0.01
0
0.00
963 383
7.79
143
0.00
60 687
0.49
56 178
0.45
7 233
0.06
1 212 424
9.80

2015

2.04
6.38
0.71
0.09
0.00
71.21
0.01
4.49
4.15
0.53
89.61

1 525 318 552
12 943 856
25 583
0.20
108 673
0.84
12 086
0.09
1 417
0.01
0
0.00
1 166 198
9.01
79
0.00
33 875
0.26
38 059
0.29
4 735
0.04
1 390 705
10.74

63.0
37.7

13.4

76.0
71.0
49.4
46.0
29.0

59.7

22.3

55.6
28.5
68.0
62.0

7.7

13.5

10.0

77.0

87.3

8.4
5.9

35.9

10.1

78.8

8.5
3.0

9.3
8.2
8.2
5.3

9.0

5.0

12.6
16.3

23.1

28.7
63.1

1.68
7.12
0.79
0.09
0.00
76.46
0.01
2.22
2.50
0.31
91.17

20.0

37.3

1.35
8.66
0.96
0.10
0.00
91.26
0.00
0.86
1.49
0.17
104.86

7.3
5.0

1 year prevalence %

Africa
Asia
Europe
N. America
Oceania
S. America

4.0 (2 studies)
10.6 (6 studies
13.8 (9 studies)
12.6 (8 studies)
–
9.6 (10 studies)

1 year prevalence %

WHO 06.156

Note: All studies used International Headache Society criteria (or reasonable modifications of these criteria) for diagnosing migraine and were conducted
in general population or community-based adult samples of at least 500 participants. Numbers are estimated 1-year prevalences.
Source: (3).

Africa
Asia
Europe
N. America
Oceania
S. America

21.6 (2 studies)
58.6 (5 studies)
56.1 (8 studies)
53.5 (3 studies)
50.0 (1 study)
41.3 (4 studies)

50.0

all headache disorders or unspecified headache.
Note: All studies were conducted in general population or community-based adult samples of at least 500 participants. Numbers are estimated
1-year prevalences.
Source: (3).
a
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Figure 2.5 Deaths from selected neurological
disorders as percentage of total
neurological disorders
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Figure 2.6 Neurological disorders as percentage
of total DALYs for 2005, 2015 and 2030
across World Bank income category
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2030
1 718 832 463
14 999 705
23 277
0.16
148 917
0.99
16 467
0.11
1 725
0.01
0
0.00
1 568 600
10.46
34
0.00
14 848
0.10
25 629
0.17
2 954
0.02
1 802 452
12.02

0.00

0.33
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(all headache disorders or unspecified headache)

9.6

0.00
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Table 2.6 Neurological disorders as percentage of total DALYs by WHO region, 2005

Population-based
epidemiologicalstudies
studies of
Figure 3.3.2 Population-based
epidemiological
of headache
headachedisorders
disordersa

13.2
11.6
10.0
15.5
14.3
23.2
10.2
16.7

14.7

2030

SOUTH-eAST ASIA (HIGH CHILD, HIGH ADULT MORTALITy)
2030

0.50
33.27
6.30
1.05
0.00
53.92
0.10
0.00
0.25
0.00
95.39

1.63
3.19
0.50
0.05
0.00
55.93
0.00
1.86
2.61
0.06
65.83

Headache is a painful feature of a relatively small
number of primary headache disorders, some of
which are widespread and are often life-long conditions. Headache also occurs as a characteristic symptom of many other conditions; these are
termed secondary headache disorders. Collectively,
headache disorders are among the most common
disorders of the nervous system, causing substantial disability in populations throughout the world.

Figure 3.3.1 Population-based
epidemiological studies of migraine
Population-based epidemiological studies of migraine

14.7

2015
336 961 332
2 492 408
4 641
0.19
13 829
0.55
2 168
0.09
183
0.01
0
0.00
216 099
8.67
0
0.00
2 086
0.08
5 398
0.22
129
0.01
244 534
9.81



Despite the widespread and incapacitating nature of headache, it is underestimated in scope and
scale, and headache disorders remain under-recognized and under-treated everywhere (1). Table
3.3.1 classifies headache disorders into primary, secondary, and neuralgias and other headaches,
with their symptoms (2).
The worldwide epidemiology of headache disorders is only partly documented. Populationbased studies have mostly focused on migraine (Figure 3.3.1) which, though the most frequently
studied, is not the most common headache disorder. Others, such as the more prevalent tensiontype headache and the more disabling so-called chronic daily headache syndromes, have received
less attention. Furthermore, few population-based studies exist for developing countries, where
limited funding and large and often rural (and therefore less accessible) populations, coupled
with the low profile of headache disorders compared with communicable diseases, prevent the
systematic collection of information.
Nevertheless, despite regional variations, headache disorders are thought to be highly prevalent throughout the world, and recent surveys add support to this belief. Sufficient studies have
been conducted to establish that headache disorders affect people of all ages, races, income
levels and geographical areas (Figure 3.3.2). Four of them — three primary headache disorders
and one secondary — have particular public health importance.

82 Conclusions and recommendations
1.81
0.95
1.20
0.05
0.00
45.23
0.00
0.07
2.87
0.00
52.19

SOUTH-eAST ASIA (LOW CHILD, LOW ADULT MORTALITy)

2015
478 419 411
6 767 650
24 959
0.37
5 051
0.07
3 801
0.06
214
0.00
0
0.00
255 352
3.77
0
0.00
33 288
0.49
10 233
0.15
0
0.00
332 899
4,92

463 707 779
2 869 172
6 045
0.21
12 463
0.43
4 281
0.15
903
0.03
0
0.00
248 042
8.65
14
0.00
226
0.01
6 986
0.24
0
0.00
278 960
9.72
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AFRICA (HIGH CHILD, veRy HIGH ADULT MORTALITy)
2005

Deaths

THe AMeRICAS (HIGH CHILD, HIGH ADULT MORTALITy)

2015

5.72
1.03
0.78
0.04
0.00
55.68
0.01
14.21
2.45
0.00
79.92

per
100 000

THe AMeRICAS (LOW CHILD, LOW ADULT MORTALITy)
2015

1.96
6.60
1.63
0.25
0.00
89.19
0.01
2.97
2.36
0.18
105.16

%
total

neurological disorders: a public health approach

3.3 Headache disorders

Table A.4.3		Deaths attributable to neurological disorders, by cause, WHO region and mortality
stratum, projections for 2005, 2015 and 2030
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World Health Organization concerning the legal status of any country, territory, city or area or of its authorities, or concerning the delimitation of its frontiers
or boundaries. Dashed lines represent approximate border lines for which there may not yet be full agreement.
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global aCTion Plan againsT CanCer
Can save millions oF lives

The World Health Organization’s
Fight Against Cancer:
Strategies That Prevent,
Cure and Care.
Cover and inside pages.

WhO knows how to stop millions of people dying needlessly from cancer.
Our task is to support Member States to make this happen.

Who CanCer figHters
Prof. Charles gilks, Coordinator, antiretroviral treatment and hiv Care

hoW WHO FighTs CanCer

WHO’s Global Action Plan Against Cancer combines the organization’s
existing strengths and strategies to increase its capacity to face this
global public health problem.
It provides guidance to governments, health providers and other
stakeholders on how to prevent and cure this chronic disease, as well
as care for those for whom palliation is the only option.
“It is possible, even in very economically-constrained environments,
to be effective in preventing cancer and improving access to quality
services for patients who need such services,” says dr Catherine
Le galès-Camus, WHO’s Assistant Director-General for Noncommunicable Diseases and Mental Health.
Every year, at least 7 million people die from cancer, more than HIV/
AIDS, malaria and tuberculosis combined. And almost half of these
deaths are avoidable. The high prevalence of cancer is ominously
shifting from developed nations to poorer, less medically-equipped
countries.

But WHO’s many departments and experts have developed a wide
range of strategies to end this needless suffering. These measures
prevent and cure many cancers, provide palliative care for the terminally ill, and measure and manage the disease’s impact and services
to fight it. All these efforts are being consolidated in WHO’s Global
Action Plan Against Cancer.
This multi-faceted approach will ensure that these strategies are
addressed at country levels within national cancer control programmes
(NCCP), which are blueprints governments can use to frame legislation,
design health services and raise awareness to fight cancer.
To ensure that these strategies succeed, WHO must keep working closely with global partners, ranging from collaborating centres
(whocc.who.int) to governmental and nongovernmental organizations
in cancer-related fields like tobacco and immunization.
We also work hand-in-hand with a host of UN bodies, like the International Atomic Energy Agency on the joint-Program of Action for Cancer Therapy (PACT) in Albania, Nicaragua, Sri
Lanka and the United Republic of Tanzania.
WHO has also formed a Commission on
Social Determinants of Health to promote
equal access to preventive and curative health
dr Catherine Le galès-Camus, assistant director-general for
services for all people, irrespective of their
noncommunicable diseases and Mental health
social or economic backgrounds.
dr andreas ullrich, a WHO cancer control
Tobacco use and exposure causes 1.5 million cancer deaths medical officer within the Department of Chronic Diseases and Health
Promotion, says the Action Plan can help governments prevent deaths
annually.
Chronic hepatitis B infection kills 340 000 from liver cancer and cir- from cancer by advocating prevention and control programmes at the
rhosis. A quarter of a million women die from cervical cancer. Vaccines highest political level.
exist to prevent most of these deaths.
“Every country, regardless of resource level, can confidently take
Occupational carcinogens kill at least 152 000 people. Some steps to curb the cancer epidemic,” Ullrich says. “They can save lives
274 000 people who are overweight, obese or physically inactive die and prevent unnecessary suffering caused by cancer.”
from cancer. Harmful alcohol causes 351 000 cancer deaths. Indoor
and outdoor air pollution leads to 71 000 cancer deaths, according
to WHO’s Comparative Risk Assessment publications (www.who.
int/healthinfo/boddocscra).
The human price is not the only loss caused
by cancer. It is responsible for immense costs
to health systems, insufferable economic and
dr andreas ullrich, Medical Officer, Cancer Control
emotional burdens on families and irreplaceable losses for communities.

Who CanCer figHters

reading this brochure, you’ll be given
a dynamic glimpse of the many cancer
control activities WhO performs. each
activity fits within the four broad
approaches WhO takes to fight cancer:
Prevention, Cure, Care and Manage.
WhO’s intensive efforts have produced
dozens of strategies, recommendations
and technical programmes to combat

prevent

prevent
4

Success in scaling up access to hiv/aidS treatment has set the world a new
challenge: protecting people with the virus from succumbing to long-term chronic
diseases like cancer.

care
manage
cure

Combination antiretroviral therapies work by suppressing the AIDS
virus, in turn enabling people with the disease to enjoy longer and
more productive lives.
“We are getting lots of people on treatment, thereby lengthening their
lives,” says Prof. Charles gilks, Coordinator of Antiretroviral Treatment
and HIV Care for WHO’s HIV/AIDS Department. “But the consequence
is that HIV-associated cancers become more and more important.”

Care

Prevent

WHO devotes vast amounts of effort to prevention activities,
which can reduce cancer deaths by 40% and prevent untold
suffering and cost to communities, increasingly in the developing world. This brochure examines each WHO programme dealing with cancer prevention and how they go about it. Reducing
tobacco and alcohol use are key goals, as are improving diets
and physical activity. Safeguarding workplaces against carcinogens, and advancing immunizations against the hepatitis B
virus play enormous roles in reducing the cancer burden. They
are all discussed in the Prevention section.

WHO provides vital support and guidance to care for cancer sufferers for whom cure is not an option. Guidelines,
technical support and training are all offered to provide the
best possible palliative care services. WHO’s work in palliative care – from headquarters to the field – is reviewed
in this brochure.

www.who.int/hiv

&Care

Manage

Cure

Through early detection, screening and adequate treatment,
many cancers can be cured. WHO helps countries scale up
these areas. WHO provides countries, particularly in the developing world, access to the most appropriate technologies,
medicines and training to perform potentially life-saving treatment. This brochure looks at what different programmes are
doing to build this cancer-fighting capacity in the field.

Providing information on cancer burdens for strengthening
evidence-based policy is a core WHO function. We assist
countries to plan, implement and measure the success
of their NCCPs. Such work also helps identify challenges
and direct resources towards effective cancer prevention
and control activities. This brochure examines the different, yet coordinated, departments playing crucial roles in
developing necessary data and providing policy options to
ensure people benefit from NCCP.

care
cure manage
Who CanCer figHters

viCTories over aids bring
CanCer burden inTo FoCus

cancer, prevent needless deaths
and provide appropriate care for the
terminally ill. WhO has consolidated
these tools for countries in a
framework known as the national
cancer control programme (nCCP),
which focuses government attention
and services on all facets of the fight
against cancer.
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5

WhO’s efforts to reduce harmful exposure to ionizing radiation, from radon to
nuclear emergencies, are preventing cancer.
Ionizing radiation is a well established carcinogen for certain cancers, like lung, breast and
thyroid cancer and most types of leukaemia.
“We look at all environments where radiation may affect human health, including natural
radiation sources, accidental exposures, and
radiation use in occupational or medical settings,” says dr zhanat
Carr, a scientist with WHO’s Radiation and Environmental Health
Programme.

Who CanCer figHters
dr zhanat Carr, Scientist, radiation and environmental health

www.who.int/ionizing_radiation/env/radon
WHO also deals with the results of nuclear emergencies like the
1986 Chernobyl nuclear reactor explosion that resulted in a massive radioactive fallout that affected mainly Belarus, Ukraine, and
the Russian Federation.

WHO is a key player in raising awareness to prevent cancer caused
by exposure to sunlight and other non-ionizing, low-frequency forms
of radiation, such as sunbeds.
www.who.int/uv/health

programmes promoting sun safety. WHO fact sheets raise awareness on dangers associated with sunbeds, tanning and ultraviolet
light exposure.
The Radiation and Environmental Health Programme promotes
and evaluates peer-reviewed studies on possible links between
non-ionizing radiation and cancer.
It works closely with IARC to follow studies into possible carcinogenic effects of other sources of non-ionizing radiation, including static fields, power lines and mobile
telephony.

Who CanCer figHters

Since 1986, WHO has been involved in programmes at Chernobyl
providing assistance and assessing the health impacts of the explosion.
The accident led to a large increase in thyroid cancer among those
who were children at that time, most of whom were able to be treated
successfully. Thousands of clean-up workers are also under medical
and epidemiological surveillance in Belarus, the Russian Federation
and Ukraine.
In 2006, WHO issued a report with findings of 20 years of health
research into the Chernobyl explosion, which provides a basis for
national policy recommendations.
www.who.int/ionizing_radiation/chernobyl

dr Margaret Chan
Director-General

Who TobaCCo ConvenTion
CruCial To CanCer PrevenTion

Quitting tobacco is the best way to reduce cancer. to help make this happen, WhO
develops and helps implement powerful tobacco controls.
Tobacco use is the world’s leading preventable cause of death, killing more than 5 million
people annually. About one third die from cancer. Left unchecked, global tobacco-related
dr douglas Bettcher, acting director, tobacco Free initiative
deaths could rise to over 8 million by 2030.
The landmark WHO Framework Convention
organizations, such as the International Union Against Cancer (UICC),
on Tobacco Control (WHO FCTC) came into
play pivotal roles in helping WHO curb tobacco use.
force in 2005. It adresses tobacco control from supply and demand
Of the 7 million annual cancer deaths, 40% are preventable. Of these
standpoints and aids countries in handling civil and criminal liability
avoidable cancer deaths, tobacco accounts for 60%. Lung cancer is
issues linked to tobacco use and manufacturers.
the leading form of tobacco-caused cancer, followed by tumours of
“We highlight the global problem of tobacco use and the many
the larynx, pancreas, kidney and bladder.
serious diseases it causes, cancer being a main one,” says
WHO assists countries develop legislation to raise cigarette prices
dr douglas Bettcher, Acting Director of the Tobacco Free Initiaand ban tobacco advertising and smoking in public places.
tive (TFI), which drew up the Convention.
Implementing the Convention’s controls could cause a 50% reduction in tobacco uptake and consumption, saving up to 200 million lives
www.who.int/tobacco/framework
by 2050.
TFI and WHO’s Oral Health Programme have also worked together
More than 140 countries have ratified the legally-binding WHO
to produce information material for health professionals like denFCTC and WHO is urging more states to follow suit. Parties to the
tists on oral cavity cancer, 75% of which is related to tobacco.
Convention are obligated to introduce effective tobacco control
policies based on rigorous scientific evidence. Nongovernmental

Who CanCer figHters

Cancer killed 7.6 million people
in 2005, three quarters
of whom were in low- and
middle-income countries

BraziL’S anti-tOBaCCO CaMPaign
CutS CanCer deathS
Brazil’s approach to tobacco control is causing smoking prevalence and
related cancer deaths to fall among men.
Studies show that WhO-backed tobacco control measures have caused smoking rates in Brazil to fall from 32% in 1989 to 19% today, says vera Luiza de
Costa e Silva, WhO’s former tobacco Free initiative director.
“We can see that cancer mortality, particularly from lung cancer among men,
is declining due to our programmes, which makes Brazil a true success story,”
says de Costa e Silva, now the senior advisor on tobacco to Brazil’s Minister
of health.
Brazil was a key architect of the WhO FCtC and has passed a wide range of
laws to fight tobacco use.
the WhO FCtC has banned tobacco product advertising, promotion and sponsorship and smoking in all public places in Brazil. tobacco manufacturers must
display clear pictorial health warnings on packaging and remove misleading descriptive words like
“mild” and “light” cigarettes.
Brazil now targets low prices for tobacco products, tobacco smuggling rackets and the high rates of
young girls smoking to further cut smoking rates and reduce future cancer burdens.
“WhO’s support has been essential to this entire tobacco control process,” says de Costa e Silva.

www.who.int/cancer/en/
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WHO works with countries to spread this simple
message and craft straightforward approaches to
promote healthy diets and physical activity.
WHO’s Global Strategy on Diet, Physical Activity and Health (DPAS) sets a range of policy
options for two major chronic disease risk factors: unhealthy diet and physical inactivity.
“DPAS implementation can save many cancer-related deaths through increasing population
levels of physical activity and improving dietary
habits,” says dr timothy armstrong, Acting
Team Leader, Global Strategy on Diet, Physical
Activity and Health.
Poor diet, physical inactivity and being overweight
or obese can lead to higher risk of people suffering
common cancers, including oesophagus, colorectal, breast, endometrium (uterus) and kidney.
Such risk factors have emerged through vast lifestyle changes
in developed and developing countries.
Overweight and obesity alone account for 40% of endometrial
cancer. Collectively, overweight and obesity, and physical inactivity account for 159 000 colorectal cancer deaths each year, and
88 000 breast cancer deaths each year.
Studies show 19% of breast cancer deaths and 26% of colorectal cancer mortality are attributable to increased weight and
physical inactivity.
DPAS is a tool for Member States to develop and implement
policies, plans and programmes to reduce risk factors linked to
unhealthy diets and physical inactivity in homes, schools and
workplaces.
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Who PromoTes
PalliaTive Care
For CanCer Pain
relieF

Who CanCer figHters

While urging countries to do
everything possible to prevent
and control cancer, WhO demands
equal effort to promote palliative
care for people for whom cure is
not possible.

dr timothy armstrong, acting team Leader,
global Strategy on diet, Physical activity and health

Who mediCinal adviCe Cures,
Cares For CanCer PaTienTs

if countries are to cure and care for cancer patients, access to essential
medicines is vital.

at just 5 years old, Malri twalib is obese. Community health workers
spotted his weight problem last year during a health monitoring activity
in his village in Kilimanjaro, united republic of tanzania.

