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Minutes of Evidence

TAKEN BEFORE THE SELECT COMMITTEE ON INTERGOVERNMENTAL

ORGANISATIONS
MONDAY 4 FEBRUARY 2008
Present Avebury, L Howarth of Newport, L
Desai, L Jay of Ewelme, L
Flather, B Soley, L, (Chairman)
Geddes, L Steinberg, L
Hannay of Chiswick, L Whitaker, B

Memorandum submitted jointly by the Department of Health,
Department for International Development and Foreign & Commonwealth Office

INTRODUCTION

1. The Government welcomes the Committee’s decision to select this issue as the subject of its first inquiry
and looks forward to assisting the Committee’s considerations. This memorandum is submitted jointly by the
UK government departments responsible for the government’s contributions in this area. The Memorandum
outlines the Government’s overall approach to working through intergovernmental organisations on health
and specifically on communicable diseases. The annex responds to the questions set out in the Committee’s
call for evidence.

2. The Government architecture for dealing with all the aspects of these particular diseases does not fall to
any single Department or Agency. The answer to question 6 in the Annex does outlines the roles of most of
the key Departments.

TackLING INFECTIOUS DISEASE

3. Throughout the world, communicable diseases are a threat to economic growth and human development.
Tackling communicable diseases is crucial for the UK’s security and if it is to meet many of the Government’s
domestic and international Public Service Agreement targets.!

4. Over 50% of all child deaths are attributable to diarrhoea, pneumonia, malaria, measles and AIDS.2 Most
of these deaths are in developing countries. Without tackling them we will not meet the Millennium
Development Goals (MDGs).

5. The World Health Organization (WHO) reported that in 2005 there were 8.8 million new cases of TB and
1.6 million deaths. Yet, if TB disease is detected early and fully treated, it quickly become non-infectious and
is eventually cured. Early and complete treatment is also essential to ameliorate the increasing global problem
of drug resistance.

6. HIV is one of the greatest threats to eradicating poverty, sustainable development and achieving the
MDGs. In sub-Saharan Africa, it is the leading cause of death and the World Bank has predicted that, unless
action is taken, parts of Africa will face “economic collapse”.? Treatment programmes are increasingly being
rolled out, but in the developing world (at the end of 2006, most recent figures) just over two million people
in low and middle income countries were receiving therapy. This represents 28% of those in need of treatment.
Europe is affected by HIV too, particularly in some of the new EU member states and neighbouring countries
in Eastern Europe. In Western Europe, infection rates are continuing to rise, although deaths from AIDS
have fallen.

I http://www.hm-treasury.gov.uk/pbr_csr/psa/pbr_csr07_psaindex.cfm

2 UK Chief Medical Adviser. Health is global: proposals for a UK Government-wide strategy. London: Department of Health, 2007

3 Bell C, Devarajan S and Gersbach H (2003) The Long-run Economic Costs of AIDS: Theory and an Application to South Africa, World
Bank, www1.worldbank.org/hiv_aids/docs/BeDeGe_BP_total2.pdf
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7. But communicable diseases are also a threat to the UK. A Chief Medical Officer’s report, Getting ahead of
the Curve, was published in 2002.* It outlined the threat of infectious diseases to England and identified a
strategy for how England would tackle communicable diseases more effectively. The report said that while
major infectious diseases kill only a small number of people compared to the past, infection is still important:
40% of people consult a health professional each year because of infection.

8. Emerging diseases remain a constant threat to the UK and other countries. Since the 1970s, there have been
at least 30 new or emerging infectious diseases. Most have not shown rapid global spread, but some have.
Severe acute respiratory syndrome (SARS) was one example where there was rapid global spread. Between
March and July 2003, there were 8,000 cases of SARS in 26 countries and 774 people died In Canada, SARS
was estimated to have cost the economy C$1.5 billion in 2003 The global economic impact of SARS was
estimated at US$30 billion.

9. During the four years 2003-07, avian influenza (H5N1) has infected over 350 people in 14 countries and
over 217 have died.’ This virus could mutate and cause a human pandemic. While there has not been a
pandemic since 1968 another one is inevitable, whether or not it arises from H5N1. Estimates are that the next
pandemic will kill between two million and 50 million people worldwide and between 50,000 and 750,000 in the
UK. Socioeconomic disruption will be massive.