Who CanCer figHters

Numerous countries in all WHO regions plan to implement or
have implemented DPAS independently or as part of existing
programmes.
WHO has conducted its Fruit and Vegetable Promotion Initiative since
2003 to increase global fruit and vegetable consumption.

WHO recommends certain essential medicines
to treat patients suffering from chronic diseases,
dr Suzanne hill, Secretary of the WhO Committee on the
Selection and use of essential Medicines
including cancer, in particular in the field of chemotherapy. The same goes for providing appropriate
pain relief for those with terminal conditions.
WHO is also working on a list of essential medicines for children,
“For 30 years, WHO has published a Model List of Essential Medi- including those needing treatment in oncology centres.
cines that includes medicines for cancer and palliative care,” says
Chemotherapy drugs in middle-income countries are becoming far
dr Suzanne hill, the Secretary of WHO’s Committee on Selection and too expensive and being promoted inappropriately, Hill says. WHO
Use of Essential Medicines.
guidelines on costs and use can help in this area.
For cancer patients who cannot hope for cure, providing pain relief
is crucial. Half of all cancer patients suffer severe pain and 80% have
www.who.int/medicines/areas/rational_use
no access to opiates.
The list is revised and updated biennially, with new medicines added
WHO advocates morphine use as part of tightly controlled palliato meet most health needs. It is used to guide procurement of medicines tive care programmes to prevent patient suffering. It interacts with
in many countries, including drugs needed for cancer patients.
governments to balance drug control policies that block access to
WHO has reviewed all chemotherapy – or cytotoxic – drugs for treat- medically-required opiates.
ing cancer. It is now moving towards compiling a comprehensive list of
WHO is updating existing guidelines and programmes to provide
cancer-associated medicines linked to treatment protocols.
pain treatment for cancer patients, says dr Willem Scholten, technical officer for Quality Assurance and Safety of Medicines within
WHO’s Department of Medicines Policy and
Standards.

www.who.int/dietphysicalactivity

OMan eMBraCeS WhO aPPrOaCh tO
diet and exerCiSe
Oman has turned to WHO to defeat the growing burden of overweight
and obesity, and in doing so reduce cancer.
By implementing WHO’s Global Strategy on Diet, Physical Activity
and Health, Omani health policymakers have ready-made guidelines to
reduce risk factors that cause high rates of chronic disease.
“There is strong political will in Oman to implement DPAS because
noncommunicable diseases like cancer are seen as this country’s next
big challenge,” says Dr Jawad al-Lawati, Director of Noncommunicable
Diseases for Oman’s Ministry of Health.
“One of the avenues to address these issues is through DPAS.”

National Cancer Control Programmes (NCCP) act as a public health
on best public health practices (http://www.who.int/cancer/modframework for all strategies and plans dealing with cancer prevention,
ules/) as well as hands-on assistance through WHO regional and
control, care and management for their health systems.
country offices.
WHO’s benchmark publication, National Cancer Control Programmes
Canada, France, India and Viet Nam are among the many coun– Policies and Managerial Guidelines, is a vital tool used by countries
tries to have established NCCP based on WHO guidelines. WHO is
to address every aspect of cancer prevention and control. It was develcommitted to increasing the number of countries with NCCPs.
oped by the Department of Chronic Diseases and Health Promotion
(www.who.int/cancer/media/
en/408.pdf).
According to this tool, NCCP
is the most cost effective package of policies, programmes
and interventions adapted to
specific country needs and
albania has embraced WhO best practice to develop its own nationwide strategies to fight cancer.
resource levels.
albania’s new national Cancer Control Programme aims to prevent and cure cancer, the country’s secNCCP provide crucial assisond-highest cause of death, and comprehensively care for those with terminal conditions.
tance to health executives and
“WhO’s evidence-based expertise helped us decide to embark on a broader cancer control programme that
policy-makers in managing their
promotes public health with a cancer focus,” says albanian vice Minister of health dr zamira Sinoimeri.
systems to ensure effective
in 2005, 4200 albanians died from cancer, the country’s second highest cause of mortality after cardioservices are provided through
vascular disease and responsible for 18% of all deaths for that year.
optimal use of resources.
tobacco use, increased alcohol consumption, changing sexual behaviours and unsafe exposure to solar
rays are the main causes of cancer that the control programme aims to address.
WHO provides technical
it also sets out to enhance home-based palliative care services after surveys found that 95% of albanians
guidance through publications
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Who dieT, PhysiCal aCTiviTy and
healTh sTraTegy TaCkles CanCer
eating well and staying
active are keys to leading
healthier lives and
eliminating the risks of
chronic conditions like
cancer.

Many countries are already putting WhO’s cancer-fighting tools to use in their
attempt to reduce the cancer burden.

terminally ill from cancer prefer to be cared for at home rather than in hospital settings.
WhO sent two cancer experts in 2006 to work with albanian experts and design its programme. this
programme sets dates to achieve goals by, including national screening programmes, improved training
and needs assessments for radiotherapists, oncologists and palliative care doctors.

13

PrevenT

Who naTional CanCer
ConTrol Programmes Provide
holisTiC CanCer guidanCe

WHO suppOrts alBania in
launCHing its OWn nCCp

due to over exposure to ultraviolet
radiation. Of those, 48 000 are
caused by malignant melanomas
and 12 000 by skin carcinomas.
“Ultraviolet radiation can have
significant negative health consequences such as skin cancer, as
well as a positive effect in terms of
providing our body with vitamin D,”
says dr emilie van deventer, a
scientist specializing in non-ionizing radiation within WHO’s Radiation and Environmental Health
Programme.
“For this reason we work to develop
population-based approaches to
help people live with the sun.”
WHO’s Sun Protection and
Schools Module, How to Make a
Difference, assists Ministries of
Health and Education to develop

12

40%

manage

no one can stop the sun shining, but WhO knows how to stop people suffering
skin cancer from ultraviolet radiation.

dr emilie van deventer, Scientist, radiation and environmental health

WHO works with its International Agency for Research on Cancer
(IARC) to gather evidence on Chernobyl and develop strong radiation
safety policies.

Backed by World Health Assembly resolution 58.22 of 2005 on
cancer prevention and control, WHO is committed to a Global Action
Plan Against Cancer that will enhance synergies both across WHO
and with our international partners to reduce the physical, social
and economic burden of cancer worldwide.

Who sheds lighT on risks oF
solar rays, sunbeds

In 2006, WHO released its Global Burden of Disease of Solar Ultraviolet Radiation, estimating that up to 60 000 people die every year

www.who.int/ionizing_radiation
One of the world’s largest natural radiation sources is radon, a
gas produced from the uranium decay chain in rocks and soils. It
accumulates in the basement of homes built in areas where radon
occurs naturally. It is the second most important risk factor for
lung cancer after tobacco, causing tens of thousands of deaths
annually.
WHO launched its International Radon Project to estimate radonassociated disease burdens, provide mitigation and surveillance
guidance and help Member States form evidence-based radon
policies.

of all cancer deaths can be prevented

2
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Who reduCes ionizing
radiaTion-relaTed CanCer

Years of work have resulted in global strategies
being crafted and implemented to improve health, and
prevent and control cancer.

These strategies, requested by the World Health Organization’s own
Member States, provide a strong foundation for a determined fight
against the disease. Jointly, they will form the basis of our Global
Action Plan Against Cancer.
Despite these efforts, WHO and its Member States still face great
challenges to defeat the global burden of cancer. Greater investment
in prevention, cure and care, closer collaboration with international
partners and stronger determination to defeat cancer are needed to
fuel what must be a continuous, sustainable campaign.
Cancer is the world’s second biggest killer after cardiovascular disease, but one of the most preventable noncommunicable chronic diseases. Cancer killed 7.6 million people in 2005, three quarters of whom
were in low- and middle- income countries. By 2015, that number is
expected to rise to 9 million and increase further to 11.5 million in
2030.
Up to 40% of all cancer deaths can be avoided by reducing
tobacco use, improving diets and physical activity, lowering
alcohol consumption, eliminating workplace carcinogens
and immunizing against hepatitis B virus and the human
papillomavirus.
A large proportion of cancer can be cured and
all cancer patients deserve care. WHO provides
support to strengthen health services to cure
and care for cancer patients by improving primary and specialized health care. WHO makes
essential medicines and technologies available
for cancer treatment and palliative care. Our
strategies and policy guidelines help governments in all countries to improve population
health standards and reduce national cancer
burdens.

With this in mind, WHO is focusing more on chronic disease prevention for people living with HIV/AIDS.
Primary prevention measures like recommending people living with
HIV/AIDS use condoms have led to a reduction in Kaposi sarcoma, a
common form of cancer in HIV-positive people linked with a sexuallytransmitted herpes-like virus.

WHO supports Kaposi sarcoma treatment and is planning next
steps for other HIV/AIDS-related cancers, says Gilks. Such measures could include scaling up cervical cancer screening as part
of the HIV/AIDS treatment programme.
Other cancers linked to HIV/AIDS include lymphomas and cancers
of the lung, skin and liver.
WHO’s Department of HIV/AIDS promotes WHO’s palliative care
guidelines for general symptom relief for HIV/AIDS sufferers, particularly the terminally ill. These guidelines are being widely implemented through hospices.
“The success we have had in getting people onto treatment
programmes has turned AIDS into a chronic disease, which means
we will have a new pattern of morbidity and mortality and a lot of
it will be from cancer,” Gilks says.

Most cancer patients need palliative care and pain control.
WHO advocates strongly for advanced cancer patients to be
given severe and moderate pain relief and the opportunity to
live with optimal dignity.
But in many low-resource settings, capacities to provide
such care are often lacking. National opiate policies can be
too restrictive, limiting availability of morphine and other pain
relief drugs.
WHO advocates that governments ensure palliative care is
institutionalized. Furthermore, WHO is developing and promoting palliative care and pain relief protocols for national health
systems.
Backed by WHO, health authorities in Barcelona have transformed the Catalan region’s public health approach to make
palliative care available to all people in a variety of settings.
WHO, through its headquarters and regional and country
offices, has helped expand palliative care services in many
developing countries, particularly in Africa, where chronic
disease levels are rising.
Throughout Africa, WHO has supported local services by giving palliative care to people with HIV/AIDS
who also need palliative care at
advanced stages of the disease.
WHO helps countries with situation analyses and palliative care
planning to reach as many people
as possible. WHO’s Ladder for Pain
Relief is a key pain management
strategy that can ease pain for
about 90% of patients.

WHO training
eases pain
fOr ugandan
CanCer
sufferers
WhO guidelines have helped train 1600 ugandan
health professionals to care for patients suffering from cancer, hiv-related conditions and other
acute or chronic illnesses.
WhO advocacy and publications have also persuaded many governments in low- and middleincome countries to provide essential pain relief
medicine, like oral morphine, to reduce the suffering of patients.
WhO publications show front-line health workers how to provide home-based palliative care
and counseling to caregivers and relatives (www.
who.int/3by5/publications/documents/en/genericpalliativecare082004.pdf).
“We are trying to increase the capacity of health
workers in uganda to provide palliative care to
people suffering from Kaposi sarcoma and other
forms of cancer,” says dr abdikamal alisalad, a
WhO medical officer in charge of hiv prevention
and treatment in uganda.
Cancer, particularly of the cervix and breast, is
increasing in uganda. WhO is boosting capacities
to prevent and treat cancer and care for those
in pain.
WhO works closely with hospice africa uganda,
a prominent nongovernmental organization, to
provide palliative care to ugandans in need.
hospice africa uganda has used this WhO-backed approach to
strengthen palliative care services in Botswana, Cameroon, ethiopia,
ghana, Malawi, nigeria, rwanda, Sierra Leone, the united republic of
tanzania, and zambia.

Who CanCer figHters

dr Willem Scholten, technical Officer,
Quality assurance and Safety of Medicines

About half of Omanis over 20 years of age are overweight or obese.
This puts them at increased risk of suffering from oesophagus,
colorectal, breast, endometrial and kidney cancer, says al-Lawati.
Rapid development in the past 30 years has drastically changed
Omani lifestyle, resulting in more people becoming sedentary, eating more fast-food and exercising less.
Omani health authorities will disseminate WHO’s DPAS strategy
to all ministries for feedback and support in implementing its diet
and physical activity goals. Al-Lawati says the strategy is flexible
enough to be matched to Oman’s cultural requirements.
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UNICEF International Child Development Centre,
excerpts form a design proposal.
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CHILD DOMESTIC WORK

INTRODUCTION

Lorem ipsum dolor sit amet, consectetuer adipiscing elit, sed diam nonummy nibh euismod
tincidunt ut laoreet dolore magna aliquam erat volutpat. Ut wisi enim ad minim veniam, quis nostrud exerci tation ullamcorper suscipit lobortis nisl ut aliquip ex ea commodo consequat. Duis
autem vel eum iriure dolor in hendrerit in vulputate velit esse molestie consequat, vel illum
dolore eu feugiat nulla facilisis at vero eros et accumsan et iusto odio dignissim qui blandit praesent luptatum zzril delenit augue duis dolore te feugait nulla facilisi. Lorem ipsum dolor sit amet,
consectetuer adipiscing elit, sed diam nonummy nibh euismod tincidunt ut laoreet dolore magna
aliquam erat volutpat. Ut wisi enim ad minim veniam, quis nostrud exerci tation ullamcorper suscipit lobortis nisl ut aliquip ex ea commodo consequat.
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Duis autem vel eum iriure dolor in hendrerit in vulputate velit esse molestie consequat, vel
illum dolore eu feugiat nulla facilisis at vero eros et accumsan et iusto odio dignissim qui blandit
praesent luptatum zzril delenit augue duis dolore te feugait nulla facilisi. Nam liber tempor cum
soluta nobis eleifend option congue nihil imperdiet doming id quod mazim placerat facer possim
assum.
Lorem ipsum dolor sit amet, consectetuer adipiscing elit, sed diam nonummy nibh euismod
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tincidunt ut laoreet dolore magna aliquam erat volutpat. Ut wisi enim ad
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nisl ut aliquip ex ea commodo consequat. Duis autem vel eum iriure
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This Report investigates an important yet largely unexplored topic: the relationship between
women’s rights and welfare and the democratization and marketoriented transformation of
Central and Eastern Europe and the former Soviet Union.
The 150 million women and 50 million girls who live in the 27 transition countries are not a
special interest group. Women represent half of the population, and their particular concerns
affect fundamental social questions. Typically, when women are at the lower steps on the gradient
of advantage, this is because of the demands of their role in providing and caring for the new generation. This socially established linkage, rooted in childbearing, reinforces the bonds between
the wellbeing of women and that of children. Women’s experiences, however, also exert a tremendous influence on all of society, and women’s progress is a sensitive indicator of human development in general.
Through its Regional Monitoring Reports, UNICEF has been examining the ways in which the
collapse of the communist governments has affected the lives of children. This Report asks: Did
gender equality exist behind the egalitarian rhetoric of communism? How have women fared
under the emerging market democracies? Is the actual and potential contribution of women to
healthy change fully recognized and realized?
The answers to these questions provide particular insights into people’s lives in the transition
countries, as well as into the links between development and gender equality. Indeed, women’s
rights and human development have been two of the most prominent social issues of the 20th
century. In this light, the premise of this Report is that the transition offers an historical opportunity for the countries in the region to exercise genuine leadership in addressing gender questions
and that women’s broader participation is crucial if the social, economic and political targets of
the transition are to be achieved.

WOMEN IN TRANSITION. With dummy photo caps in Spanish papering the wall
behind them (including one that says,"you have the right to demand good health
care"), a baby is weighed in a cloth sling hung from a scale held by a woman health
worker, at a UNICEF-assisted hospital in the town of Acacio, in the department of
North Potosi. (Photo: UNICEF/HQ97-0408/Alejandro Balaguer)

The Innocenti Digest is compiled by the UNICEF International Child
Development Centre to provide reliable and easily accessed
information on a critical children’s rights concern. It is designed as
a working tool for executive decision-makers, programme
managers and other practitioners in child-related fields.

WOMEN IN TRANSITION

WAS THERE GENDER EQUALITY?
Discrimination against women blocks the development of nations just as it blocks progress for
girls, women and their families. The 1979 UN Convention on the Elimination of All Forms of
Discrimination against Women defines discrimination against women as “any distinction, exclusion or restriction made on the basis of sex which has the effect or purpose of impairing or nullifying the recognition, enjoyment or exercise by women . . . of human rights and fundamental
freedoms in the political, economic, social, cultural, civil, or any other field.” All the transition
countries are signatories of the Convention, as well as of the 1989 Convention on the Rights of the
Child: this is a noteworthy declaration of intent.
So, how are these countries measuring up? Analysis of human development indices shows that
the transition countries have a relative advantage in terms of gender equity and child and maternal health compared to countries at a similar level of development outside the region.
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above, changes largely wrought by the strains of transition expressed through the poorer nutrition,
unhealthier lifestyles, alcohol abuse, emotional distress, and violence which, according to some
evidence, are more common among people with weak social networks.
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TABLE 1: COMPREHENSIVE PRIMARY HEALTH CARE FOR SOME COMMON DISEASES :
A SUMMARY FRAMEWORK OF PRIORITY INTERVENTIONS
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INTERVENTION
DISEASE

REHABILITATIVE

CURATIVE

PREVENTIVE

PROMOTIVE

Diarrhoea

Nutrition
rehabilitation

Oral
rehydration
Nutrition support

Education for
personal and
food hygiene
Breastfeeding
Measles
immunisation

Water
Sanitation
Household
Food Security
Improved
child care

Pneumonia

Nutrition
rehabilitation

Chemotherapy

Immunisation

Nutrition
Housing
Clean air

Tuberculosis

Nutrition
rehabilitation
Social
rehabilitation

Chemotherapy
Nutrition support

Immunization
Contacts (tracing)

Nutrition
Dry, ventilated
housing and
workplaces

Cardiovascular
Disease

Weight loss
Graded exercise
Stress control

Drug treatment
Supportive therapy

Nutrition education
Increased exercise
Treat hypertension
Smoking cessation

Nutrition policy
Tobacco control
Recreational
facilities
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The changes which have been triggered by the transition and which shape health have affected
women both positively and negatively. In economic terms, women’s health is influenced by lower
incomes, greater income disparity and reduced funding for health care systems. Values and social
environments are changing, and this is sometimes accompanied by healthier lifestyles, but not
infrequently also by greater risktaking behaviour. Some indicators of maternal health have
improved, demonstrating that the transition can harvest the previous investments in the health
and education of women. Data show that infant mortality rates have remained largely stable or have
declined, while maternal mortality rates have decreased across most of Central and Eastern
Europe.
However, maternal mortality rates in Albania, Romania and most western CIS countries are still
above the WHO target for Europe (15 maternal deaths per 100,000 live births), and the progress
achieved in Russia during the 1980s has not continued during the 90s. More frequent birth complications and worsening health status among infants are evidence of the poorer health of women
as well. For example, in Belarus, the rate of hæmorrhage and eclampsia has almost doubled; in
Russia, the incidence of birth complications has almost tripled, and in many countries the proportion of low birthweight babies has risen. These outcomes may in part be linked to demographic
shifts, such as the higher share of births outside marriage, particularly to teenage mothers.
However, women’s poor nutrition and the erosion in access to services are also factors. In this
regard, it should be noted that, in Central Asia, maternal mortality is still relatively high, often
higher than it was in 1989.
Abortion remains common throughout the region, though the absolute number of legal abortions has declined in every country. Rates are especially high in Southeastern Europe (except
Albania), western CIS and the Baltics (except Lithuania). The only countries where the number of
legal abortions per 100 live births is around or below the European Union average are Poland
(where abortion laws became much more strict in 1993), Croatia, Azerbaijan, and Tajikistan. In
Russia, there are two abortions for every live birth, that is, about 2.5 million abortions in 1997.
Though legal and usually performed by qualified health professionals, abortions still involve
serious emotional and physical complications for women. Surveys show that around 70 percent of
women feel depressed or traumatized by the experience. Abortion is a leading cause of maternal
death, accounting for up to 2025 percent of maternal deaths in some countries. The main reasons
for persistently high abortion rates are inadequate access to family planning and little knowledge
of reproductive health issues, especially among young women.
Young women are also particularly vulnerable to the increased incidence of “social diseases” in
the region. There are indications that adolescent girls are catching up to both their male counterparts and Western European girls in alcohol and tobacco use. For example, evidence shows that the
percentage of adolescent Latvian girls who smoke has doubled, as has the share of 15yearold Polish
girls who report having been drunk at least twice. Some health threats are relatively new to the
region, including drug abuse, HIV infection and trafficking in women for the purpose of sexual
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MARY ANN BURKE