10. The Office of Science and Innovation (OSI) 2006 report on the Foresight Project, Infectious Diseases:
Preparing for the Future, comprehensively outlines the threat of infectious diseases today and in the future.’
It considers the ways that we can respond by developing systems to detect, identify and monitor new and
emerging infections.

11. Tackling communicable diseases requires a concerted effort from governments, non-governmental
partners and multilateral agencies. When agencies work together they can achieve much. Immunisation
programmes are a case in point. They have underpinned much of the gain made in childhood survival over
the last few decades in developed and developing countries. Smallpox, which had previously affected 10
million people per year, claimed its last victim in 1978. We are now all working to ensure that polio becomes
the second disease to be eradicated.

THE ROLE OF INTERGOVERNMENTAL ORGANISATIONS IN HEALTH

12. The Government attaches vital importance to the international architecture, including organisations such
as the United Nations and the international financial institutions. As the Prime Minister said in his speech at
the Lord Mayor’s Banquet on 12 November, “To build not just security but environmental stewardship and
prosperity free of global poverty, I want a G8 for the 21st century, a UN for the 21st century, and an IMF
and World Bank fit for the 21st century”. The Foreign Secretary has also stressed the crucial challenge of using
the international system to create the necessary synergies for action. In his first speech in July he said that “The
risk of financial crises, climate change, and health pandemics cannot be mitigated by individual countries; they
require collective action on a global scale”.

13. As the Foreign Secretary’s speech indicated, there is increasing recognition that, with accelerating
globalisation, health is an issue that needs to be addressed across national borders as well as across a wider
range of government departments than those traditionally associated with health policy. In response to this
the Government is currently developing a cross-government Global Health Strategy that identifies how the
UK will engage on health internationally for the benefit of the UK population and UK health protection, and
for the promotion of better health worldwide, including how the Government engages with international
organisations to achieve this.®

14. Intergovernmental organisations, including the UN agencies, development banks, global funds and
health partnerships, have a central role in health and specifically the control of the spread of communicable
diseases. For example, the World Health Organisation (WHO) has a crucial role in disease surveillance and
in providing high quality guidance to countries on acceptable standards of disease prevention and treatment.
It also makes a major contribution through technical assistance to countries in boosting basic health services,
monitoring health outcomes and accessing resources from global funds. The World Bank plays a

Chief Medical Officer for England. Getting ahead of the curve. London: Department of Health, 2002
http://www.who.int/csr/disease/avian_influenza/en/index.html

National Framework for responding to an influenza pandemic

Office for Science and Innovation. Infectious Diseases: Preparing for the Future The Foresight Project. Department of Trade and
Industry. 2006

8 The rationale for the Global Health Strategy is outlined in a report by the Chief Medical Officer for England—Health is Global:
Proposal for a UK Government-Wide Strategy

R SRS
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complementary role in assisting the development of health systems to deliver the basic health services which
help control communicable diseases. The World Bank and the regional development banks can ensure that
health is prioritised in national development frameworks and budgets. They will not move away from disease-
specific initiatives but complement health systems strengthening through broader financing for public services
and longer-term budgetary support. Global health initiatives such as the Global Fund to fight AIDS, TB and
Malaria (GFATM) and the Global Alliance for Vaccines and Immunisation (GAVI) also have a key role. It
is estimated that the GFATM now provides 66% of all global TB and malaria funding, and about 22% of
global funding for HIV/AIDS. It is estimated that GAVI has prevented 2.3 million premature deaths, and has
provided 166 million additional vaccines. UNITAID (a new partnership) provides significant funding for
medicines for AIDS, TB and Malaria, and negotiates significant price reductions and invests in “niche” or
neglected products (eg paediatric formulations of antiretroviral therapy).

PROMOTING A COHERENT INTERNATIONAL RESPONSE

15. The Government works in close partnership with these organisations to promote global health and the
achievement of the health-related Millennium Development Goals (MDGs) generally and specifically to
combat communicable diseases. A key part of this is promoting effective operation and working together.
There is considerable scope to improve the effectiveness and coherence of these and other intergovernmental
organisations working on health and communicable diseases by strengthening the performance and
accountability of individual institutions and encouraging more effective co-operation between agencies, and
between the agencies and governments. The International Health Partnership launched in September 2007°
is combining health system strengthening with improved alignment by donors and international health
agencies including those with a disease-specific mandate.

16. The UK is committed to promoting a more coherent international response to health, based upon a
sensible division of labour and joint accountability in supporting country plans and priorities. The current
architecture is crowded and poorly coordinated. Within the diverse group of organisations there is no agreed
vision or clarity over roles. This is particularly the case for WHO (WHO is either engaged in, or hosts, multiple
partnerships) and the World Bank over assisting countries to develop national health systems. The
International Health Partnership represents a UK response, which helps encourage a common framework for
action on global health and a balance between disease specific (vertical) and health systems (horizontal)
investment.

17. The Government considers that global health initiatives will also continue to play an important role but
the transaction costs they impose on governments must fall and they must collaborate better with national
processes in implementing countries. They should also support strengthening of health systems that deliver
health services more broadly—for example, ensuring better integration of common interests, such as
reproductive health and HIV and AIDS services. The GFATM is well placed to do this, and to support
comprehensive approaches to AIDS, TB and malaria and underlying health services. GAVI, with long term
and predictable financing provided through IFFIm—the International Finance Facility for Immunisation—
can play a key role in helping countries put in place stronger systems for vaccine delivery as part of the overall
effort to improve health services.

18. In the medium term, the Government believes the large number of existing initiatives should be
rationalised through mergers. In the shorter term, the global funds, regional and international finance
institutions and UN systems need to demonstrate much closer collaborative support of country health plans.

UN REFORM

19. The UK strongly supports the UN reform agenda for achieving greater coherence, effectiveness and
efficiency of UN to deliver progress against the MDGs. DFID spends approximately $1 billion a year through
the UN. It is important that these funds are given in a way that advances the UN reform agenda across the
totality of the UN system.

20. This means making hard choices about funding the parts of the UN system that are reforming and
performing well. While overall the UN makes a significant contribution to health, duplication, overlap and
competition between agencies (WHO, UNICEF, UNFPA and UNAIDS) and numerous global health
partnerships leads to inefficiencies.

21. At the global level, health funding to UN agencies is often fragmented and insufficient for the
implementation of strategic plans. DFID seeks to provide, and encourage others to provide, central
institutional support through core funding to UN institutions which demonstrate results, not earmarked

http://www.dfid.gov.uk/news/files/pressreleases/ihp.asp
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funding to fight specific diseases. At a country level the UK supports the creation of “One UN teams” that
will respond coherently to countries’ developmental priorities. DFID favours funding joint programmes
under unified UN country plans rather than standalone health initiatives of individual agencies.

January 2008

Annex A

1. A recent report on Communicable Diseases by the UK Department of Health stated that “post-war optimism that
their conquest was near has proved dramatically unfounded”. What is your assessment of the overall position? More
specifically, s it simply that not enough progress is being made in reducing the spread of such diseases? Or is the global
situation actually deteriorating? Would it be an exaggeration to talk of a crisis?

Some of the diverse range of micro-organisms which cause infectious diseases have proved extraordinarily
resilient to our attempts to conquer them. The discovery and development of effective antibiotics, and
increasing success with vaccination probably contributed to much of the early optimism in the post-WWII
era. However, new challenges have arisen, including the difficulty in developing effective vaccines against some
agents, the emergence and spread of drug-resistance, and the emergence of new diseases. These factors,
combined with others such as increasing travel and migration, and the increasing vulnerability to infection of
some population groups, demonstrate that efforts to control infectious disease increasingly require co-
ordinated global action. The ability of national and intergovernmental organisations to work together
effectively and respond rapidly to the threats presented by infectious diseases will become increasingly
important. The global situation is not necessarily deteriorating, but it is changing.

2. What reliable data exist regarding the numbers of people infected globally with the four diseases on which the
Commuittee is focusing particular attention? What trends are discernible in both the numbers infected and the patterns
of infection? And what are the main underlying causes of infection and of any changes in its incidence and pattern?

For AIDS, TB, and Malaria it is difficult to obtain reliable data. In most low income countries, there is no
vital statistics system. There are no data for registering deaths, particularly cause of death, and where they
exist the data are incomplete. As a result, the most reliable data on health come from large household surveys,
in particularly, the Demographic and Health Survey (DHS) (funded by USAID), which has long-term data
on fertility, and infant, child, and maternal mortality. More recently, the DHS has expanded into HIV/AIDS.