CHILD INSTITUTIONALIZATION
AND CHILD PROTECTION
IN CENTRAL AND EASTERN EUROPE

This comparative edge is widely attributed to the historical achievement of the former governments in securing universal access to basic health care and education services and offering paid
employment to most women.
Indeed, the Central European countries spent relatively large amounts on health and education
services, and the Soviet Union had a ratio of physicians to population comparable to that of the
richest nations in the world. In contrast to the situation in many other countries, there is no evidence that unequal treatment of girls caused gender differences in child and adolescent mortality
or in basic educational attainment. Moreover, in the Baltic States, Russia and Ukraine, for example, the gender gap in labour force participation rates was comparable to that in Sweden, the leader
in this regard among Western nations. The workforce participation rates of women in Poland,
Romania and Azerbaijan were comparable to or higher than those in the United States or France,
with the notable difference that, in the planned economies, women generally held fulltime jobs
throughout their working lives.
The Report finds that women’s wages relative to those of men and women’s representation
among professionals and economic decision makers compare favourably to the levels in advanced
market economies. This is linked to the generally significant attainments in the education of
women – an asset which remains important in the new market environment. Women in the workplace had access to an extensive staterun system of family and childcare supports, including
lengthy paid maternity leave, family allowances attached to wages, and nursery, kindergarten and
afterschool services for children.
From Czechoslovakia to Albania, from the Baltic to Central Asia, there was considerable diversity in terms of cultural traditions, lifestyles and degree of urbanization. This certainly influenced
the average number of children born to families and the strength of kinship systems. Yet, at the
same time, in many ways women’s roles in the family, including their contribution to and command over the household economy, were strikingly similar across the region. For example, the
right of women to marry or initiate divorce was guaranteed in constitutions everywhere, despite
traditions to the contrary in some places.
With a huge appetite for able labour, the state encouraged women to study, marry and have jobs
and babies, and, where kinship support was weak, the state provided the means to help women
manage the competing demands. These statedirected initiatives often favoured concrete advancements among women. However, many other apparent achievements were superficial rather than
genuine, and women’s wellbeing and their opportunities were often compromised under communism. Significantly, the underlying process was authoritarian rather than rightsbased; a semblance
of equity which often came closer to uniformity than genuine equality was imposed from the top
down. Human rights and fundamental freedoms were denied; civil society was suppressed, and the
family was neglected or viewed with suspicion.
When communist rule collapsed at the end of the 1980s and the beginning of the 90s, it left
behind many basic economic and national issues unresolved, including the issue of gender equity.
People did not immediately realize that the paternalistic communist state, despite all the proclamations, had actually failed to deal with fundamental questions of gender equality. These “missing

Another serious barrier to women’s equality is the blanket of silence over violence against
women that still covers the region. The evidence reviewed in this Report shows that violence
against women is widespread, but that professionals in criminal justice, health care, social work,
and education are largely untrained in recognizing and addressing violence against women, particularly domestic violence. This also represents an inheritance from the communist period.

INTRODUCTION

These shortcomings confirm that the legacy of gender equality in the region is less robust than
often assumed and raise concerns about whether and how these problems are going to be put on the
agenda. By shattering the state monopoly over economic, social and political issues, the transition
has exposed women to an environment in which the conditions for equality have yet to be explored.
New economic opportunities and risks During the first half of the 1990s, GDP dropped by 1525
percent in Central Europe, 3545 percent in Southeastern Europe and about 50 percent or more
(with a few exceptions) in former Yugoslavia, the Baltic States, the western Commonwealth of
Independent States, and the countries of the Caucasus and Central Asia. Economies have begun to

(for children up to age 2) have fallen across the region, most noticeably in the Baltic and western
CIS countries, and nurseries have practically ceased to exist in the Czech Republic and Slovakia.
The number of kindergarten places is also declining in many countries.
The analysis finds that older jobless women and local communities have taken on a greater role
in childcare. Meanwhile, falling fertility rates have reduced populations of young children by 1050
percent in the region – a striking outcome. This can offer some immediate relief in economic and
health terms to families and communities, but might generate several longterm economic and
social problems.
There is evidence that in some countries employers are less willing to hire women and less willing to accommodate maternity and parental leaves. Analysis has found that, in Poland, because of
their marriage status, unemployed married women, but not unemployed married men, are hindered from securing work.
Adequate, accessible and affordable childcare is crucial in the effort of families with young children to balance employment and household responsibilities. Government policy measures such as

rebound since then, but only Poland and Slovenia seem to have been able to surpass the level of
output in 1989.
Despite impressive growth in the private sector, many structural problems are still hindering
economic recovery. Market reforms and declines in output have led to large drops in real wages
and pressure on employers to reduce the number of jobs. Losses in real wages – not infrequently
larger than the falls in GDP – have been accompanied by considerable increases in wage differentials. The Gini coefficient, a common measure of the extent of wage inequality, has risen by
onethird on average in Central and Southeastern Europe and by onehalf in countries of the former
Soviet Union. At the same time, governments have endured a huge drop in revenues, while their
ability to raise taxes has not been adequately expanded.
Since 1989, an estimated 26 million jobs have been lost in the region – 13 percent of the pretransition total. Available data suggest that almost 14 million of these jobs were held by women.
Nonetheless, in the formal economy, women have managed to maintain their share of employment
in the 4050 percent range. Although the incidence of parttime work (a choice desired by many
women) has increased in several countries, more than 90 percent of employed women still have
fulltime jobs. Yet, in parts of the region many jobs exist only on paper, and even the meagre wages
many jobs provide are paid out after considerable delays.
Registered unemployment has soared in the former centrally planned economies, from almost
zero to more than 10 million. Women represent a higher share of these jobless; six million women
were on unemployment registers in 1997. In addition, more and more women and men who are
without work are being excluded from these registers and are ineligible for unemployment compensation.
Economic change has affected women within the workforce, but also in the household. The need
for two incomes in a household is still being felt, often even more strongly than was the case under
communism, but it is more difficult to satisfy. The fact that both women and men have lost jobs in
great numbers has undoubtedly influenced the gender balance of power within families, shifting
sometimes towards the woman, sometimes towards the man.
Jobless women are more likely to become economically inactive, while men find work in the
“grey” economy. Nonetheless, as the Report reveals, women often have a crucial role in ensuring
household survival. As state commitments to childcare have shrunk, women’s responsibilities
within the family have curtailed their ability to seek and find work. Enrolment rates in nurseries

extended maternity and parental leave show some success in encouraging parents to stay at home
to raise their children, but produce mixed results in terms of gender equity. Because of the reduction in childcare services and income support, the gender gap in wages has become more acutely
felt.
However, a striking finding of the Report is that this gap has remained stable despite significant
increases in overall wage inequality during the 1990s. The gender pay gap has widened the most in
Bulgaria (which has been slow to reform) and then only by 5 percentage points. It has stayed the
same in many countries and even declined in some, such as the Czech Republic, Hungary and
Russia. Detailed analysis reveals that the strong educational attainment of women is a key factor.
There is also some evidence that occupational segregation by gender has lessened during the transition.
At the same time, there is now a risk that gender segregation in employment is becoming linked
to the type of ownership exercised by the employer. Thus, while women continue to fill publicsector jobs, men are making greater inroads in the private sector. As many as threequarters of the
employees in education and health care are women, and these fields account for a significant share
of all female employment. Analysis shows that gender is a determinant in access to privatesector
jobs, even independently of other factors. Women are also less likely than men to be selfemployed
or employers themselves. Still, available evidence suggests that women have established or own
about onequarter of new businesses – a promising start, given the recent emergence of entrepreneurial freedom in the region.
WomenÕs health and safety
A shocking and unanticipated deterioration in life expectancy accompanied the early years of
the transition. Of 23 countries for which time series are available, male life expectancy worsened in
22, and female life expectancy in 16. In many countries, the decline was small and only temporary;
in others, the drop was large and more difficult to reverse. In Russia and Kazakhstan, the cumulative drop in life expectancy for men was 6.3 and 5.5 years, respectively, and among women 3.2 and
3.3 years. In 1997, life expectancy worsened or did not improve in Southeastern Europe, Estonia,
Belarus, Moldova, Ukraine, and Turkmenistan – about onethird of the countries for which data are
available.
It is increasingly recognized that women respond to health threats and medical treatments differently than men. This gender difference is apparent in the changes in life expectancy noted

■

achievements” were closely linked to the lack of market forces and the shortcomings in civil society
– the same areas which the transition is supposed to address.
THE MISSING LINKS
The thinness of the veneer of equality under communism is revealed most graphically in the representation of women in parliaments, where women often accounted for as many as onethird of the
seats – a share matched elsewhere in the world only in Nordic countries. This remarkable female
presence disappeared during the first democratic elections in the region. This attests to the profound failure of the communist governments to cultivate gender equality which is legitimized and
sustained by citizens.
The Report confirms the existence of additional weaknesses which must be dealt with.
■

■

■

■

Women did not have equal career opportunities. They were poorly represented among party
leaders and planners and among the directors of large state enterprises – the few top positions
which really counted in these hierarchical societies. Occupational segregation – whereby women
dominate in certain occupations and men in others – was considerable. The findings of this
Report counter the frequent claim that the gender gap in wages in the transition countries does
not reflect gender discrimination in the workplace. The indepth investigation carried out for
this Report could attribute only a relatively small part of the 1030 percent gap to differing job
characteristics, skills, or experience.
Health care was delivered by the state health care system. However, the returns were disappointing given the level of investment. For example, despite an emphasis on maternal and infant
health care, there was large variance in maternal and infant mortality rates across the region,
and the rates were often far above the targets of the World Health Organization. Health awareness and the need for healthy lifestyles were neglected, as evidenced by the widespread abuse of
alcohol and the poor nutrition.
Outside the context of work, there was little official social support for family life, and families
functioned in isolation. Fertility rates among teenagers were high, often several times higher
than the corresponding rates in Western countries. Services to help strengthen families and
support women’s capacity to prevent or cope with situations of risk were glaringly absent. The
state applied too many lastminute, halfway measures: medical abortions rather than access to
family planning services, or the separation of children from parents for placement in institutions instead of, for example, securing parental counselling.
Despite laws ostensibly guaranteeing equality between women and men within marriage, the
gender distribution of power in families remained onesided. By taking over the responsibility
for certain areas of family life, the state did not help women and men share these responsibilities more equally. Instead, it contributed to the weight of the “double burden” borne by women
– long hours on the job followed by unpaid work at home. Data show that the total workload of
women in Central and Eastern Europe averaged close to 70 hours per week, about 15 hours more
than the workload of women in Western Europe.
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Key AreAs of worK

Causes of death n Breast feeding n HIV and infant
feeding n Millenium Development Goals n 10
years of IMCI strategy n Newborn guidelines

Causes of deaths of newborns,
developing countries, 2004–2007

survival. Every year, an estimated 4
million children die during the fi rst
Non-infectious
diseases
20%

month of life. Almost all of these
deaths (98%) occur in developing

Other
8%

Most neonatal deaths are due
to low birth weight, asphyxia

Malnutrition
37%

An estimated two-thirds of
these deaths could be prevented or treated with proven,
cost-effective interventions

Millenium Development Goals:

that already exist. About

While evidence of the short-term
benefi ts of breastfeeding
– a reduction in early childhood illness and deaths due to
infectious diseases – is well-established, the jury was still out.
While evidence of the short-term
benefits of breastfeeding is still
pending, we will move forward
with the programme as planned.

The Multi-Country Evaluation (MCE) of IMCI is designed to evaluate the impact,
cost and eff ectiveness of the IMCI strategy. The results of MCE support planning
and advocacy for child health interventions by ministries of health in developing
countries, and by national and international partners in development. To date, MCE
has been conducted in Brazil, Bangladesh, Peru, Uganda and the United Republic of
Tanzania.

and infections such as sepsis, tetanus and pneumonia.

While evidence of the
short-term benefi ts of
breastfeeding – a reduction
in early childhood illness and deaths due to
infectious diseases - is well-established, the
jury was still out on the long-term protective
health benefi ts. However, a new analysis carried out in 2006 suggests that adults who were
breastfed as children may be healthier and
more intelligent than adults who were not.

10 years of IMCI Strategy

Infectious
diseases
35%

countries.

Breastfeeding

The results of MCE indicate that:
n IMCI improves health worker performance and their quality of care;
n IMCI can reduce under-fi ve mortality and improve nutritional status, if implemented well;
n IMCI is worth the investment, as it costs up to six times less per child correctly
managed than current care;
n child survival programmes require more attention to activities that improve family
and community behaviour;
n the implementation of child survival interventions needs to be complemented by
activities that strengthen system support;
n a significant reduction in under-fi ve mortality will not be attained unless large-scale
intervention coverage is achieved.

How are we doing?

half of these deaths occur at

Guidelines
for planning
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Newborn
Health
Framework

borns who have had no
contact with a health
care provider.

Newborn
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Causes of death n Breast feeding n HIV and
infant feeding n Millenium Development Goals n
10 years of IMCI strategy n Newborn guidelines

Causes of deaths of newborns,
developing countries, 2004–2007

survival. Every year, an estimated 4
million children die during the fi rst
month of life. Almost all of these
deaths (98%) occur in developing

Non-infectious
diseases
20%

countries.
Most neonatal deaths are due
to low birth weight, asphyxia

Other
8%

Infectious
diseases
35%

and infections such as sepsis, tetanus and pneumonia.
An estimated two-thirds of

Malnutrition
37%

these deaths could be prevented or treated with proven,
cost-effective interventions

Millenium Development Goals:

that already exist. About
half of these deaths occur at
home, often among newborns who have had no
contact with a health
care provider.

How are we doing?

The Multi-Country Evaluation (MCE) of IMCI is designed to evaluate the impact,
cost and eff ectiveness of the IMCI strategy. The results of MCE support planning
and advocacy for child health interventions by ministries of health in developing
countries, and by national and international partners in development. To date, MCE
has been conducted in Brazil, Bangladesh, Peru, Uganda and the United Republic of
Tanzania.
The results of MCE indicate that:
n IMCI improves health worker performance and their quality of care;
n IMCI can reduce under-fi ve mortality and improve nutritional status, if implemented well;
n IMCI is worth the investment, as it costs up to six times less per child correctly
managed than current care;
n child survival programmes require more attention to activities that improve family
and community behaviour;
n the implementation of child survival interventions needs to be complemented by
activities that strengthen system support;
n a significant reduction in under-fi ve mortality will not be attained unless large-scale
intervention coverage is achieved.

faced by adolescents during pregnancy and childbirth. this review
nant Adolescents: Delivering on Promises of Hope. It outlines the
most critical needs for adolescent expectant mothers: social support, information about services and how to access them, better
access to antenatal care, skilled attendance at birth, and access
to emergency obstetric care. We also presented the review’s key
findings at a major regional meeting on adolescent pregnancy in
Montevideo, Uruguay in December 2006.

Health services
for young people
living with HIv

In 2006 we published a review of the effectiveness of initiatives in developing countries for
improving the utilization of health services
by adolescents (see section on “Steady, Ready,
Go!”). This review provided an outline of the
actions taken to ensure that adolescents were
able and willing to obtain the health services
they need. However, it did not describe or analyse the context in which the initiatives were
implemented or what it took to make them
happen. To address this, analytic case studies were prepared on outstanding initiatives in
Estonia, Mozambique and South Africa that
have succeeded in scaling up health services
while improving and sustaining improvements
in quality. Each of these case studies describes
what was done, and what challenges were
faced and overcome in making health services
“adolescent friendly”. They are intended to convince programme managers that scaling up in
the ways that we recommend is both doable
and worth doing.

In November 2006 in
Malawi, in partnership
with UNICEF, we organized
a meeting that brought
together service providers
and young people, including
young people living with
HIV. The meeting resulted
in a consensus on best practice for strengthening the
health sector response to
the needs of young people
living with HIV for care,
support, treatment and
prevention.
Since that meeting, we have
completed a one-day course
to orient health workers on
the special needs of young
people living with HIV,
to complement the WHO
training package on the
Integrated Management of
Adolescent Illness. In addition, we have supported the
development of informational materials for young
people living with HIV.

One of the case studies is of the Geração Biz
programme in Mozambique. The strong commitment of the Ministry of Health to sexual
and reproductive health provided a good basis
for an initiative to address adolescents. The
aim of the Geração Biz programme was to
provide adolescents with the information and
skills they need to protect themselves, to promote safe behaviours, and to provide them with
sexual and reproductive health services. It was
launched in Maputo in 1999. Step by step, the
programme was expanded, and today it covers
virtually the whole country. As a result, a large
and growing segment of the adolescent population are reached; not just a handful here and
a handful there. Two key lessons to be learned
from this experience are that: strong links between the health, education and youth sectors
enabled a comprehensive strategy to be put in
place; and that strong coordination at national,
provincial and local levels is vital.
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Children
This pocket-sized manual for
senior health workers caring
for young children in hospitals in developing countries
was a great success when first
launched in 2005. In 2006–2007
the pocket book was translated into several additional
languages, including Armenian, French, Chinese, Portuguese, Russian and Turkish,
and continues to be in high
demand around the world. It
presents up-to-date treatment
recommendations for both inpatient and
o ut patient ca re
in small hospitals where
basic laboratory facilities
and essential
dr ugs a nd
inexpensive
medicines
are available.
It focuses on
ma nagement
of the major
causes of death
and illness in
young children, such as pneumonia, diarrhoea,
severe malnutrition, malaria, meningitis, measles and HIV infection. It also covers neonatal
problems and surgical conditions of children
which can be managed in small hospitals.

Malnutrition contributes to more than half of all
childhood deaths globally. However, a recently
developed home-based treatment for severe
acute malnutrition is giving hundreds of thousands of malnourished children a new chance at
a healthy life. ready-to-use therapeutic food (rUtf) – based on peanut butter mixed with dried skimmed milk and vitamins and minerals
– has revolutionized treatment of severe malnutrition. It is safe to use
at home, can be consumed directly by the child and provides sufficient
nutrient intake for complete recovery. Local production of rUtf paste
is already under way in several countries including the Congo, Ethiopia,
Malawi and Niger. In 2007 WHO, UNICEf, the World food Programme
and the UN System Standing Committee on Nutrition adopted a Joint
Statement on the community-based management for severe malnutrition. WHO and UNICEf have since worked together to develop a field
manual for the community-based management of severe malnutrition,
and the IMCI guidelines have been revised to take account of the new
home-based treatment.