For TB, it is uncommon enough that household surveys are not appropriate for measuring TB. Instead,
countries are dependent on administrative data from national TB programmes. These data are better for cure
rates, but incidence data are problematic because they will depend on whether people seek treatment. Since
many people do not access care, estimates for the disease will be under-estimated. As a result, the TB
programmes use modelling to predict the rate of tuberculosis complemented by administrative data.

For malaria, the data on incidence are problematic since it is difficult to know who exactly has malaria.
Malaria is often over-diagnosed and many people with fever think that they have malaria, but they do not.
There are need developments in malaria surveillance such as disease specific surveys and greater use of rapid
diagnostic tests.

For HIV/AIDS, there are great difficulties in measuring the disease at the population level. Particularly when
the disease is concentrated in marginalized populations such as drug users, it is notoriously difficult to
measure. Often, HIV/AIDS is measured using women attending ante-natal clinics. This often is not
representative and therefore cannot be extrapolated. There is a need for sentinel surveillance sites.

There is a real need to improve data in developing countries including vital statistics, but also sentinel
surveillance for communicable diseases such as HIV/AIDS.

Because of lack of information, WHO uses modelling to predict HIV/AIDS, TB, and malaria. All of these
models depend on good data to drive the models, but for many countries this does not exist. The World Health
Report, first published in 1995, is WHO’s leading publication. Each year the report combines an expert
assessment of global health including the amount of disease, disability and death in the world today that can
be attributed to a selected number of the most important risks to human health.

TBis of concern in the UK as an ongoing public health problem. Surveillance of TB is undertaken by the HPA,
the National Public Health Service in Wales, the Communicable Disease Surveillance Centre (Northern
Ireland) and Health Protection Scotland. The Health Protection Agency (HPA) contributes to international
surveillance in collaboration with EuroTB (WHO Collaborating Centre), European Centre for Disease
Control (ECDC) and WHO.
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Malaria is not transmitted in the UK but around 1,500 to 2,000 cases are reported each year in travellers
returning from endemic areas.!® Data on malaria are reported by the HPA’s Malaria Reference Laboratory!!
which is based at the London School of Hygiene & Tropical Medicine. This laboratory provides diagnostic
and reference services for imported malaria reported in the UK.

In their latest Annual Report'?> on HIV and sexually transmitted infections (November 2007) the HPA
estimated that at the end of 2006, 73,000 people (of all ages) were living with diagnosed or undiagnosed HIV
in the UK. Approximately 31% were estimated to be undiagnosed. The number of new HIV diagnoses in 2006
was estimated to be 7,800. The major factor contributing to the rapid rise in the number of new HIV diagnoses
since 1999 has been increased diagnosis of infections acquired through heterosexual contact in high prevalence
areas, mainly Africa. The estimate for new diagnoses for 2006 was similar to estimates for 2004 and 2005
indicating that the annual number of new diagnoses is stabilising. Men who have sex with men (MSM) remain
the group at highest risk of acquiring HIV in the UK and there were an estimated 2,700 diagnoses in MSM
in 2006.

The number of people infected globally with HSN1 can be obtained through either the European Centre for
Disease Prevention and Control (ECDC) or the WHO; however, the system is only as good as input from the
member countries.

The International Health Regulations (2007) place an obligation on signatories to notify the WHO of any
event—irrespective of its cause—which occurs within its territory, which may constitute a public health
emergency of international concern. Annex 2 has a list of factors to consider in deciding whether an event
should be notified to the WHO. It also states that any case of “human influenza caused by a new subtype”
must be notified.

As at 17 January 2008, there have been 350 confirmed cases of H5SN1 infections since 2003, and 217 of these
have been fatal, demonstrating the high fatality rate of 62%. The majority of human cases have been as a result
of direct close contact with sick or dying infected poultry; unfortunately, the nature of back yard flocks living
in close juxtaposition with people means that further spread and human cases are likely to continue to occur.
To date avian flu viruses, including the H5SN1 strain, do not pass the species barrier easily, and where person
to person spread has been reported in relation to HS5N1, it has been very limited and unsustained.