BrINGING HEALtH
tO COMMUNItIES
to bring essential child survival interventions
into more homes and communities, we are developing state-of-the-art materials to provide
community health workers with basic care-giving
skills for the management of childhood illness,
better care for newborns, and to
promote key family practices to prevent illness
and promote wellness.
the package of training
materials is designed
to be delivered at a
designated “health
house” where parents
and other caregivers
can seek care for a
sick child, and through
home visits, targeting
newborns in particular. the modules on the
management of childhood
illness have been developed as a first priority,
to meet the urgent demands of countries and
partners to expand access to care for child diarrhoea, malaria, and pneumonia.

PNEUMONIA
Pneumonia is the largest single cause of death in children
under five. In 2006–2007 we
led the initiative to develop a
Global Action Plan for Pneumonia (GAPP). In March 2007
consensus was reached on a
comprehensive approach to
prevent and control child pneumonia which includes key
strategies of nutrition, reduction of indoor air pollution, immunization, and better case management. In 2008 the GAPP
will continue with work to facilitate the promotion and implementation of these interventions at country level, in the
context of child survival strategies to achieve MDG4.
In addition, in 2006–2007 we supported two key studies –
one in Pakistan, the other in Bangladesh, Egypt, Ghana
and Viet Nam – to examine whether severe pneumonia
can be safely treated at home. The Pakistan study demonstrated the safety and efficacy of treating children aged
3-59 months with severe pneumonia with oral antibiotics
outside of a hospital setting. Findings indicate that treatment guidelines for severe pneumonia should be reviewed
in 2008. However, it should be noted that this treatment
strategy will not be appropriate in high HIV prevalence
settings, nor in cases of very severe pneumonia.
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Children

New treatment for Severe
Malnutrition at Community Level

Pocket Book of Hospital
Care for Children

ORS+Zinc

Paediatric HIv

Wit hout t r e at ment ,
more than half of all
HIV-infected children
die before their second
birthday. If HIV infection is identified early and the child gains
access to quality treatment and care, as well as
support for their family,
they have a much greater chance at survival
and better quality of life.
Staff from headquarters
and the Regional Office
for Africa have worked
together in 2006–2007
to develop an adaptation
of the IMCI guidelines
for use in settings with a
high prevalence of HIV/
AIDS. We also developed a training course
to build health worker capacity for managing children and infants
infected with or exposed
to HIV, which is already
being used in 13 African
countries.

Diarrhoeal diseases are a
leading cause of sickness
and death among children
in developing countries. We
have built an evidence base
that shows that treating
children with diarrhoea
with low-osmolarity Oral
Rehydration Salts (ORS)
and zinc supplements is
safe, cost-effective and saves
lives. ORS shortens the duration of diarrhoea and reduces
the need for hospital-based intravenous f luids. Zinc supplements
reduce the severity and duration of the
episode. We have developed guidelines and tools to
support implementation, monitoring and evaluation of the combined ORS+zinc treatment strategy.
We are now looking at the feasibility of incorporating zinc into routine treatment through studies in

India, Mali and Pakistan. We have developed guidance for manufacturers on the
production of low-osmolarity ORS and,
together with partners, transferred technology to Bangladesh, India and Pakistan
for the production of zinc tablets.

Child Development

CHILD AND ADOLESCENt rIGHtS
To facilitate the integration of a “rights-based perspective” into the planning and implementation of policies, interventions and programmes for child and adolescent health, we
have developed a training course. The course strengthens understanding and knowledge of child rights and the United Nations Convention on the Rights of the Child
(CRC). Participants from
WHO and counterparts
in countr ies lear n
about the relationship
between needs, obligations and rights, and
about how the CRC
can be used for policy
development, as well
as planning, programming and managing
programmes for child
and adolescent health.
During 2006–2007, we
conducted multi-country trainings in the African and Western
Pacific Regions, as well as two
countries in the Region of the
Americas: Honduras and Nicaragua. As a result, in 2006 and 2007,
the African, Americas and Western Pacific Regions all provided
support to the CRC reporting process, including through the review
of selected state party reports.
© UNICEF/HQ05-0876/Shehzad Noorani

Each year over 200 million children fail to reach their full potential in cognitive development because of poverty, poor health
and nutrition, and lack of early stimulation. In 2007 The Lancet
published a series on “Child development in developing countries” which was co-authored by staff from the Department. The
series shed light on new information demonstrating the urgent
need to scale-up activities to improve health and development in
the early years. Also in 2007, we contributed to the development of a report of the WHO Commission on
the Social Determinants of Health entitled “Early childhood development: a
powerful equalizer”. It proposes ways
in which governments and civil society
can work with families to provide equitable access to strong nurturant envi-

Regional Story
Eastern Mediterranean region
Staff from the Department of Child and Adolescent Health
and Development in the Eastern Mediterranean Region visited Yemen in 2007 to assess access to primary health care
facilities, and to look into the low utilization of health services. Geographic access was
identified as a barrier to first-level health care for mothers and children, and an innovative
response was proposed: the use of integrated mobile teams for child and maternal health.
That proposal was approved by the Deputy Minister of Health in July 2007, and in August
2007 pilots were implemented in two districts with high population density and few health
facilities. Two mobile teams were set up for each district, each consisting of a physician and
a health worker trained in IMCI, as well as a midwife, expanded immunization programme
staff member, and a health education officer. Results so far show that, in a five-day visit,
a mobile team can see as many mothers and children as would usually be seen in a month
at an ordinary health centre in a fixed location.

ronments for all children globally.
© UNICEF/HQ05-0587/Josh Estey
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Adolescents

Guidelines
for planning
based on
Newborn
Health
Framework

In 2006–2007, the Department of Child and Adolescent Health and Development advocated
for a comprehensive, multi-sectoral approach to improving adolescent health and development. Our particular focus was on supporting ministries of health to play a stewardship
role to strengthen the contribution of the health sector in four key areas:

In 2006, WHO worked in collaboration with UNICEF and the Saving
Newborn Lives initiative to develop
tools to build the capacity of national
programme managers to strengthen the newborn health component
in maternal and child health programmes and in related programmes
including family planning, nutrition,
malaria and HIV. Th e tools – which
are based on the steps outlined in
the recently revised Newborn Health
Framework and Guidelines for Planning – are used during a one-week
workshop for programme managers.

1. Gathering and using strategic information;
2. Developing supportive, evidence-informed policies;
3. Scaling up the provision of health services and commodities; and
4. Strengthening action in other sectors and civil society.
We used HIV and reproductive health as entry points to strengthen the health sector’s
response to adolescents’ needs in these as well as other areas of public health importance such as nutrition, mental health, substance use and violence.
In 2006–2007 we have worked to generate evidence, to develop and test methods and tools
to support programmatic action in countries, to build a common sense of purpose with key
players within and outside the United Nations system, and to build capacity and to support
and document country-level action. Highlights of this work are described below.

This includes a focus on: situation
analysis, prioritizing and packaging interventions; setting realistic
coverage targets, and planning for
implementation. During 2006, two
capacity development workshops,
involving 14 African countries, were
held. During 2006, two capacity development workshops, involving 14
African countries, were held. During 2006, two capacity development
workshops were held.

1

Tracking of global progress towards the MDGs reveals that seven of the 60
highest-mortality rate countries are on track to meet MDG4 (Bangladesh, Brazil,
Egypt, Indonesia, Mexico, Nepal and the Philippines), 39 countries are making
some progress but they need to accelerate, and 14 are cause for serious concern
(see Figure).
Although rates of coverage for some interventions are improving, for many interventions it remains low, and coverage rates for the most part have no indication
of the quality of the interventions.

HIV and infant feeding

In October 2006, on behalf of the Inter-agency Task Team (IATT) on Prevention of HIV Infections in Pregnant Women, Mothers and their Infants, WHO held a technical consultation in
Geneva on HIV and infant feeding. Th e participants included researchers, programme managers, infant feeding experts, representatives of relevant UN agencies, AFRO, and six WHO departments. The aim was to review the substantial body of new evidence and most recent experience
regarding HIV and infant feeding and to clarify and refi ne the existing UN recommendations.

from pregnancy-related causes

provided the basis for a report published jointly with UNfPA: Preg-
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10 years of IMCI Strategy

many countries the risk of dying

Needs and Undone Deeds which highlighted the considerable risks
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While evidence of the short-term
benefi ts of breastfeeding
– a reduction in early childhood illness and deaths due to
infectious diseases – is well-established, the jury was still out.
While evidence of the short-term
benefits of breastfeeding is still
pending, we will move forward
with the programme as planned.

of all births worldwide, and in

and published a document entitled Adolescent Pregnancy – Unmet

To develop the capacity of more health workers to prevent and treat sick
children, we have developed new approaches for delivering training on
the Integrated Management of Childhood Illness (IMCI). In 2006–2007
we worked with the Novartis Foundation for Sustainable Development to
develop a computerized tool for adapting the IMCI guidelines for distance
learning or classroom training of health workers in both pre-service and
in-service settings. We have also continued working with countries to
introduce IMCI into the curriculum of medical and nursing schools.

Breastfeeding

account for more than 10%

a review of the literature and programmes on adolescent pregnancy

New approaches to training health workers

While evidence of the
short-term benefi ts of
breastfeeding – a reduction
in early childhood illness and deaths due to
infectious diseases - is well-established, the
jury was still out on the long-term protective
health benefi ts. However, a new analysis carried out in 2006 suggests that adults who were
breastfed as children may be healthier and
more intelligent than adults who were not.

Babies born to girls aged 15-19

is twice as high for adolescents

HIV and infant feeding

Key AreAs of worK

Meeting the
needs of
pregnant
adolescents

prevent unwanted adolescent pregnancies. In 2006, we conducted

This includes a focus on: situation
analysis, prioritizing and packaging interventions; setting realistic
coverage targets, and planning for
implementation. During 2006, two
capacity development workshops,
involving 14 African countries, were
held. During 2006, two capacity development workshops, involving 14
African countries, were held. During 2006, two capacity development
workshops were held.

In October 2006, on behalf of the Inter-agency Task Team (IATT) on Prevention of HIV Infections in Pregnant Women, Mothers and their Infants, WHO held a technical consultation in
Geneva on HIV and infant feeding. Th e participants included researchers, programme managers, infant feeding experts, representatives of relevant UN agencies, AFRO, and six WHO departments. The aim was to review the substantial body of new evidence and most recent experience
regarding HIV and infant feeding and to clarify and refi ne the existing UN recommendations.

There is a clear need to reach adolescents with
the health services they need. Two highlights
of our work in 2006-07 are described below.

for pregnant adolescents and their newborns, alongside efforts to

Tracking of global progress towards the MDGs reveals that seven of the 60
highest-mortality rate countries are on track to meet MDG4 (Bangladesh, Brazil,
Egypt, Indonesia, Mexico, Nepal and the Philippines), 39 countries are making
some progress but they need to accelerate, and 14 are cause for serious concern
(see Figure).
Although rates of coverage for some interventions are improving, for many interventions it remains low, and coverage rates for the most part have no indication
of the quality of the interventions.

home, often among new-

3

Case study
Scaling up adolescent health services in Mozambique

Scaling up health services

as it is for older mothers. More needs to be done to provide care

In 2006, WHO worked in collaboration with UNICEF and the Saving
Newborn Lives initiative to develop
tools to build the capacity of national
programme managers to strengthen the newborn health component
in maternal and child health programmes and in related programmes
including family planning, nutrition,
malaria and HIV. Th e tools – which
are based on the steps outlined in
the recently revised Newborn Health
Framework and Guidelines for Planning – are used during a one-week
workshop for programme managers.

Child and Adolescent Health and Development Progress Report 2006–2007

Adolescents

Child and Adolescent Health and Development: Progress Report
2006–2007, 2008, design development for
the Department’s new visual identity.

UNICEF/HQ06-2052/Pablo Bartholomew

Newborn

Brochure design
Visual identity system

UNICEF/HQ06-1483/Giacomo Pirozzi

Color and tonal variations

UNICEF/HQ06-1380/Giacomo Pirozzi

DesignIsGood is LSi’s graphic design and publishing studio.

AVECC/H. Vincent
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Supportive, evidence-informed policies

Steady, Ready, Go!

Sound policies are essential for developing programmes and delivering health services that
meet the needs of adolescents. Those policies
must be evidence-based if they are to be effective. Two highlights of our work in 2006-2007
are described below.

2

Forty per cent of all new HIV
infections around the world in
2006 occurred among 15–24
year olds. Over a two year
period, we conducted a systematic review of the evidence from developing countries on
the effectiveness of interventions for preventing HIV/AIDS in young people which are
delivered through schools, health services, mass media, communities, and to young people
who are most vulnerable to HIV infection. In 2006 we published a report which classifies these
interventions into three categories:
■ Steady – don’t implement yet, needs more work and
evaluation;
■ Ready – implement widely, but evaluate carefully;
■ Go – implement on a large scale while monitoring coverage and quality.
In 2007, we followed-up with a series of policy briefs which synthesized the recommendations for policy-makers, programme
managers and researchers to guide their efforts to increase
access to information, skills and services in order to reduce
the rate of HIV infection among young people.

Strategic information
Gathering and using strategic information is central to
ensure that programming efforts are focussed on the
right issues, and that their effects are measured. One
highlight of our work in 2006–2007 is described below.

Fact Sheets

In 2006–2007 we worked with partners
to achieve global consensus on a set of
16 indicators to track progress on global
goals and targets for young peoples’
access to health services for preventing
HIV and reproductive health problems. We
then mined sources of internationally comparable data and compiled a package of
fact sheets on each of the 16 indicators:
1. Institutionalizing youth-friendly health
services
2. Condom use by young people at last
higher risk sex; condom use among
young injecting drug users who had sex
in the past one month
3. HIV testing behaviour among young
people

Condom availability for young
people
Knowledge of a formal source of
condoms among young people
6. Access to HIV testing and counselling services by young people
7. Perception of access to condoms
by young people
8. Use of specified health services by
young people
9. Young people seeking treatment for
sexually transmitted infections
10. Intervention sites with a minimum
package of HIV prevention services in ‘hotspots’ where most-atrisk young people are present in
greater numbers
4.

5.

11. Most-at-risk young people reached

by HIV prevention services
injecting practices among
young injecting drug users
13. Contraceptive prevalence
14. Antenatal care coverage
15. Age-specific fertility rate for young
women
16. Unmet need for family planning for
young women
12. Safe

UNICEF/HQ07-0976/Olivier Asselin

15

14
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National planning to prevent violence should be based on

123
456
789

a consensus developed by a wide range of governmental

THE GLOBAL CAMPAIGN FOR VIOLENCE

1
RECOMMENDATION

Brochure design
Milestones of a Global Campaign for Violence Prevention,
32 pages, in English and French.

Create, implement and
monitor a national action
plan for violence prevention

and non-governmental actors. It should enable collabora-

RECOMMENDATIONS OF THE WORLD REPORT

violence, such as the criminal justice, education, labour,

ON VIOLENCE AND HEALTH. APART FROM THE

health and social welfare sectors. As a follow up to the

World Health Organization
20 Avenue Appia
1211 Geneva 27
Switzerland
Phone + 41 22 791 25 33
Fax +41 22 791 43 32
E-mail: violenceprevention@who.int
Web: www.who.int/violence_injury_prevention/

PREVENTION SERVES AS THE MAIN
PLATFORM FOR IMPLEMENTING THE

tion between sectors that might contribute to preventing

INITIATIVES ALREADY MENTIONED, THE
FOLLOWING GIVES A BRIEF OVERVIEW OF

launch of the World report on violence and health, the

SOME OF THE ADDITIONAL ACTIVITIES THAT

following steps have been taken:

HAVE TAKEN PLACE IN THE CONTEXT OF THE
IMPLEMENTATION OF EACH OF THE
REPORT’S RECOMMENDATIONS.

Brochure design

MILESTONES OF A GLOBAL CAMPAIGN

FOR VIOLENCE PREVENTION

Treating 3 Million by 2005, 2003, 32 pages,
in 6 official languages.
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Treating 3 Million By 2005: M aking It H ap p en
Of the 6 million people who currently urgently need antiretroviral therapy in
developing countries, fewer than 8% are receiving it. Without rapid access to
properly managed treatment, these millions of women, children and men will die.
This human toll and the accompanying social and economic devastation can be
averted. The delivery of antiretroviral therapy in resource-poor settings, once
thought impossible, has been shown to be feasible. The prices of antiretroviral

Estimated percentage of adults covered among those in need of
antiretroviral treatment, situation as of November 2003
WORLD HEALTH ORGANIZATION

2

MILESTONES OF A GLOBAL CAMPAIGN FOR VIOLENCE PREVENTION

MILESTONES OF A GLOBAL CAMPAIGN FOR VIOLENCE PREVENTION

Violence cuts short the lives of millions of people across the
world each year, and damages the lives of millions more. It
knows no boundaries of geography, race, age or income. It
strikes at children, young people, women and the elderly. It
finds its way into homes, schools and the workplace. Men and
women everywhere have the right to live their lives and raise
their children free from the fear of violence. We must help them

3

The series of posters, Violence in Red, portrays striking close-ups of parts of the human body coloured in red,
symbolizing the impact of violence on the body and on health in general. The text on the posters describes the large
number of people directly affected by violence each year.

Coverage
75% – 100%
50% – 74.9%
25% – 49.9%
5% – 24.9%
Less than 5%
No reports of
people on
treatment

– Kofi Annan, Secretary-General,
United Nations, Nobel Peace Laureate, 2001

The World report on violence and health is the result
of three years of work, involving more than 170
experts from approximately 60 countries, led by
an Editorial Committee composed of Drs
Etienne Krug, Linda Dahlberg, James Mercy,
Anthony Zwi and Rafael Lozano. The report
shows that, in the year 2000, an estimated
815,000 people died by suicide, 520,000
people by homicide, and 310,000 people
as a direct result of war-related injuries.
Among people aged 15-44, violence
accounted for 14% of male deaths and
7% of female deaths. Keeping in mind
that one of the most common settings
for violence is the home, studies suggest that approximately:
■ 40-70% of female murder victims
are killed by their husband or
boyfriend,
■ 545 children and young people aged
10-29 years die violently each day,
■ 4-6% of older people experience
some form of abuse in the home,
■ 20% of women and 5-10% of men
have suffered sexual abuse as children.
A major finding of the report is that no
single factor explains why one individual, community or society is more or
less likely to experience violence.
Instead, it shows that violence is rooted in the interaction of factors, ranging from the biological to the political.
The report captures this in an ecological model that organizes the risk factors for violence into four interacting

The designations employed and the presentation of material on this map do not imply the expression of any opinion whatsoever on the part of the
World Health Organization concerning the legal status of any country, territory, city or area or of its authorities, or concerning the delimitation of its frontiers
or boundaries. Dashed lines represent approximate border lines for which there may not yet be full agreement.

levels: the individual, close relationships, community contexts
and societal factors. Individual-level risks include demographic factors such as age, income and education, psychological
and personality disorders, alcohol and substance abuse, and
a history of engaging in violent behaviour or experiencing
abuse. Relationship-level risk factors include poor parenting
practices and family dysfunction, marital conflict around
gender roles and resources, and associating with friends
who engage in violent or delinquent behaviour. At the community level, some of the risk factors are poverty, homelessness, unemployment, and the social isolation resulting from
these issues and also affecting people who have to move frequently and thus have little sense of belonging to a community. The existence of a local drug trade, and weak policies and
programmes within institutions are also risk factors at this level.
Societal level risks include economic, social, health, and education polices that maintain or increase economic and social
inequalities, social and cultural norms which support the use of
violence, the availability of firearms and other weapons, and
weak criminal justice systems that leave perpetrators immune
to prosecution. Interventions at all levels of the model are
needed to prevent violence.

34

Treating 3 Million By 2005: M aking It H ap p en

Pillar one

Global leadership, strong

In 2001, partners within the Joint United Nations Programme on HIV/AIDS
(UNAIDS) and other organizations along with scientists at WHO calculated that,
under optimal conditions, 3 million people living in developing countries could
be provided antiretroviral therapy and access to medical services by the end of
2005. Nevertheless, treatment enrolment in afflicted countries continued to lag.
On 22 September 2003, LEE Jong-wook, Director-General of WHO, joined with
Peter Piot, Executive Director of UNAIDS and Richard Feachem, Executive
Director of the Global Fund to Fight AIDS, Tuberculosis and Malaria to declare

Anne x One

35

partnership and advocacy
Assumptions
■

1c WHO identifies the 3 by 5 target as an institutional priority and
realigns expertise and activities across the Organization to achieve
this target

1d WHO commits additional resources to 3 by 5, while maintaining
full support for its overall programme in HIV/AIDS, including
prevention
1e WHO establishes internal mechanisms for coordination and
connectivity across the Organization to support the 3 by 5
Initiative
1f

conflict. It advances our analysis of the

– Nelson Mandela, Former President of South Africa

2%
84%
19%
5%
7%
6%
7%

1a

the all-too-visible tragedy of societies in

consensus and public investment.

COVERAGE

4 400 000
250 000
80 000
100 000
900 000
170 000
5 900 000

Verifia ble indic ators

society’s most vulnerable individuals to

happen: they are the result of collective

ESTIMATED
NEED

100 000
210 000
15 000
5 000
60 000
10 000
400 000

1a WHO exercises its leadership role in care and treatment within
UNAIDS and sets an ambitious, time-bound numerical target
1b WHO highlights the need for urgent action

violence, from the “invisible” suffering of

that safety and security don’t just

NUMBER OF PEOPLE
ON TREATMENT

Action step s

societies. It illuminates the different faces of

society. And in doing so, it reminds us

Africa
Americas
Europe (Eastern Europe, Central Asia)
Eastern Mediterranean
South-East Asia
Western Pacific
ALL WHO REGIONS

1. Visible WHO leadership and
commitment to urgent action to reach
the goal of universal access to
antiretroviral therapy

understanding of violence and its impact on

possible responses of different sectors of

REGION

St rat eg ies

This report makes a major contribution to our

factors that lead to violence, and the

5

Cove ra ge of ad u lt s i n de ve lopi n g c o un t r ies wi t h
a nt i re t roviral t he ra py, by WHO R eg io n , 20 0 3

drugs, which until recently put them far beyond the reach of low-income countries, have dropped sharply. A growing worldwide political mobilization, led by
people living with HIV/AIDS, has educated communities and governments,
affirming treatment as a human right. The World Bank has channelled increased
funding into HIV/AIDS. New institutions such as the Global Fund to Fight AIDS,
Tuberculosis and Malaria and ambitious bilateral programmes, including the
United States Presidential Emergency Plan for AIDS Relief, have been launched,
reflecting an exceptional level of political will and unprecedented resources for
the HIV/AIDS battle. This unique combination of opportunity and political will
must now be seized with urgent action.

enjoy that right by making it clearly understood that violence is
preventable, and by working together to identify and address its
underlying causes.

Back gro u nd

2. Locate the 3 by 5 Initiative within the
broader development context

2a

WHO enables all staff to access antiretroviral therapy

Develop guidelines for the ethical and equitable scaling up of
antiretroviral therapy programmes in accordance with the 3 by 5
Initiative
2b Work with UNAIDS and partners to develop principles for
implementing 3 by 5 programmes that promote gender equality,
are inclusive of children and marginalized groups and maintain an
overt pro-poor approach
2c Identify ways to link progress on 3 by 5 and beyond with relevant
Millennium Development Goals and targets

Announcement of 3 by 5 target

1b Declaration that the antiretroviral therapy gap is a
global health emergency
1c Commitment to 3 by 5 in all relevant fora,
documents and policy statements
New budget and appropriate resources devoted to 3
by 5, with more than 75% allocated to the regional
and country levels
1d WHO HIV/AIDS budget for 2004–2005
Outputs and deliverables specific to HIV/AIDS
1e

1f

Establishment and activities of the internal steering
group and cross-cluster task force
Adequate information technology systems to
connect WHO
Revision of staff treatment policy

2a

Publication and use of ethics and equity guidelines

WHO leadership endorsed and supported by UNAIDS
and partners
3 by 5 target adopted by UNAIDS and partners
■ Declaration of emergency accepted and acted on by
WHO and UNAIDS
■ WHO commitment to 3 by 5 is maintained at the
highest level and is manifested by concrete support
from the entire Organization
■ Additional funding (US$ 350 million) is secured for
the 3 by 5 Initiative to be fully implemented
■

Equitable and pro-poor approaches are formulated
that high-burden countries can adopt and act upon
All donors recognize the importance of accelerated
responses to scaling up antiretroviral therapy to
mitigate the impact of HIV and to reverse declines in
development indicators in high-burden countries
■ The specific contribution of 3 by 5 to achieving
relevant Millennium Development Goals can be
disaggregated and highlighted
■
■

2b Publication and use of principles for 3 by 5
programmes
Programme monitoring includes data on gender,
age, socioeconomic status and marginalization
2c Progress on achieving relevant Millennium
Development Goals is related and attributable to
progress in 3 by 5 and beyond
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b2

ASK, CHECK RECORD LOOK, LISTEN, FEEL
■

Why did you come?
for yourself?
for the baby?
How old is the baby?
What is the concern?

→
→
■
■

SIGNS

is the woman being wheeled or
carried in or:
bleeding vaginally
convulsing
looking very ill
unconscious
in severe pain
in labour
delivery is imminent

CLASSIFY

If the woman is or has:
unconscious (does not answer)
convulsing
bleeding
severe abdominal pain or looks very ill
headache and visual disturbance
severe difficulty breathing
fever
severe vomiting.
■
■
■

■
■
■
■
■
■
■

■
■
■
■
■

check if baby is or has:
very small
convulsing
breathing difficulty

■
■

■
■
■

Imminent delivery or
Labour

If the baby is or has:
very small
convulsions
difficult breathing
just born
any maternal concern.

■
■

�

if emergency for woman or baby or labour, go to
if no emergency, go to relevant section

b3

Pregnant woman, or after delivery,
with no danger signs
A newborn with no danger signs or
maternal complaints.

■

■

Transfer woman to a treatment room for Rapid
assessment and management b3-b7 .
Call for help if needed.
Reassure the woman that she will be taken care of
immediately.
Ask her companion to stay.

■
■

Transfer the woman to the labour ward.
Call for immediate assessment.

■
■

emergency
for baby

■

routine care

■

■

Transfer the baby to the treatment
immediate Newborn care J-J .
Ask the mother to stay.

■

Perform Quick check immediately after the woman arrives b2 .
If any danger sign is seen, help the woman and send her quickly to the emergency room.

■

Always begin a clinical visit with Rapid assessment and management (RAM) b3-b7 :
→		Check for emergency signs first b3-b6 .
If present, provide emergency treatment and refer the woman urgently to hospital.
Complete the referral form n2 .
→ Check for priority signs. If present, manage according to charts b7 .
→ If no emergency or priority signs, allow the woman to wait in line for routine care, according to pregnancy status.

room for

Keep the woman and baby in the waiting room for
routine care.

.

B3

rapid assessment and management (ram)
use this chart for rapid assessment and management (ram) of all women of childbearing age, and also for women in labour, on first arrival and periodically throughout
labour, delivery and the postpartum period. assess for all emergency and priority signs and give appropriate treatments, then refer the woman to hospital.first assess

EMERGENCY SIGNS

MEASuRE

TREATMENT

do all emergency steps before referral

airway and breathing
■
■

Very difficult breathing or
Central cyanosis

■
■

Manage airway and breathing b9 .
refer woman urgently to hospital* b7 .

This may be pneumonia, severe
anaemia with heart failure,
obstructed breathing, asthma.

Cold moist skin or
Weak and fast pulse

■
■

Measure blood pressure. If systolic BP < 90 mmHg or pulse >110 per minute:
Position the woman on her left side with legs higher than chest.
Insert an IV line b9 .
Give fluids rapidly b9 .
If not able to insert peripheral IV, use alternative b9 .
Keep her warm (cover her).
refer her urgently to hospital* b7 .

Measure blood pressure
Count pulse

■
■
■

rapid assessment and
management (ram) ()
Airway and breathing
Circulation and shock

circulation (shock)
■
■

This may be haemorrhagic shock,
septic shock.

■
■
■

* But if birth is imminent (bulging, thin perineum during contractions, visible
fetal head), transfer woman to labour room and proceed as on d-d28 .

�

next: Vaginal bleeding

Rapid assessment and management (RAM) Airway and breathing, circulation (shock)

b3

Rapid assessment and management (RAM) Vaginal bleeding

b4

vaginal bleeding
■ assess
■ assess

pregnancy status
amount of bleeding

PREGNANCY STATuS

BLEEDING

early pregnancy
not aware of pregnancy, or not pregnant
(uterus NOT above umbilicus)

TREATMENT

heavy bleeding
Pad or cloth soaked in < 5 minutes.

light bleeding
late pregnancy
(uterus above umbilicus)

any bleeding is dangerous

■
■
■
■

Insert an IV line b9 .
Give fluids rapidly b9 .
Give 0.2 mg ergometrine IM b0 .
Repeat 0.2 mg ergometrine IM/IV if bleeding continues.
If suspect possible complicated abortion, give appropriate IM/IV antibiotics b5 .
refer woman urgently to hospital b7 .

■
■

Examine woman as on b9 .
If pregnancy not likely, refer to other clinical guidelines.

■
■

B4

rapid assessment and
management (ram) (2)

B5

rapid assessment and
management (ram) (3)

B6

rapid assessment and
management (ram) (4)

B7

rapid assessment and
management (ram) (5)

This may be abortion,
menorrhagia, ectopic pregnancy.

do not do vaginal examination, but:
Insert an IV line b9 .
Give fluids rapidly if heavy bleeding or shock b3 .
refer woman urgently to hospital* b7 .

This may be placenta previa,
abruptio placentae, ruptured
uterus.

do not do vaginal examination, but:
Insert an IV line b9 .
Give fluids rapidly if heavy bleeding or shock b3 .
refer woman urgently to hospital* b7 .

This may be
placenta previa, abruptio
placenta, ruptured uterus.

■
■

bleeding
more than 00 ml
since labour began

■
■
■

■
■
■
■

placenta not delivered

Call for extra help.
Massage uterus until it is hard and give oxytocin 10 Iu IM b0 .
Insert an IV line b9 and give IV fluids with 20 Iu oxytocin at 60 drops/minute.
Empty bladder. Catheterize if necessary b2 .
Check and record BP and pulse every 15 minutes and treat as on b3 .

This may be uterine atony,
retained placenta, ruptured
uterus, vaginal or cervical tear.

When uterus is hard, deliver placenta by controlled cord traction d2 .
If unsuccessful and bleeding continues, remove placenta manually and check placenta b .
Give appropriate IM/IV antibiotics b5 .
If unable to remove placenta, refer woman urgently to hospital b7 .
During transfer, continue IV fluids with 20 Iu of oxytocin at 30 drops/minute.

if placenta is complete:
Massage uterus to express any clots b0 .
If uterus remains soft, give ergometrine 0.2 mg IV b0 .
do not give ergometrine to women with eclampsia, pre-eclampsia or known hypertension.
Continue IV fluids with 20 Iu oxytocin/litre at 30 drops/minute.
Continue massaging uterus till it is hard.
if placenta is incomplete (or not available for inspection):
Remove placental fragments b .
Give appropriate IM/IV antibiotics b5 .
If unable to remove, refer woman urgently to hospital b7 .

■
■

placenta delivered
check placenta b

■
■
■
■
■

check for perineal and lower
vaginal tears

■
■

heavy bleeding

controlled bleeding

If third degree tear (involving rectum or anus), refer woman urgently to hospital b7 .
For other tears: apply pressure over the tear with a sterile pad or gauze and put legs together. Do not cross ankles.
Check after 5 minutes, if bleeding persists repair the tear b2 .

■
■
■
■

Continue IV fluids with 20 units of oxytocin at 30 drops/minute. Insert second IV line.
Apply bimanual uterine or aortic compression b0 .
Give appropriate IM/IV antibiotics b5 .
refer woman urgently to hospital b7 .

■

Continue oxytocin infusion with 20 Iu/litre of IV fluids at 20 drops/min for at least one hour after bleeding stops
b0 .
Observe closely (every 30 minutes) for 4 hours. Keep nearby for 24 hours. If severe pallor, refer to health centre.
Examine the woman using Assess the mother after delivery d2 .

■
■

next: Convulsions or unconscious

EMERGENCY SIGNS

MEASuRE

Convulsing (now or recently), or
unconscious
If unconscious, ask relative
“has there been a recent convulsion?”

■
■
■

Measure blood pressure
Measure temperature
Assess pregnancy status

Protect woman from fall and injury. Get help.
Manage airway b9 .
After convulsion ends, help woman onto her left side.
Insert an IV line and give fluids slowly (30 drops/min) b9 .
Give magnesium sulphate b3 .
If early pregnancy, give diazepam IV or rectally b4 .
If diastolic BP >110mm of Hg, give antihypertensive b4 .
If temperature >38ºC, or history of fever, also give treatment for dangerous
fever (below).
■ refer woman urgently to hospital* b7 .
■
■
■

This may be eclampsia.

■
■
■
■
■

measure bp and temperature
If diastolic BP >110mm of Hg, give antihypertensive b4 .
If temperature >38ºC, or history of fever, also give treatment for dangerous
fever (below).
refer woman urgently to hospital* b7 .

Convulsions
Severe abdominal pain
Dangerous fever

■
■
■

severe abdominal pain
■

Severe abdominal pain (not normal labour)

■
■

Measure blood pressure
Measure temperature

■
■

■

Measure temperature

■
■
■
■
■

■
■

Insert an IV line and give fluids b9 .
If temperature more than 38ºC, give first dose of appropriate IM/IV
antiobiotics b5 .
refer woman urgently to hospital* b7 .
If systolic BP <90 mm Hg see b3 .

This may be ruptured uterus,
obstructed labour, abruptio
placenta, puerperal or postabortion sepsis, ectopic
pregnancy.

Insert an IV line b9 .
Give fluids slowly b9 .
Give first dose of appropriate IM/IV antibiotics b5 .
Give artemether IM (if not available, give quinine IM) and glucose b6 .
refer woman urgently to hospital* b7 .

This may be malaria,
meningitis, pneumonia,
septicemia.

dangerous fever
Fever (temperature more than 38ºC)
and any of:
Very fast breathing
Stiff neck
Lethargy
Very weak/not able to stand

■
■
■
■

* But if birth is imminent (bulging, thin perineum during contractions, visible
fetal head), transfer woman to labour room and proceed as on d-d28 .

�

next: Priority signs

PRIORITY SIGNS

MEASuRE

TREATMENT

labour
■
■

Labour pains or
Ruptured membranes

■

Manage as for Childbirth d-d28 .

■
■
■
■

If pregnant (and not in labour), provide antenatal care c-c8 .
If recently given birth, provide postpartum care d2 . and e-e0 .
If recent abortion, provide post-abortion care b20-b2 .
If early pregnancy, or not aware of pregnancy, check for ectopic pregnancy b9 .

■
■

If pregnant (and not in labour), provide antenatal care c-c8 .
If recently given birth, provide postpartum care e-e0 .

other danger signs or symptoms
If any of:
Severe pallor
Epigastric or abdominal pain
Severe headache
Blurred vision
Fever (temperature more than 38ºC)
Breathing difficulty

■

■
■

Measure blood pressure
Measure temperature

■
■
■
■
■

if no emergency or priority signs, non urgent
■
■

No emergency signs or
No priority signs

priority signs
Labour
Other danger signs or symptoms
Non-urgent

b7

Rapid assessment and management (RAM) Priority signs

b

b2

CLASSIFY

TREAT

is the woman being wheeled or
carried in or:
■ bleeding vaginally
■ convulsing
■ looking very ill
■ unconscious
■ in severe pain
■ in labour
■ delivery is imminent

If the woman is or has:
■ unconscious (does not answer)
■ convulsing
■ bleeding
■ severe abdominal pain or looks very ill
■ headache and visual disturbance
■ severe difficulty breathing
■ fever
■ severe vomiting.

emergency
for woman

■

check if baby is or has:
very small
convulsing
breathing difficulty

■
■

■
■
■

Imminent delivery or
Labour

If the baby is or has:
■ very small
■ convulsions
■ difficult breathing
■ just born
■ any maternal concern.
■
■

for woman or baby or labour, go to
t ifif emergency
no emergency, go to relevant section

b3

Pregnant woman, or after delivery,
with no danger signs
A newborn with no danger signs or
maternal complaints.

■

Transfer woman to a treatment room for Rapid
assessment and management b3-b7 .
Call for help if needed.
Reassure the woman that she will be taken care of
immediately.
Ask her companion to stay.

labour

■
■

Transfer the woman to the labour ward.
Call for immediate assessment.

emergency
for baby

■

Transfer the baby to the treatment room for
immediate Newborn care J-J .
Ask the mother to stay.

■
■

■

routine care

■

Keep the woman and baby in the waiting room for
routine care.

.

rapid assessment and management (ram)
use this chart for rapid assessment and management (ram) of all women of childbearing age, and also for women in labour, on first arrival and periodically throughout
labour, delivery and the postpartum period. assess for all emergency and priority signs and give appropriate treatments, then refer the woman to hospital.-

EMERGENCY SIGNS

MEASuRE

TREATMENT

do all emergency steps before referral

airway and breathing
Very difficult breathing or
Central cyanosis

■
■

Manage airway and breathing b9 .
refer woman urgently to hospital*

This may be pneumonia, severe
anaemia with heart failure,
obstructed breathing, asthma.

b7 .

circulation (shock)
■
■

Cold moist skin or
Weak and fast pulse

■
■

Measure blood pressure. If systolic BP < 90 mmHg or pulse >110 per minute:
Position the woman on her left side with legs higher than chest.
Insert an IV line b9 .
Give fluids rapidly b9 .
If not able to insert peripheral IV, use alternative b9 .
Keep her warm (cover her).
refer her urgently to hospital* b7 .

Measure blood pressure
Count pulse

This may be haemorrhagic shock,
septic shock.

■
■
■
■
■
■

* But if birth is imminent (bulging, thin perineum during contractions, visible
fetal head), transfer woman to labour room and proceed as on d-d28 .

MEASuRE

TREATMENT

Measure blood pressure
Measure temperature
■ Assess pregnancy status

■
■

Framework For developinG
health-based emF standards

convulsions or unconscious
■
■

Convulsing (now or recently), or
unconscious
If unconscious, ask relative
“has there been a recent convulsion?”

■
■

■
■
■
■
■
■
■

Protect woman from fall and injury. Get help.
Manage airway b9 .
After convulsion ends, help woman onto her left side.
Insert an IV line and give fluids slowly (30 drops/min) b9 .
Give magnesium sulphate b3 .
If early pregnancy, give diazepam IV or rectally b4 .
If diastolic BP >110mm of Hg, give antihypertensive b4 .
If temperature >38ºC, or history of fever, also give treatment for dangerous
fever (below).
refer woman urgently to hospital* b7 .