3. What intergovernmental surveillance systems exist to give early warning of outbreaks of infectious diseases? Are these
systems adequate? And what improvements might be made?

International disease surveillance takes place at both the global and the European level. The UK also conducts
its own surveillance as a contribution to the international system. International surveillance is a complex and
evolving architecture and the UK is keen to see it operated in a coherent way.

At the global level, WHO has a new system to monitor outbreaks of disease, drawing on the pioneering work
of the Canadian Public Health laboratory that used web-search methods to monitor epidemics. This
surveillance is now enshrined in international law through the International Health Regulations (IHR).

WHO’s Epidemic and Pandemic Alert and Response (EPR) programme has six core functions:

— To support Member States for the implementation of national capacities for epidemic preparedness
and response in the context of the IHR(2005).

— To support training programmes for epidemic preparedness and response.

— To coordinate and support Member States for pandemic and seasonal influenza preparedness and
response.

— To develop standardized approaches for readiness and response to major epidemic-prone diseases
(eg meningitis, yellow fever, plague).

— To strengthen biosafety, biosecurity and readiness for outbreaks of dangerous and emerging
pathogens outbreaks (eg SARS, viral haemorrhagic fevers).

— To maintain and further develop a global operational platform to support outbreak response and
support regional offices in implementation.

This programme includes a Global Outbreak Alert & Response Network (GOARN)—a technical
collaboration of existing institutions and networks who pool human and technical resources for the rapid
identification, confirmation and response to outbreaks of international importance. Notification of avian
influenza in animals takes places through the World Organisation for Animal Health (OIE).

10" http://www.hpa.org.uk/publications/PublicationDisplay.asp?Publication]D = 101
' http://www.malaria-reference.co.uk/
12 http://www.hpa.org.uk/infections/topics_az/hiv_and_sti/publications/AnnualReport/2007/default.htm
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Within the EU, the Network for the Surveillance and Control of Communicable Diseases seeks to promote
cooperation and coordination between the Member States, with the European Commission, with a view to
improving the prevention and control of communicable diseases. The Network includes an Early Warning and
Response System (EWRS). The European Centre for Disease prevention and Control (ECDC) will assist the
Commission in operating the EWRS. The ECDC also produces a communicable disease threat report
(CDTR), which is intended as a tool for European epidemiologists in charge of epidemic intelligence activities
in their national surveillance centre. The European Commission also has a role in the notification of avian
influenza in animals. The National Microbiology Focal Points have also been established and will collaborate
with ECDC to improve the comparability of data across member States and to agree the criteria for diagnostic
testing as necessary.

At a national level, Defra’s International Disease Surveillance team monitors occurrence of major animal
disease outbreaks (including avian influenza) worldwide as an early warning to assess the risk these events may
pose to the UK. One of the most important outcomes of this surveillance work are Qualitative Risk
Assessments which are designed to give a balanced account of the threat to the UK of the disease incidence.
Two of Defra’s qualitative risk assessments have significantly contributed to development of the World
Organisation for Animal Health international standards on notifiable avian influenza.

All these systems are only as accurate as the information that is input. In many developing countries
surveillance of infectious disease is not routine, nor can there be complete reliance upon the diagnoses given
nor the cause of death. In developing countries, epidemiological studies are not routinely conducted
thoroughly in connection with outbreak to identify the source. Improvements in capacity and capability
within countries is still the pre-requisite for good diagnostics and surveillance and consistency of data.

4. Griven the continuance of current or planned intergovernmental programmes to prevent or control the four diseases,
what predictions can be made of their likely spread and pattern over the next 10 years?

The eight UN Millennium Development Goals'? (MDGs) range from halving extreme poverty to halting the
spread of HIV/AIDS and providing universal primary education, all by the target date of 2015 and form a
blueprint agreed to by all the world’s countries and all the world’s leading development agencies. Goal 6 is to
halt and begin to reverse the spread of HIV/AIDS, and the incidence of malaria and other major diseases.
DFID leads for the UK on the MDGs but the Health Protection Agency/NHS contribution is technical
support and expertise in the control and treatment of HIV/AIDS, malaria and TB.

The Global TB programme is well organised and poised for making great progress. The Global Plan to Stop
TB 2006-15'* is a comprehensive assessment of the action and resources needed to make an impact on the
global TB burden.