This may be eclampsia.

measure bp and temperature
If diastolic BP >110mm of Hg, give antihypertensive b4 .
If temperature >38ºC, or history of fever, also give treatment for dangerous
fever (below).
refer woman urgently to hospital* b7 .

■
■
■

severe abdominal pain
■

Severe abdominal pain (not normal labour)

■
■

Measure blood pressure
Measure temperature

■
■

Insert an IV line and give fluids b9 .
If temperature more than 38ºC, give first dose of appropriate IM/IV
antiobiotics b5 .
refer woman urgently to hospital* b7 .
If systolic BP <90 mm Hg see b3 .

■
■
■
■
■

Insert an IV line b9 .
Give fluids slowly b9 .
Give first dose of appropriate IM/IV antibiotics b5 .
Give artemether IM (if not available, give quinine IM) and glucose b6 .
refer woman urgently to hospital* b7 .

■
■

This may be ruptured uterus,

1

obstructed labour, abruptio
placenta, puerperal or postabortion sepsis, ectopic
pregnancy.

dangerous fever
Fever (temperature more than 38ºC)
and any of:
Very fast breathing
Stiff neck
Lethargy
Very weak/not able to stand

■

Measure temperature

■
■
■
■

Why a sTandards frameWork?

This may be malaria,
meningitis, pneumonia,
septicemia.

* But if birth is imminent (bulging, thin perineum during contractions, visible
fetal head), transfer woman to labour room and proceed as on d-d28 .

t next: Priority signs

PRIORITY SIGNS

MEASuRE

TREATMENT

labour
■
■

Labour pains or
Ruptured membranes

■

Manage as for Childbirth d-d28 .

■
■
■
■

If pregnant (and not in labour), provide antenatal care c-c9 .
If recently given birth, provide postpartum care d2 . and e-e0 .
If recent abortion, provide post-abortion care b20-b2 .
If early pregnancy, or not aware of pregnancy, check for ectopic pregnancy b9 .

other danger signs or symptoms
If any of:
■ Severe pallor
■ Epigastric or abdominal pain
■ Severe headache
■ Blurred vision
■ Fever (temperature more than 38ºC)
■ Breathing difficulty

■
■

Measure blood pressure
Measure temperature

if no emergency or priority signs, non urgent
■
■

No emergency signs or
No priority signs

■
■

If pregnant (and not in labour), provide antenatal care c-c9 .
If recently given birth, provide postpartum care e-e0 .

With the growth of electric power generation and transmission, the development of
new telecommunication systems and advances in medical and industrial applications,
humans are increasingly exposed to electromagnetic fields (EMF). The need to
understand the potentially harmful effects of EMF on human health has been met by
several decades of research, but the development of exposure standards is more recent
and a variety of national standards now exist.
Globalization of trade and the rapid expansion in the use of technologies emitting EMF
have focused attention on the differences that exist in exposure guidelines or standards
in various countries. In some cases, these differences are large. Some of the disparities
in EMF standards around the world have arisen from the use of only national databases,
different criteria for accepting or assessing individual studies, varying interpretations
of the scientific data or different philosophies for public health standards development.
Such differences in EMF exposure guidelines might reflect, in part, deficiencies in
communications among scientists between different regions as well as certain social
differences.
Large disparities between national limits and international guidelines can foster
confusion for regulators and policy makers, increase public anxiety and provide a
challenge to manufacturers and operators of communications systems who need to
tailor their products to each market. These factors have motivated the World Health
Organization (WHO) to build a Framework for developing health-based EMF exposure
standards using a rational scientifically-driven process.

Public Health and Environment
World Health Organization
21 Avenue Appia
CH-1211 Geneva 27
Switzerland
Tel: +41 22 791 2111
Fax:+41 22 791 4123
Email: emfproject@who.int

1.1 guiding PrinCiPles

WHO encourages the establishment of exposure limits and other control measures that
provide the same or similar level of health protection for all people. It endorses the guidelines
7

model leGislation For
electromaGnetic Fields protection

Framework GuidinG public health policy options

in areas oF scientiFic uncertainty

Rapid assessment and management (RAM) Priority signs

b7

Emergency treatments for the woman

B

with particular reFerence to electromaGnetic Fields

t next: Vaginal bleeding

■
■
■
■
■
■

light bleeding

■
■

late pregnancy
(uterus above umbilicus)

any bleeding is dangerous

Insert an IV line b9 .
Give fluids rapidly b9 .
Give 0.2 mg ergometrine IM b0 .
Repeat 0.2 mg ergometrine IM/IV if bleeding continues.
If suspect possible complicated abortion, give appropriate IM/IV antibiotics
refer woman urgently to hospital b7 .

do not do vaginal examination, but:
Insert an IV line b9 .
Give fluids rapidly if heavy bleeding or shock
refer woman urgently to hospital* b7 .

do not do vaginal examination, but:
Insert an IV line b9 .
Give fluids rapidly if heavy bleeding or shock
refer woman urgently to hospital* b7 .

bleeding
more than 00 ml
since labour began

menorrhagia, ectopic pregnancy.

b5 .

Examine woman as on b9 .
If pregnancy not likely, refer to other clinical guidelines.

■
■
■

during labour
before delivery of baby

This may be abortion,

■
■
■

b3

This may be placenta previa,
abruptio placentae, ruptured
uterus.

.

EmErgEncy trEatmEnts for thE woman

B9

airway, BrEathing and circulation
Manage the airway and breathing
If the woman has great difficulty breathing and:
If you suspect obstruction:
→ Try to clear the airway and dislodge obstruction
→ Help the woman to find the best position for breathing
→ urgently refer the woman to hospital.
■

Insert IV line and give fluids
■ Wash hands with soap and water and put on gloves.
■ Clean woman’s skin with spirit at site for IV line.
■ Insert an intravenous line (IV line) using a 16-18 gauge needle.
■ Attach Ringer’s lactate or normal saline. Ensure infusion is running well.

Give fluids at rapid rate if shock, systolic BP<90 mmHg, pulse>110/minute, or heavy vaginal bleeding:
■

If the woman is unconscious:
→ Keep her on her back, arms at the side
→ Tilt her head backwards (unless trauma is suspected)
→ Lift her chin to open airway
→ Inspect her mouth for foreign body; remove if found
→ Clear secretions from throat.

■

If the woman is not breathing:
→ Ventilate with bag and mask until she starts breathing spontaneously
If woman still has great difficulty breathing, keep her propped up, and
refer the woman urgently to hospital.

■ Infuse 1 litre in 30 minutes at 30 ml/minute. Repeat if necessary.
■ Monitor every 15 minutes for:

→ blood pressure (BP) and pulse
→ shortness of breath or puffiness.
■ Reduce the infusion rate to 3 ml/minute (1 litre in 6-8 hours) when pulse slows to less than 100/
■ Reduce the infusion rate to 0.5 ml/minute if breathing difficulty or puffiness develops.
■ Monitor urine output.
■ Record time and amount of fluids given.

Give fluids at moderate rate if severe abdominal pain, obstructed labour, ectopic pregnancy, dangerous
fever or dehydration:
■ Infuse 1 litre in 2-3 hours.
Give fluids at slow rate if severe anaemia/severe pre-eclampsia or eclampsia:
■ Infuse 1 litre in 6-8 hours.

If intravenous access not possible
■
■

Give oral rehydration solution (ORS) by mouth if able to drink, or by nasogastric (NG) tube.
Quantity of ORS: 300 to 500 ml in 1 hour.

do not give ORS to a woman who is unconscious or has convulsions.

Airway, breathing and circulation

B

Bleeding (1)

B10

BlEEding
Massage uterus and expel clots
If heavy postpartum bleeding persists after placenta is delivered, or uterus is not well contracted (is soft):
Place cupped palm on uterine fundus and feel for state of contraction.
Massage fundus in a circular motion with cupped palm until uterus is well contracted.
When well contracted, place fingers behind fundus and push down in one swift action to expel clots.
Collect blood in a container placed close to the vulva. Measure or estimate blood loss, and record.

B10

Give oxytocin

If heavy postpartum bleeding persists despite uterine massage, oxytocin/ergometrine treatment and
removal of placenta:
Wear sterile or clean gloves.
Introduce the right hand into the vagina, clenched fist, with the back of the hand directed posteriorly
and the knuckles in the anterior fornix.
Place the other hand on the abdomen behind the uterus and squeeze the uterus firmly between the
two hands.
Continue compression until bleeding stops (no bleeding if the compression is released).
If bleeding persists, apply aortic compression and transport woman to hospital.

initial dose
IM/IV: 10 IU

continuing dose
IM/IV: repeat 10 IU
after 20 minutes
if heavy bleeding persists
IV infusion:
10 IU in 1 litre
at 30 drops/min

IV infusion:
20 IU in 1 litre
at 60 drops/min

maximum dose
Not more than 3 litres
of IV fluids containing
oxytocin

■
■
■

Give ergometrine
If heavy bleeding in early pregnancy or postpartum bleeding (after oxytocin) but
do not give if eclampsia, pre-eclampsia, or hypertension

■
■

Apply aortic compression

initial dose
IM/IV:0.2 mg
slowly

If heavy postpartum bleeding persists despite uterine massage, oxytocin/ergometrine treatment and
removal of placenta:

continuing dose
IM: repeat 0.2 mg
IM after 15 minutes if heavy
bleeding persists

maximum dose
Not more than
5 doses (total 1.0 mg)

■ Feel for femoral pulse.
■ Apply pressure above the umbilicus to stop bleeding. Apply sufficient pressure until femoral pulse is not felt.
■ After finding correct site, show assistant or relative how to apply pressure, if necessary.
■ Continue pressure until bleeding stops. If bleeding persists, keep applying pressure while transporting

woman to hospital.

Remove placenta and fragments manually
■
■

If placenta not delivered 1 hour after delivery of the baby, OR
If heavy vaginal bleeding continues despite massage and oxytocin and placenta cannot be delivered
by controlled cord traction, or if placenta is incomplete and bleeding continues.

After manual removal of the placenta
■
■
■
■

preparation
■ Explain to the woman the need for manual removal of the placenta and obtain her consent.
■ Insert an IV line. If bleeding, give fluids rapidly. If not bleeding, give fluids slowly B .
■ Assist woman to get onto her back.
■ Give diazepam (10-mg IM/IV).
■ Clean vulva and perineal area.
■ Ensure the bladder is empty. Catheterize if necessary B12 .
■ Wash hands and forearms well and put on long sterile gloves (and an apron or gown if available).
technique
With the left hand, hold the umbilical cord with the clamp. Then pull the cord gently until it is
horizontal.
Insert right hand into the vagina and up into the uterus.
Leave the cord and hold the fundus with the left hand in order to support the fundus of the uterus
and to provide counter-traction during removal.
Move the fingers of the right hand sideways until edge of the placenta is located.
Detach the placenta from the implantation site by keeping the fingers tightly together and using the
edge of the hand to gradually make a space between the placenta and the uterine wall.
Proceed gradually all around the placental bed until the whole placenta is detached from the uterine
wall.
Withdraw the right hand from the uterus gradually, bringing the placenta with it.
Explore the inside of the uterine cavity to ensure all placental tissue has been removed.
With the left hand, provide counter-traction to the fundus through the abdomen by pushing it in the
opposite direction of the hand that is being withdrawn. This prevents inversion of the uterus.
Examine the uterine surface of the placenta to ensure that lobes and membranes are complete. If
any placental lobe or tissue fragments are missing, explore again the uterine cavity to remove them.

■
■

■
■

* But if birth is imminent (bulging, thin perineum during contractions, visible
fetal head), transfer woman to labour room and proceed as on d-d28 .

Repeat oxytocin 10-IU IM/IV.
Massage the fundus of the uterus to encourage a tonic uterine contraction.
Give ampicillin 2 g IV/IM B15 .
If fever >38.5°C, foul-smelling lochia or history of rupture of membranes for 18 or more hours, also
give gentamicin 80 mg IM B15 .
If bleeding stops:
→ give fluids slowly for at least 1 hour after removal of placenta.
If heavy bleeding continues:
→ give ergometrine 0.2 mg IM
→ give 20 IU oxytocin in each litre of IV fluids and infuse rapidly
→ refer urgently to hospital B17 .
During transportation, feel continuously whether uterus is well contracted (hard and round). If not,
massage and repeat oxytocin 10 IU IM/IV.
Provide bimanual or aortic compression if severe bleeding before and during transportation B10 .

B11

■
■
■
■
■
■
■
■
■

if hours or days have passed since delivery, or if the placenta is retained due to constriction ring
or closed cervix, it may not be possible to put the hand into the uterus. do not persist. refer
urgently to hospital B17 .

B11

B12

rEpair thE tEar and Empty BladdEr
Repair the tear or episiotomy
■

■

Examine the tear and determine the degree:
→ The tear is small and involved only vaginal mucosa and connective tissues and underlying
muscles (first or second degree tear). If the tear is not bleeding, leave the wound open.
→ The tear is long and deep through the perineum and involves the anal sphincter and rectal mucosa
(third and fourth degree tear). Cover it with a clean pad and refer the woman urgently to hospital B17 .
If first or second degree tear and heavy bleeding persists after applying pressure over the wound:
→ Suture the tear or refer for suturing if no one is available with suturing skills.
→ Suture the tear using universal precautions, aseptic technique and sterile equipment.
→ Use a needle holder and a 21 gauge, 4 cm, curved needle.
→ Use absorbable polyglycon suture material.
→ Make sure that the apex of the tear is reached before you begin suturing.
→ Ensure that edges of the tear match up well.
do not suture if more than 12 hours since delivery. refer woman to hospital.

Empty bladder

Give magnesium sulphate
If severe pre-eclampsia and eclampsia
iV/im combined dose (loading dose)
Insert IV line and give fluids slowly (normal saline or Ringer’s lactate) —
1 litre in 6-8 hours (3-ml/minute) B .
■ Give 4-g of magnesium sulphate (20 ml of 20% solution) IV slowly over 20 minutes
(woman may feel warm during injection).
and:
■ Give 10 g of magnesium sulphate IM: give 5 g (10 ml of 50% solution) IM deep in upper outer
quadrant of each buttock with 1 ml of 2% lignocaine in the same syringe.
if unable to give iV, give im only (loading dose)
Give 10 g of magnesium sulphate IM: give 5 g (10 ml of 50% solution) IM deep in upper outer
quadrant of each buttock with 1 ml of 2% lignocaine in the same syringe.

■

B13

Important considerations in caring for
a woman with eclampsia or pre-eclampsia
■

if convulsions recur
After 15 minutes, give an additional 2 g of magnesium sulphate (10 ml of 20% solution) IV
over 20 minutes. If convulsions still continue, give diazepam B14 .

■

if referral delayed for long, or the woman is in late labour, continue treatment:
Give 5 g of 50% magnesium sulphate solution IM with 1 ml of 2% lignocaine every 4 hours in
alternate buttocks until 24 hours after birth or after last convulsion (whichever is later).
Monitor urine output: collect urine and measure the quantity.
Before giving the next dose of magnesium sulphate, ensure:
→ knee jerk is present
→ urine output >100 ml/4 hrs
→ respiratory rate >16/min.
do not give the next dose if any of these signs:
→knee jerk absent
→urine output <100 ml/4 hrs
→respiratory rate <16/min.
Record findings and drugs given.

■

■
■
■

■

Do not leave the woman on her own.
→ Help her into the left side position and protect her from fall and injury
→ Place padded tongue blades between her teeth to prevent a tongue bite, and secure it to prevent
aspiration (do not attempt this during a convulsion).
Give IV 20% magnesium sulphate slowly over 20 minutes. Rapid injection can cause respiratory
failure or death.
→ If respiratory depression (breathing less than 16/minute) occurs after magnesium sulphate, do
not give any more magnesium sulphate. Give the antidote: calcium gluconate 1 g IV (10 ml of
10% solution) over 10 minutes.
do not give intravenous fluids rapidly.
do not give intravenously 50% magnesium sulphate without dilluting it to 20%.
refer urgently to hospital unless delivery is imminent.
→ If delivery imminent, manage as in Childbirth d1-d2 and accompany the woman during
transport
→ Keep her in the left side position
→ If a convulsion occurs during the journey, give magnesium sulphate and protect her from fall and
injury.
formulation of magnesium sulphate

		

50% solution:
vial containing 5 g in 10 ml (1g/2ml)

20% solution: to make 10 ml of 20% solution,
add 4 ml of 50% solution to 6 ml sterile water

im		
5g
iV		
4g
		
2g

10 ml and 1 ml 2% lignocaine
8 ml
4 ml

Not applicable
20 ml
10 ml

Give the first dose of antibiotic(s) before referral. If referral is delayed or not possible, continue
antibiotics IM/IV for 48 hours after woman is fever free. Then give amoxicillin orally 500 mg 3 times
daily until 7 days of treatment completed.
If signs persist or mother becomes weak or has abdominal pain postpartum, refer urgently to hospital B17 .

condition
Severe abdominal pain
Dangerous fever/very severe febrile disease
Complicated abortion
Uterine and fetal infection
Postpartum bleeding
→ lasting > 24 hours
→ occurring > 24 hours after delivery
Upper urinary tract infection
Pneumonia
Manual removal of placenta/fragments
Risk of uterine and fetal infection
■ In labour > 24 hours
■
■
■
■

infEction
Give appropriate IV/IM antibiotics

antiBiotics
3 antibiotics
■ Ampicillin
■ Gentamicin
■ Metronidazole
2 antibiotics:
■ Ampicillin
■ Gentamicin

■
■
■
■

1 antibiotic:
■ Ampicillin

Give the treatment and refer the woman urgently to hospital B17 .

■

antibiotic

preparation

ampicillin

Vial containing 500 mg as powder:
to be mixed with 2.5 ml sterile water
Vial containing 40 mg/ml in 2 ml
Vial containing 500 mg in 100 ml

First 2 g IV/IM then 1 g

gentamicin
metronidazole

80 mg IM
500 mg or 100 ml IV infusion

every 8 hours
every 8 hours

Erythromycin

Vial containing 500 mg as powder

500 mg IV/IM

every 6 hours

do not giVE im

dosage/route

If drug treatment, give the first dose of the drugs before referral.
Do not delay referral by giving non-urgent treatments.

frequency
every 6 hours

(if allergy to ampicillin)

Infection

B15

Malaria

B16

B16

malaria
Give arthemeter or quinine IM

Give glucose IV

If dangerous fever or very severe febrile disease

		
leading dose for		
assumed weight 50-60 kg
continue treatment		
if unable to refer
■
■

■
■

If dangerous fever or very severe febrile disease treated with quinine

arthemeter

Quinine*

1ml vial containing 80 mg/ml
3.2 mg/kg
2 ml
1.6 mg/kg
1 ml once daily for 3 days**

2 ml vial containing 300 mg/ml
20 mg/kg
4 ml
10 mg/kg
2 ml/8 hours for a total of 7 days**

Give the loading dose of the most effective drug, according to the national policy.
If quinine:
→ divide the required dose equally into 2 injections and give 1 in each anterior thigh
→ always give glucose with quinine.
Refer urgently to hospital B17 .
If delivery imminent or unable to refer immediately, continue treatment as above and refer after
delivery.