There is renewed interest in malaria and especially in expanding access to existing effective interventions
particularly insecticide-treated bednets, indoor residual spraying of insecticides, and treatment with
Artemisinin Combination Therapy (ACT). This would significantly decrease mortality from malaria, but is
not sufficient to eradicate it in sub-Saharan Africa.

Despite significant inter-governmental efforts, HSN1 avian flu in birds is endemic in several countries and
continued transmission from poultry to people is likely as local farming practices are too embedded to expect
changes in the next few years. Spread from wild birds into poultry is also likely to continue. Several other
strains of avian flu are endemic in wild bird populations, with wild water fowl playing a major part in providing
a reservoir of infection for the circulation of avian flu viruses globally via migratory birds. Any one of these
virus strains could be the origin of a pandemic flu virus in the next 10 years and wild bird surveillance is
important in monitoring the pattern of virus circulation.

5. What do you consider to be the principal blockages to achieving progress in the prevention or control of the four
diseases? And how wmight these blockages be removed by more, or better-targeted or better-coordinated
intergovernmental action?

Weak and underfunded developing country health systems lie at the heart of the problem. Global prevention
and control is hindered by poor surveillance infrastructure, laboratory capacity, and containment
mechanisms, uneven access to affordable medicines and vaccines, by a lack of transparency over competition
and pricing down the medicines supply chain. In addition there is a lack of clarity around the use of intellectual
property, unsystematic research and development priority-setting including innovatory approaches.

13 http://www.un.org/millenniumgoals/
14 http://www.stoptb.org/globalplan/
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Progress against Al, specifically, is hampered by difficulty in changing local farming practices in poor
countries, wide prevalence of viruses in wild birds, the economic importance of poultry, leading to vaccination
options over culling, the difficulty in management of animal hygiene in live bird markets and in control of
cross-border informal trade in some world regions.

Also, not all countries have the resources or capacities to put in place a seasonal influenza vaccination policy
and, in the event of an influenza pandemic, it is also recognised that current stock will not meet world-wide
demand.!® There needs to be an improvement to rapid response strategies in poorer, more vulnerable,
countries.

These blockages might be removed by:

— Increased commitments by developing countries to prioritise their own health financing at national
level and strengthen systems. Intergovernmental organisations can help by reinforcing this message
to health, planning and finance ministries. The International Health Partnership (IHP) is developing
a model for health systems strengthening support.

— Better priority setting for R&D backed by predictable funding, including firm commitments to
existing mechanisms and to develop innovative financing mechanisms to promote the development
of, and access to, new health technologies.

— Global commitment to improving pricing policies, for example through the Medicines Transparency
Alliance being launched in a number of countries with WHO and the World Bank.

— Intergovernmental organisations that are best placed to utilise the intellectual property system to
promote both innovation and access and monitor the impact of intellectual property provisions
on both.

— Further implementation of the WHO’s Global pandemic influenza Action Plan to increase vaccine
supply, which aims to substantially increase vaccine supply capacity. The UK Government donated
£2 million to the development of the Plan in November 2007.

— Further deployment of the €2.7b pledged by the international community to fight avian and
pandemic influenza.

6. What role does your organisation play in combating the four diseases? Do you believe that it is correctly configured
and adequately resourced to do the job? With which other organisations do you collaborate? How would you assess the
degree of synergy?

The Department of Health is the lead policy department on combatting these diseases in England. (This role is
carried out by the Scottish Executive Health Department, the Welsh Assembly Government and the Northern
Ireland Department of Health, Social Services and Public Safety in Scotland, Wales and Northern Ireland
respectively). In addition the Department of Health works closely with and through the Health Protection
Agency (HPA) and intergovernmental organisations, in particular the WHO, to promote an effective
international response to these diseases.

The HPA'’s role as a non-departmental public body is to provide an integrated approach to protecting UK
public health, with communicable disease as a key part of its remit. (The HPA will be responding separately
to this call for evidence.)

DFID works closely with a range of intergovernmental organisations who take action in response to some or
all of these four diseases including the World Bank and UN agencies (WHO, UNAIDS, UNFPA, UNDP and
UNICEF), and non UN agencies, such as the Global Fund (GFATM), GAVI Alliance (on vaccines) and
UNITAID (medicines). DFID increasingly works closely with the agencies to improve their effectiveness in
delivery of their objectives.