50% glucose solution*
25-50 ml
■
■
■

malaria
Give artemether or quinine IM
Give glucose IV

25% glucose solution 10% glucose solution (5 ml/kg)
50-100 ml
125-250 ml

Make sure IV drip is running well. Give glucose by slow IV push.
If no IV glucose is available, give sugar water by mouth or nasogastric tube.
To make sugar water, dissolve 4 level teaspoons of sugar (20 g) in a 200 ml cup of clean water.

* 50% glucose solution is the same as 50% dextrose solution or D50. This solution is irritating to
veins. Dilute it with an equal quantity of sterile water or saline to produce 25% glucose solution.

* These dosages are for quinine dihydrochloride. If quinine base, give 8.2 mg/kg every 8 hours.
** Discontinue parenteral treatment as soon as woman is conscious and able to swallow. Begin oral
treatment according to national guidelines.

B17

rEfEr thE woman urgEntly to thE hospital
Refer the woman urgently to hospital
■
■
■
■

■

After emergency management, discuss decision with woman and relatives.
Quickly organize transport and possible financial aid.
Inform the referral centre if possible by radio or phone.
Accompany the woman if at all possible, or send:
→		 a health worker trained in delivery care
→		 a relative who can donate blood
→		 baby with the mother, if possible
→		 essential emergency drugs and supplies B17 .
→		 referral note n2 .
During journey:
→		 watch IV infusion
→		 if journey is long, give appropriate treatment on the way
→		 keep record of all IV fluids, medications given, time of administration and the woman’s condition.

Essential emergency drugs and supplies
for transport and home delivery
Emergency drugs
Oxytocin
Ergometrine
Magnesium sulphate
Diazepam (parenteral)
Calcium gluconate
Ampicillin
Gentamicin
Metronidazole
Ringer’s lactate

strength and form
10 IU vial
0.2 mg vial
5 g vials (20 g)
10 mg vial
1 g vial
500 mg vial
80 mg vial
500 mg vial
1 litre bottle

Quantity for carry
6
2
4
3
1
4
3
2
4 (if distant referral)

Emergency supplies
IV catheters and tubing
Gloves
Sterile syringes and needles
Urinary catheter
Antiseptic solution
Container for sharps
Bag for trash
Torch and extra battery

2 sets
2 pairs, at least, one pair sterile
5 sets
1
1 small bottle
1
1
1

if delivery is anticipated on the way
Soap, towels
Disposable delivery kit (blade, 3 ties)
Clean cloths (3) for receiving, drying and wrapping the baby
Clean clothes for the baby
Plastic bag for placenta
Resuscitation bag and mask for the baby

2 sets
2 sets
1 set
1 set
1 set
1set

rEfEr thE woman urgEntly
to thE hospital
Refer the woman urgently to the hospital
Essential emergency drugs and supplies
for transport and home delivery

B17

BlEEding (3)

Procedure

After receiving magnesium sulphate a woman feel flushing, thirst, headache, nausea or may vomit.

4

Eclampsia and
prE-Eclampsia (1)
Important considerations in caring for a
woman with eclampsia and pre-eclampsia
Give magnesium sulphate

key elemenTs of emf sTandard seTTing

■

Eclampsia and pre-eclampsia (1)

B13

t next: Vaginal bleeding in postpartum

health risk assessment of the biological effects data and assumes an incomplete
knowledge of the interaction mechanisms. This approach will result in an unduly
conservative standard which could not only restrict technological advances but would be
unacceptable in terms of the loss of benefits accruing from technology; all for protection
against questionable risks. This approach has been the basis for some Eastern European
standards, leading to significantly lower exposure limits (http://www.who.int/docstore/
peh-emf/EMFStandards/).

airway, BrEathing and circulation
x

BLEEDING

TREATMENT

postpartum
(baby is born)

heavy bleeding
■ Pad or cloth soaked in < 5 minutes
■ Constant trickling of blood
■ Bleeding >250 ml or delivered outside
health centre and still bleeding

■
■
■
■
■

Call for extra help.
Massage uterus until it is hard and give oxytocin 10 Iu IM b0 .
Insert an IV line b9 and give IV fluids with 20 Iu oxytocin at 60 drops/minute.
Empty bladder. Catheterize if necessary b2 .
Check and record BP and pulse every 15 minutes and treat as on b3 .

placenta not delivered

■
■
■
■

When uterus is hard, deliver placenta by controlled cord traction d2 .		
If unsuccessful and bleeding continues, remove placenta manually and check placenta
Give appropriate IM/IV antibiotics b5 .
If unable to remove placenta, refer woman urgently to hospital b7 .
During transfer, continue IV fluids with 20 Iu of oxytocin at 30 drops/minute.

Manage the airway and breathing

Insert IV line and give fluids

If the woman has great difficulty breathing and:
If you suspect obstruction:
→ Try to clear the airway and dislodge obstruction
→ Help the woman to find the best position for breathing
→ urgently refer the woman to hospital.

■ Wash hands with soap and water and put on gloves.
■ Clean woman’s skin with spirit at site for IV line.
■ Insert an intravenous line (IV line) using a 16-18 gauge needle.

■
This may be uterine atony,
retained placenta, ruptured
uterus, vaginal or cervical tear.

■

placenta delivered
check placenta

check for perineal and lower
vaginal tears

b

if present

b .

EmErgEncy trEatmEnts for thE woman

check and ask if placenta is delivered

if placenta is complete:
■ Massage uterus to express any clots b0 .
■ If uterus remains soft, give ergometrine 0.2 mg IV b0 .
do not give ergometrine to women with eclampsia, pre-eclampsia or known hypertension.
■ Continue IV fluids with 20 Iu oxytocin/litre at 30 drops/minute.
■ Continue massaging uterus till it is hard.
if placenta is incomplete (or not available for inspection):
■ Remove placental fragments b .
■ Give appropriate IM/IV antibiotics b5 .
■ If unable to remove, refer woman urgently to hospital b7 .
■ Examine the tear and determine the degree b2 .

If third degree tear (inv

heavy bleeding
check if still bleeding

controlled bleeding

t next: Convulsions or unconscious
Rapid assessment and management (RAM) Vaginal bleeding: postpartum

b5

■
■
■

If the woman is unconscious:
→ Keep her on her back, arms at the side
→ Tilt her head backwards (unless trauma is suspected)
→ Lift her chin to open airway
→ Inspect her mouth for foreign body; remove if found
→ Clear secretions from throat.
If the woman is not breathing:
→ Ventilate with bag and mask until she starts breathing spontaneously
If woman still has great difficulty breathing, keep her propped up, and
refer the woman urgently to hospital.

There are a number of approaches that can be taken to determine threshold levels. First,
a threshold exposure level may be derived on the basis of a health risk assessment of the
scientific data. The threshold is judged as being the lowest exposure level, below which
no health hazards have been found. Since there will be some imprecision in determining
this threshold, primarily because of an incomplete knowledge of the biological effects,
a range of uncertainty will exist. The degree of uncertainty will then be directly
proportional to the value of a safety factor that should then be incorporated to arrive
at the final exposure limit (Figure 2). This approach has been the basis of most western
standards, and in particular the ICNIRP international guidelines (ICNIRP, 1998) and
the IEEE/ICES standards (IEEE, 2004, 2005).

Give fluids at rapid rate if shock, systolic BP<90 mmHg, pulse>110/minute, or heavy vaginal bleeding:
■ Infuse 1 litre in 15-20 minutes (as rapid as possible).
■ Infuse 1 litre in 30 minutes at 30 ml/minute. Repeat if necessary.
■ Monitor every 15 minutes for:
→ blood pressure (BP) and pulse
→ shortness of breath or puffiness.
■ Reduce the infusion rate to 3 ml/minute (1 litre in 6-8 hours) when pulse slows to less than 100/
minute, systolic BP increases to 100 mmHg or higher.
■ Reduce the infusion rate to 0.5 ml/minute if breathing difficulty or puffiness develops.
■ Monitor urine output.
■ Record time and amount of fluids given.
Give fluids at moderate rate if severe abdominal pain, obstructed labour, ectopic pregnancy, dangerous
fever or dehydration:
■ Infuse 1 litre in 2-3 hours.
Give fluids at slow rate if severe anaemia/severe pre-eclampsia or eclampsia:
■ Infuse 1 litre in 6-8 hours.

If intravenous access not possible
Give oral rehydration solution (ORS) by mouth if able to drink, or by nasogastric (NG) tube.
Quantity of ORS: 300 to 500 ml in 1 hour.

do not give ORS to a woman who is unconscious or has convulsions.

Airway, breathing and circulation

B

x

x

x

Perform
Risk Assessment

Considerations

› Types of studies
› Criteria for inclusion

› Hierarchy of studies
› Criteria for evaluation
› Weight-of-evidence

› Interpretation of threshold
› BIological effects
› Interaction mechanisms

Hazard Threshold
Safety factor
o

o

o
o

o

Select
Safety Factors

Exposure Limit
(Hazard Approach)

o

Biological Threshold

› Multiple tiers/different
populations
› Level of scientific
uncertainty

Set
Exposure Limits

› Basic restrictions
› Reference levels
› Frequency extrapolation

Ensure
Overall
Practicability

› Explanatory supporting
document
› Compliance measures
› Monitoring system

Safety factor

Exposure Limit
(Biological Approach)
x = biological effect assessed as a health hazard

This approach requires a good understanding of the interaction mechanisms involved
and supposes that a true threshold exists. It also assumes that cumulative effects do
not occur. Evidence for cumulative damage would need to show that small amounts
of damage may be occurring from low level (sub-threshold) exposure and that an
accumulation of this damage is necessary before it becomes detectable. Further, there
is a dependence on information from extensive research, including long-term followup studies. Without such studies, it is possible that illnesses or effects which manifest
themselves after a long latency period would be excluded from consideration.

Figure 2 - Determination of exposure limits using the hazard threshold and
biological approaches (Repacholi, 1983)

Another way of determining exposure limits is to adopt a “biological approach”
(Figure 2). From the scientific database, a threshold exposure level is determined below
which no biological effect is observed. This method alleviates the necessity of making a

Identification and quantification of various adverse effects of EMF exposure on health
are difficult at best, and such judgments require extensive experience and expertise.
Once the threshold exposure level that produces an adverse health effect at the lowest
exposure level has been identified, exposure limits may be derived by reducing this
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Select
Scientific Database

Determine
Threshold Levels

x
x

o

4.1 Threshold leVels

■ Attach Ringer’s lactate or normal saline. Ensure infusion is running well.

■
■

x

Exposure limits are intended to protect against adverse health effects of EMF exposure
across the entire frequency range.

Exposure Level

PREGNANCY STATuS

Public Health and Environment
World Health Organization
21 Avenue Appia
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Email: emfproject@who.int

Public Health and Environment
World Health Organization
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Email: emfproject@who.int

Repair the tear
Empty bladder

If bladder is distended and the woman is unable to pass urine:
Encourage the woman to urinate.
■ If she is unable to urinate, catheterize the bladder:
→ Wash hands
→ Clean urethral area with antiseptic
→ Put on clean gloves
→ Spread labia. Clean area again
→ Insert catheter up to 4 cm
→ Measure urine and record amount
→ Remove catheter.

■
■
■

B12

B15

Give appropriate IV/IM antibiotics
■

■

■

Refer the woman urgently to hospital

■

■

infEction

BlEEding (2)
Remove placenta and fragments manually
After manual removal of the placenta

■

if the placenta does not separate from the uterine surface by gentle sideways movement of the
fingertips at the line of cleavage, suspect placenta accreta. do not persist in efforts to remove
placenta. refer urgently to hospital B17 .

Eclampsia and prE-Eclampsia (1)

EmErgEncy trEatmEnts for thE woman

BlEEding (1)
Massage uterus and expel clots
Apply bimanual uterine compression
Apply aortic compression
Give oxytocin
Give ergometrine

If heavy postpartum bleeding

■
■
■
■

Apply bimanual uterine compression

Bleeding (3)

This may be
placenta previa, abruptio
placenta, ruptured uterus.

.

airway, BrEathing and
circulation
Manage the airway and breathing
Insert IV line and give fluids

■ Infuse 1 litre in 15-20 minutes (as rapid as possible).

minute, systolic BP increases to 100 mmHg or higher.

■
■

Bleeding (2)

b3

This section has details on emergency treatments identified
during Rapid assessment and management (RAM) B3-B6 to be
given before referral.

■

Section 3

heavy bleeding
Pad or cloth soaked in < 5 minutes.

■

Section 4

early pregnancy
not aware of pregnancy, or not pregnant
(uterus NOT above umbilicus)

diazepam: vial containing 10 mg in 2 ml
iV
rectally
10 mg = 2 ml
20 mg = 4 ml
10 mg = 2 ml
10 mg = 2 ml

initial dose
second dose		

o = biological effect assessed as having no apparent health hazard

Section 5

TREATMENT

loading dose rectally
Give 20 mg (4 ml) in a 10 ml syringe (or urinary catheter):
→ Remove the needle, lubricate the barrel and insert the syringe into the rectum to half its length.
→ Discharge the contents and leave the syringe in place, holding the buttocks together for 10
minutes to prevent expulsion of the drug.
If convulsions recur, repeat 10 mg.
maintenance dose
Give additional 10 mg (2 ml) every hour during transport.

www.who.int/emf/

BLEEDING

Eclampsia and
prE-Eclampsia (2)
Give diazepam
Give appropriate antihypertensive

maintenance dose
Give diazepam 40 mg in 500 ml IV fluids (normal saline or Ringer’s lactate) titrated over 6-8 hours
to keep the woman sedated but rousable.
Stop the maintenance dose if breathing <16 breaths/minute.
Assist ventilation if necessary with mask and bag.
Do not give more than 100 mg in 24 hours.
If IV access is not possible (e.g. during convulsion), give diazepam rectally.

■

■

■

www.who.int/emf/

PREGNANCY STATuS

B14

Give appropriate antihypertensive drug
If diastolic blood pressure is > 110-mmHg:
Give hydralazine 5 mg IV slowly (3-4 minutes). If IV not possible give IM.
If diastolic blood pressure remains > 90 mmHg, repeat the dose at 30 minute intervals until
diastolic BP is around 90 mmHg.
■ Do not give more than 20 mg in total.
■
■

loading dose iV
Give diazepam 10 mg IV slowly over 2 minutes.
If convulsions recur, repeat 10 mg.

■
■

■
■
■
■
■

EmErgEncy trEatmEnts for thE woman

pregnancy status
amount of bleeding

Give diazepam
If convulsions occur in early pregnancy or
If magnesium sulphate toxicity occurs or magnesium sulphate is not available.

EmErgEncy trEatmEnts for thE woman

■ assess

Eclampsia and prE-Eclampsia (2)

EmErgEncy trEatmEnts for thE woman

■ assess

B14

Eclampsia and pre-eclampsia (2)

EmErgEncy trEatmEnts for thE woman

vaginal bleeding

EmErgEncy trEatmEnts for thE woman

EmErgEncy trEatmEnts for thE woman

b4

Rapid assessment and management (RAM) Vaginal bleeding

EmErgEncy trEatmEnts for thE woman

b3

EmErgEncy trEatmEnts for thE woman

Rapid assessment and management (RAM) Airway and breathing, circulation (shock)

Quick check, rapid assessment and management of women of childbearing age

EMERGENCY SIGNS

EmErgEncy trEatmEnts for thE woman

Quick check, rapid assessment and management of women of childbearing age
Quick check, rapid assessment and management of women of childbearing age

SIGNS

first assess

b6

b5

b6

TREATMENT

convulsions or unconscious
■
■

Rapid assessment and management (RAM) Emergency signs

Vaginal bleeding: postpartum

■ Examine the tear and determine the degree b2 .

if present

check if still bleeding

�

www.who.int/emf/

check and ask if placenta is delivered

■
■
■
■
■

ASK, CHECK RECORD LOOK, LISTEN, FEEL

■
■

Framework for developing health-based EMF standards

TREATMENT

heavy bleeding
Pad or cloth soaked in < 5
minutes
Constant trickling of blood
Bleeding >250 ml or delivered
outside health centre and still
bleeding
■

a person responsible for initial reception of women of childbearing age and newborns seeking care should:
■ assess the general condition of the careseeker(s) immediately on arrival
■ periodically repeat this procedure if the line is long.
if a woman is very sick, talk to her companion.

■
■

Pregnancy, Childbirth, Postpartum and Newborn Care:
A guide for essential practice, 180 pages.

* But if birth is imminent (bulging, thin perineum during contractions, visible
fetal head), transfer woman to labour room and proceed as on d-d28 .

BLEEDING

■
■

Quick check

Why did you come?
→ for yourself?
→ for the baby?
How old is the baby?
What is the concern?

Technical report design and layout

next: Vaginal bleeding in postpartum

PREGNANCY STATuS
postpartum
(baby is born)

Quick check

■

Technical report design and layout

Vaginal bleeding

■

during labour
before delivery of baby

�

Rapid assessment and management (RAM) Emergency signs
Quick check, rapid assessment and management of women of childbearing age

Quick check

TREAT

emergency
for woman

labour

■
■
■
■
■

Rapid assessment and management (RAM) Vaginal bleeding: postpartum

Quick check, rapid assessment and management of women of childbearing age

B2

Quick check
a person responsible for initial reception of women of childbearing age and newborns seeking care should:
assess the general condition of the careseeker(s) immediately on arrival
periodically repeat this procedure if the line is long.
if a woman is very sick, talk to her companion.
■
■

Quick check, rapid assessment and management of women of childbearing age

Quick check, rapid assessment and management of women of childbearing age

Quick check, rapid assessment and management of women of childbearing age

Quick check, rapid assessment and management of women of childbearing age

Quick check, rapid assessment and management of women of childbearing age

Quick check

Quick check, rapid assessment and management of women of childbearing age

Quick check, rapid assessment and management of women of childbearing age

Quick check, rapid assessment and management of women of childbearing age

Quick check, rapid assessment and management of women of childbearing age

Quick check, rapid assessment and management of women of childbearing age

Si

Figure 1 - Procedure for developing EMF exposure standards
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Si

These are samples that show what we can do.
They are heuristic for what we can do for you.

DesignIsGood is LSi’s graphic design and publishing studio.

Book design

Multilingual design

World Health Report, design, 2004–2007.

Corporate brochure. Working for Health, in six official languages, 32 pages.

Работа на благо
здоРовья

Working for health
An introduction to the

Trabajar en pro de la salud
Presentación de la

Познакомьтесь со

Работа на благо здоРовья - Познакомьтесь со всемиРной оРганизацией здРавоохРанения



Trabajar en pro de la salud: presenTación de la organización Mundial de la salud



the world health report 2004

Lorem ipsum dolor sit amet, consectetuer adipiscing elit. Ut tempor tempor quam.
Proin leo. Sed tristique lectus vel mauris. In egestas purus sit amet sem. Nullam ac
augue. Sed tellus massa, porta pulvinar, facilisis vitae, eleifend vel, enim. Nullam varius
odio id eros. Fusce est. Aliquam erat volutpat. Sed porttitor. Mauris sit amet ante. Sed
mauris velit, pellentesque sed, dictum sit amet, interdum in, sapien. Aenean venenatis.
Cras eget elit.

changing history

Ut adipiscing. Nam id ante eu lacus egestas faucibus. Aliquam vel lectus non wisi
ornare iaculis. Sed sed ligula. Vestibulum mollis orci in metus. Vivamus id lacus. Aliquam

致力于促進健康

œuvrer pour la santé

sollicitudin tellus a ligula. Aenean pretium convallis nibh. In quam. Nam justo. Pellentesque sed nisl eu pede euismod luctus. Vestibulum ante ipsum primis in faucibus orci
luctus et ultrices posuere cubilia Curae; Pellentesque hendrerit mauris vitae purus.
Vivamus faucibus. Duis in lorem. Vivamus posuere, lacus id fermentum ullamcorper,
risus elit sagittis mi, vel consequat magna dui id wisi. Nunc ut diam nec mi gravida molestie. Duis mollis. Cras dignissim scelerisque eros. Praesent gravida, augue ac congue
congue, velit wisi ultricies sapien, vel mattis arcu lectus quis justo. Proin elementum,
ante at adipiscing sagittis, augue velit condimentum ligula, ac dapibus purus urna eu
sapien. Ut mattis. Pellentesque ligula nibh, porttitor nec, vestibulum sed, interdum et,
velit. Quisque vel sem. Donec lectus sapien, lacinia eget, faucibus vitae, scelerisque
ac, augue. Donec enim dui, convallis eget, rutrum ac, semper vitae, nulla. Fusce pellentesque ornare odio. Aliquam enim urna, tempus suscipit, aliquet eget, fermentum vel,
nunc. In suscipit arcu in magna. Aliquam pulvinar, augue quis gravida molestie, sapien

世界衛生組織

odio. Donec sodales magna sed quam.

簡介

Présentation
œuvrer pour la santé : présentation de l’organisation mondiale de la santé

衛生組織人員為全球公共
衛生工作帶來了無与倫比的
技朮經驗和奉獻｡
他們是衛生組織最寶貴的
財富｡
來 自 150 多 個 國 家 將 近
8000 人 為 本 組 織 工 作 ｡
除醫學博士公共衛生
專家研究人員和流行病學
家外衛生組織職員還包括
行政財會和信息系統
專家以及衛生統計､
經濟和緊急救濟領域的
專家｡

Branka Legetic,
來自塞爾維亞
和黑山
在美國華盛頓工作
•醫 學 博 士  專 長 社 會 醫 學
和組織衛生服務
•哲 學 博 士  主 修 非 傳 染 病
綜合預防与控制
•美 洲 區 慢 性 病 預 防 与
控制區域顧問

多國公司國際机构和
大眾媒体參加促進食用更
多水果和蔬菜運動開展
工作。
衛生組織給了我机會
使我擴展了從全球角度
全面看待衛生問題的眼界
并有可能就地開展工作解決
它們。這就實現了我作為專
業 人 員 曾 經 希 望 的 一 切 ｡''

`` 參 加 應 對 由 于 全 球 化 
人口老化和市場新規則而
使國家面臨的新挑戰
這是令人激動的事情。
例如我曾為匯集政府

在印度新德里工作

工作在菲律賓馬尼拉
•醫 學 博 士 兼 主 修 流 行 病 學 的
公共衛生碩士
•醫 學 社 會 學 領 域 H I V 哲 學
博士
•從 事 抗 脊 髓 灰 質 炎 和 破 傷 風
的免疫規划工作
`` 為 衛 生 組 織 工 作 使 我 有 許 多 机
會与不同環境下許多不同類型的
人們共事這使我能夠不斷
學習 - 不僅在我工作的技朮方
面而且在生活的方方面面。

S. ragupathi, 印 度
`` 作 為 服 務 的 提 供 者  我 對
傳播正确知識和信息熱情滿
怀。在這一過程中我力爭
創新從我經驗中學習
并提高自己以便跟上
衛生組織不斷變化的前景。

deSaLegn
Seifu,
埃塞俄比亞

Sigrun roeSeL,
德國

我認為衛生組織人力資源是
實現其使命的關鍵所在。
作為人力資源隊伍的一員
我要竭力吸引挽留和激勵
我們區域辦事處的衛生組織
職員。做到這一點我就為
公共衛生的改善作出了
貢 獻 ｡''

我喜歡這里展現的團隊精神 不管什么樣的文化經濟和
教育背景 - 因為我們擁有一個
共同的目標。
免疫服務的第一重點應是永遠
面向最弱勢人群 - 幼儿和
婦女 - 并有助于更好的發展和
更多的公平。為人民服務是
我們任務的核心也是我首先選
擇 成 為 醫 生 的 主 要 原 因 ｡''

在埃塞俄比亞亞的斯亞貝巴工作
• 2001 年 參 加 衛 生 組 織 
任根除脊髓灰質炎規划司机
•擔 任 交 通 助 理  管 理 車 輛 /
司机檢查車輛并檢查
無線通訊
`` 作 為 司 机  我 運 送 從 事 脊 髓 灰
質炎監測的衛生組織官員
并幫助翻譯。在埃塞俄比亞駕
車時有挑戰性的因為道路條

Winnie mpanjuShumBuSho,
坦桑尼亞籍

件不好在那里人群牲畜
和車輛都走同一條道。有時
一天要開車長達 8 小時
結果發現目的地沒有食宿的
地方你必須在帳篷里
過夜。
我為衛生組織工作是幸運
的。我喜歡与世界不同角落
的
不同人共事并學習他們的
文化和語言。我們國家辦
事處的人員都非常助人為樂
和 相 信 團 隊 精 神 ｡''
•主 管 艾 滋 病 毒 / 艾 滋 病 
結核和瘧疾助理總干事的
高級顧問

WiLfred nkhoma,
馬拉維
在津巴布韋哈拉雷工作
•公 共 衛 生 博 士  專 長 流 行
病學衛生和衛生保健
•非 洲 區 域 結 核 病 顧 問
`` 公 共 衛 生 工 作 教 會 我 們 了 解
自己的不足衛生問題要求
更加廣泛的支持者的參加。
在 這 里 工 作 20 多 年 覺 得 其
他任何事情相比之下都黯然
失色。
我深怀為恢复結核病患者健
康創造條件的目標。見証了
通過結核病治療挽救許多垂
死病人的情況因此我愿意
向每個人提供獲得服務的

体的衛生重點問題方面所發揮的
中立和召集作用是絕對必要的。
根据我們确定的与聯合國其它
机构及伙伴合作的政策准則与
標准我們在總部的所有工作
必須為國家增值并有益于我們所
服務的人群。這是我們為什么存
在的原因就是這樣明确和
簡 單 ｡''

在瑞士日內瓦世衛組織總部工作
•醫 師  專 門 從 事 公 共 衛 生 
儿科學和儿童衛生

`` 通 過 与 全 球 和 區 域 衛 生
組織國家衛生系統
培訓机构衛生提供者和
捐助者的合作我确信
世衛組織在解決衛生重點
問題特別是窮人和弱勢群

眾 多公共 衛生面孔

6

Wilfred Nkhoma 博 士 （ 左 ） 与
衛生組織駐利比里亞代表
Eugène Nyarko 博 士 在 一 起

机會。為衛生組織工作
意味着為那些能夠從你的
知識中獲益的人們充當勤
務員即使他們可能并不
知 道 你 的 存 在 ｡''



衛生組織
職員以增進各地
人民健康的
共同目標
團結在一起。

chapter one

infections

•醫 學 博 士  專 長 公 共 衛 生 
流行病學內科和儿科
•衛 生 組 織 駐 巴 布 亞
新几內亞代表及前駐朝鮮
民主主義人民共和國代表
`` 我 喜 歡 獻 身 于 解 決 國 家 重 大
公共衛生問題。擔任衛生組織
代表是一個挑戰。它要求使用個
人技朮能力和知識并提供許多
影響重大衛生規划的机會。

eigiL SörenSen,
挪威

致力于促進健康世界衛生組織簡介

工作在巴布亞新几內亞
博羅柯

致力于促進健康世界衛生組織簡介

 inequalities

Today HIV/AIDS is a major global health emergency, affecting all regions of the
world, causing millions of deaths and suffering to millions more. But access
to effective prevention and treatment varies widely. This chapter examines
what can and must be done to narrow this gap, and to combat the disease in
even the poorest countries. It suggests an aggressive strategy for global action

我喜歡找到正确的平衡
以便既与國家合作又為人
民衛生需求充當獨立觀察員
和宣傳員。為一個全球性
公共衛生机构工作而不与特定的
政治和宗教議程產生聯系
是很好的。因此我強烈地感
覺到衛生組織必須能夠在所有
國家工作那里不管政治制度和
當地情況如何都需要它的
存 在 ｡''

H VIH
• 1983 年 以 來 在 衛 生 組 織 東 南 亞 區
域辦事處工作
• 1994 年 以 來 在 人 事 處 任 行 政 助 理

world health organization

purus mollis nunc, quis tristique eros neque ac neque. Donec placerat lorem sit amet

against the HIV/AIDS pandemic that unites the efforts of WHO and its partners
from many sectors and effectively combines prevention and care.

LOREM IPSUM DOLOR sit amet, consectetuer adipiscing elit. Nullam
eu eros vitae urna porta sodales. Aliquam vel nunc. Suspendisse
elit. Sed dui mi, viverra vel, ullamcorper nec, pharetra in, velit. Sed
ac quam. Vivamus lectus. Proin fermentum ligula quis quam. Integer
bibendum erat ut dolor. Maecenas iaculis orci ut wisi. Suspendisse
interdum. Quisque dapibus wisi in est. Suspendisse sed urna. Integer
quam velit, molestie in, consequat nec, condimentum vitae, justo.
Nam non ligula non tortor feugiat eleifend. Integer id ligula. Aliquam
pulvinar libero non ante. Quisque imperdiet bibendum augue.
Sed lectus. Donec mollis diam ut to tor. Donec felis pede, malesuada in, elementum non, molestie non, sem. Sed et odio vel ante
pellentesque scelerisque. Integer interdum. Aliquam vitae magna nec
libero nonummy semper. Nullam fermentum ullamcorper nisl. Sed
ornare hendrerit felis. Suspendisse potenti. Praesent et wisi.
Integer sed justo in dui vulputate tristique. Integer sit amet justo
quis mi congue gravida. Sed elementum ultrices magna. Nunc
rhoncus. Phasellus ut mi et turpis viverra condimentum. Ut justo sapien, aliquam interdum, commodo sed, dignissim eget, lorem. Proin

scelerisque lacinia purus. Sed eros. Sed eget pede. Pellentesque tincidunt, nulla quis euismod dignissim, odio
quam mollis dui, ut fringilla.
Aenean bibendum. Nam ipsum mauris, sodales a,
vulputate imperdiet, faucibus vel, turpis. Integer non
dolor quis turpis iaculis adipiscing. Phasellus gravida
sagittis augue. Praesent dictum turpis eget lacus. In in
sapien sed magna dictum hendrerit. Donec eleifend dui
vitae mauris. Donec sapien lectus, consectetuer eget,
laoreet et, tempor nec, sapien.
Aliquam neque lectus, mattis ut, viverra sit amet,
blandit quis, risus. Cras iaculis. Fusce wisi diam, rhoncus quis, venenatis et, fermentum condimentum, felis.
Lorem ipsum dolor sit amet, consectetuer adipiscing
elit. Duis eleifend dolor ac ligula. In hac habitasse
platea dictumst. Mauris iaculis.
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Phasellus tellus dui, consectetuer id, rhoncus at, varius id, nunc. Etiam condimentum
massa a lacus. Vestibulum vulputate ipsum et elit. Ut tristique mauris ac leo. Sed velit nunc,
lacinia at, tincidunt vel, mollis ac, neque. Nulla sapien ipsum, accumsan eget, convallis
quis, vestibulum quis, diam. Mauris viverra iaculis quam. Donec nulla nulla, sagittis nec,
consectetuer in, iaculis fermentum, leo. Praesent nisl felis, lacinia sit amet, condimentum
vel, luctus et, pede. Sed eu leo. Aliquam vitae odio. Ut tellus sapien, sollicitudin id, placerat
quis, lobortis id, velit.
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Phasellus sed ligula. Aliquam ligula pede, luctus sed, nonummy in, iaculis non, lorem.
Praesent orci. Nunc tortor nibh, hendrerit in, malesuada vitae, lobortis sed, mauris. Sed
consequat urna vitae lorem. Suspendisse vitae orci. Quisque eget diam et nisl commodo
euismod. Etiam malesuada venenatis justo. Pellentesque iaculis sem non lectus. Donec purus risus, lacinia at, vestibulum sed, vestibulum ut, quam. Phasellus sed magna vitae lacus
euismod iaculis. Lorem ipsum dolor sit amet, consectetuer adipiscing elit. Suspendisse vel
nisl ut arcu placerat fermentum. Sed in urna ut tortor tincidunt placerat. Mauris varius neque
eget tellus. Aenean vestibulum urna cursus nunc. Vestibulum sagittis. Proin molestie laoreet
lectus. Quisque ullamcorper aliquet ligula.
Integer hendrerit ipsum vel neque. In elit. Nam porttitor lacinia sem. Duis dui mi, tincidunt
eu, vulputate ut, fermentum ac, mi. Quisque elit. Nam semper tempor nunc. In orci enim,
sollicitudin vel, adipiscing id, vestibulum nec, felis. Nunc vel ligula sit amet metus sodales
tempus. Ut et tortor nec eros pharetra suscipit. Fusce condimentum arcu a turpis. Quisque
non metus non wisi sodales iaculis. Integer aliquet fermentum mi. Quisque auctor sem quis
lorem. Ut sit amet orci. Lorem ipsum dolor sit amet, consectetuer adipiscing elit.
CASE STUDY: BOTSWANA
Duis vel nibh. Aliquam erat volutpat. Cras nec odio. Nam sed quam. Maecenas convallis. Nulla lectus. Nulla nibh lectus, pretium vel, fermentum vitae, mattis sit amet, enim.
Pellentesque pretium ipsum vitae sapien. Phasellus egestas leo et felis. Quisque nec leo
ac magna laoreet pulvinar. Sed massa. Fusce ipsum sapien, pretium ac, dictum at, lacinia
in, turpis. Pellentesque habitant morbi tristique senectus et netus et malesuada fames ac
turpis egestas. Donec non odio non urna nonummy volutpat. Vivamus euismod cursus urna.
Praesent blandit augue a magna.
Integer feugiat. Nulla ac lorem sed mauris rhoncus euismod. Pellentesque habitant morbi
tristique senectus et netus et malesuada fames ac turpis egestas. Nulla facilisi. Cras tempor,
sapien quis blandit consectetuer, ligula lorem mollis erat, sit amet condimentum ligula eros
vel lectus. Sed at neque. Vivamus lorem est, placerat sit amet, lacinia non, nonummy a,
nulla. Donec nec libero. Etiam imperdiet mattis nisl. Proin lorem. Fusce vulputate hendrerit
lacus. Maecenas quam mauris, molestie nec, pharetra ac, imperdiet ut, est. Suspendisse
auctor quam et urna. Fusce elit velit, tristique in, congue eu, pellentesque vel, nibh. Aliquam
id leo.
THE AENEAN CLINIC: SCALING UP IN PRACTICE

Aenean at lectus pretium diam tristique varius. Sed a lacus a nibh volutpat eleifend. Donec
ligula erat, laoreet ut, tristique non, dictum vitae, augue. Integer et libero at ante feugiat
semper. Cum sociis natoque penatibus et magnis dis parturient montes, nascetur ridiculus
mus. Nulla ullamcorper, libero eget porttitor aliquet, est metus facilisis sem, non lobortis erat
arcu ut erat. Aenean ut wisi. Ut imperdiet libero ut lorem. Cras vitae risus sed purus cursus
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Lorem ipsum dolor sit amet, consectetuer adipiscing elit. Cras hendrerit, dui ac congue posuere, ipsum
pede sagittis nibh, id sodales est
libero a arcu. Morbi dignissim. Donec
nec nulla. Vivamus egestas cursus
risus. Nunc porta orci non tortor.
Nunc eleifend purus quis turpis.
Phasellus porttitor leo quis libero. Etiam
sit amet ligula. Morbi tincidunt viverra
sapien. Nunc quis ligula. Quisque vel nibh
ac turpis sagittis ornare. Praesent est
metus, varius et, suscipit ut, dapibus nec,
lacus. Ut sed dolor. Praesent auctor diam
eget tortor. Donec sit amet odio ac sem
malesuada viverra. Vestibulum elementum tortor sit amet odio. Cras adipiscing
nisl sit amet velit.
In consequat, lacus quis placerat
feugiat, velit dolor volutpat magna, sed
vestibulum sem justo et magna. Curabitur
ut erat eget enim volutpat semper. Vivamus lectus lectus, molestie fermentum,
condimentum ut, adipiscing vitae, quam.
Pellentesque eu ipsum. Sed ut velit vitae
wisi dictum facilisis. Fusce eleifend
fringilla urna. Integer volutpat rhoncus
nunc. Mauris massa ligula, aliquet id,
ullamcorper ac, scelerisque eget, dui.
Fusce urna quam, laoreet a, elementum
eget, commodo vitae, purus. Nam neque
diam, viverra sed, luctus nec, eleifend
pulvinar, neque. Mauris aliquam eros sed
lectus. Mauris ipsum sapien, aliquet ac,
cursus eu, vestibulum non, sem. Nunc
fermentum lobortis urna. Morbi posuere.
Praesent vel lacus quis arcu vestibulum
tempus. Praesent non turpis sed erat
porttitor eleifend. Praesent et sem in
augue molestie imperdiet.
Sed velit ligula, imperdiet vel, auctor
eget, gravida nec, metus. Suspendisse
potenti. Nulla aliquet ante sit amet erat.
Mauris mollis urna sed erat. Donec eu
neque. Nam hendrerit, felis id congue
dictum, sem nulla sollicitudin lectus,
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vel dictum felis erat in ligula. Vestibulum
ante ipsum primis in faucibus orci luctus
et ultrices posuere cubilia Curae; Class
aptent taciti sociosqu ad litora torquent per
conubia nostra, per inceptos hymenaeos.
Morbi lobortis, mauris sed varius iaculis,
nulla dolor lacinia ante, at euismod mauris
elit eu quam. Praesent pretium nisl quis
massa. Etiam et ipsum et dolor volutpat
pretium. Donec a libero. Curabitur nisl.
Aliquam hendrerit. Fusce ut justo id lorem
gravida viverra. Fusce quis augue ut diam
consequat consequat.
Maecenas ultricies felis bibendum urna.
Nullam vitae lorem ac odio eleifend pulvinar.
Integer non elit non diam pharetra vulputate.
Suspendisse egestas urna nec urna. In
luctus tempus orci. Nullam a lectus. Quisque
fermentum congue libero. Nullam et nulla
eget wisi euismod laoreet. Sed fringilla.
Mauris pharetra dui in leo. Donec in leo
in sem volutpat adipiscing. Vestibulum a
mauris sed neque ultricies nonummy. Ae-

nean congue mauris in mi. Nunc mi metus,
viverra sit amet, condimentum ut, ornare
luctus, wisi. Fusce metus eros, dignissim
non, varius eu, ultricies in, turpis. Aenean
vitae wisi. Donec in libero. Proin in odio.
Sed cursus, augue vel dictum blandit, arcu
lectus feugiat sem, sit amet pulvinar est
felis vel lectus. Vestibulum nisl. Cum sociis
natoque penatibus et magnis dis parturient
montes, nascetur ridiculus mus. Aenean
quis pede. Quisque vel sem. Ut nec metus.
Mauris in neque. Pellentesque malesuada
vulputate nibh. Morbi hendrerit, urna in
fermentum tempus, neque felis placerat
lectus, quis semper arcu mauris non diam.
Donec id tortor. Nunc ullamcorper risus at
wisi. Aenean a neque. Donec erat. Curabitur
iaculis, dolor at iaculis tincidunt, erat quam
faucibus est, nec fringilla nulla erat eu nisl.
Nulla quis augue non ante congue mollis.
Mauris suscipit euismod sem. Aenean
tempor posuere justo.
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