Defra monitors the spread of animal diseases globally and carries out risk assessments and puts in place
measures to minimise the risks of the spread of exotic disease to the UK. Defra also provides technical support
to other government departments (principally DfID) to assist in their programmes with the intergovernmental
organisations.

FCO supports the work of other government departments overseas and helps in the delivery of health policy
through its network of posts eg. lobbying and advocacy at country level on HIV/AIDS issues.

While the Government believes that the UN and the various global partnerships make a significant
contribution to health and HIV/AIDS, there is duplication, overlap and competition between agencies which
leads to inefficiencies. In health the UN is particularly fragmented. The former UN Secretary General’s High

15 http://www.who.int/cst/resources/publications/influenza/CDS_EPR _GIP_2006_1.pdf
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Level Panel on System Wide Coherence, of which the Prime Minister was a member, recommended the UN
should be reorganised to achieve better results. The resulting “One UN” model is now being piloted in eight
countries.

7. What are the main non-health causes (eg global warming, poverty, changes in land use, international travel,
lifestyle, population) of the spread of the four diseases? To what extent can intergovernmental action in non-health fields
contribute to alleviation of their spread? What action is taking place or planned in these areas? And what more needs
to be done? Do you consider that there is sufficient “joined-up” thinking in approaching the problem?

This is a huge subject: many factors influence the spread of disease. We would single out three for specific
attention here: social inequality, poor infrastructure and climate change.

— The reasons why poor people in low income countries suffer from high rates of illness, particularly
infectious disease and malnutrition are fairly clear: little food, unclean water, low levels of sanitation
and shelter, failure to deal with the environments that lead to high exposure to infectious agents, and
lack of appropriate medical care.

— Inadequate health systems and general infrastructure, and poor farming practices, contribute to the
cause and spread of disease. Poor border controls over the movement of birds, for example, facilitate
spread amongst poultry flocks.

— Exposure to projected climate change is likely to affect the health status of millions of people
worldwide, through increases in malnutrition, in death, disease and injury due to extreme weather
events, in the burden of diarrhoeal disease, in the frequency of cardio-respiratory diseases, and
through altered distribution of some infectious disease vectors.

The UK firmly believes that multisectoral action is needed to tackle these multisectoral issues. Our
forthcoming Global Health Strategy will look at action across Government to promote good global health.
We are tabling a resolution on the health impacts of climate change at this year’s WHO Executive Board. We
await with interest the report of the WHO Commission on the Social Determinants of Health which will report
later in the year.

8. Cases of Tuberculosis fell progressively in the UK until the mid-1980s but started to rise again in the early 1990s.
Around 6,500 cases are now reported each year, an increase of about a quarter since the early 1990s. What are the
main factors of the revival of Tuberculosis infections in Britain? And how could intergovernmental action help to reverse
the trend?

The HPA has provided detailed figures on TB in the UK in 2006.'% 8,497 TB cases were reported in 2006 in
the UK, a rate of 14.0 per 100,000 population. TB in England was at its lowest level in 1987 (5,087 cases in
England), and since early 1990s, there has been an upwards trend. However, both the number of cases and the
rate in 2006 were very similar to those for 2005. Further years of data are nevertheless required to assess
whether these results indicate a slowing in the overall trend of increasing numbers of cases. The London region
accounted for the largest proportion of cases (40%) and had the highest rate (44.8 per 100,000). 72% of cases
were non-UK born. The proportion of drug resistant cases of TB has stayed relatively stable with multi-drug
resistance remaining at about 1%.

UK Visas works with the International Organization for Migration to screen migrants for infectious TB in
certain high-risk countries. Residents of 16 countries must undergo this pre-screening test if they are applying
for a visa to visit the UK for six months or more. This scheme, which is still in its early stages, is designed to
test the effectiveness of methods for detecting infectious TB in people wishing to travel to the UK. It should
also enable a more effective international response to the spread of TB, and encourage individuals to seek early
treatment. Passengers from other countries which are high risk for TB are subject to screening on-entry.
Asylum seekers accommodated by the Home Office are offered a health check, including TB screening, as part
of their induction process, which almost all accept.

Whilst the overall rate in the UK is low, TB is still a public health problem and rates are high in certain inner
city areas and in people born abroad. Incidence is also high in certain other hard-to-reach, or hard-to-treat
groups.

16 http://www.hpa.org.uk/publications/PublicationDisplay.asp?Publication]D = 110
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We look to the Global Plan to Stop TB to contribute to global reductions in TB, from which we expect
resultant benefits in the UK.

9. Tuberculosis is potentially curable by long-term antimicrobial therapies. Yet the numbers of reported cases
worldwide seem to be rising. Are the necessary medicines not getting through to patients? What are the barriers to
effective long-term therapy? Are we now seeing infections which stem from other conditions—eg HIV |AIDS? Or are
there other reasons why a treatable disease should be spreading? How might intergovernmental action help to deal with
this situation?

There are a number of barriers in tackling TB that include the following:
— Treatment requires long-term, regular antibiotic use for it to be effective.

— Long incubation periods of TB mean that patients may carry latent infection for years before they
develop active disease.

— The emergence of drug resistance and co-infection with HIV poses special challenges.
— Health systems must be able to cope with demand.
— Health care workers must be properly educated in TB prevention and control.

Itis estimated that one third of the world’s population are infected with the TB bacillus. However, only 5-10%
of these will go on to develop disease, although rates are much higher for people co-infected with HIV. People
living with HIV are more susceptible to developing TB disease and TB is the leading infectious killer of people
with HIV/AIDS globally.

First-line TB treatment requires the use of four drugs over a period of six to nine months. This places a
significant burden on patients and on health infrastructure and resources in many countries. Failure to
complete a course of treatment can result in poor health outcomes and the development of drug resistant TB.
HIV treatments interact poorly with a key first-line TB drug (Rifampin), complicating the treatment of people
co-infected with HIV and TB.

TB management requires effective case identification and access to treatment programmes. Directly Observed
Therapy (DOTS) provides an internationally recognised detection, treatment and management strategy for
TB. Over 89% of the world’s population live in countries that have adopted the DOTS approach. The UK uses
DOTS in specific cases following a risk assessment for drug adherence of patients.

Treatment of drug resistant TB is more complex, requires longer treatment courses and is many more times
more expensive than treatment with first-line drugs. The development of new drugs that are easier to take, over
a shorter course of treatment, could make a significant contribution to reducing the cost and complexity of
TB programmes and increase their reach and impact.

The Global Plan to Stop TB 200620157 sets out an ambitious and comprehensive programme to achieve
the MDG 6 goal of “halting and beginning to reverse the incidence of TB” by 2015. It includes actions to
support equitable access to TB drugs and diagnostics for all and for development and introduction of new
drugs (by 2010), field diagnostics (by 2010) and vaccines (by 2015). If fully implemented, it is estimated that
14 million lives will be saved between 2006—15.

10. To what extent do you believe that the 2004 Stockholm Convention limiting the use of DDT against Malaria-
carrying mosquitoes has been a factor of increases in the spread of the disease? Has any risk analysis been carried out
comparing the relative dangers to human health posed by DDT and Malaria?

The Stockholm Convention does not prevent the use of DDT for malaria vector control and does not limit
the use of DDT against malaria-carrying mosquitoes. Therefore it cannot be considered a contributing factor
to the increase in the spread of the disease.

There is no risk analysis comparing the relative dangers to human health of DDT and malaria. It would be
impossible to carry out such an analysis in a meaningful way. Malaria is one of the leading causes of death in
Sub-Saharan Africa and targets young children. The effects are acute. DDT is considered an endocrine
disrupter and studies point to reproductive disorders in men from exposure to DDT. It does persist in the
environment for many decades, has been found in human tissues such as breast milk and it may be transported
around the globe ending up in environments where it has never been used such as the Arctic. The toxic effects
of DDT are chronic and, given the persistence of the chemical in the environment, it could take years and even
generations for the resulting effects to materialize.

17 http://www.stoptb.org/globalplan/
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While the Stockholm Convention does not prevent the use of DDT for malaria control, it does encourage the
development and implementation of alternative products, methods and strategies. A number of partnership
initiatives have been established to promote such alternatives, including collaboration with the World Health
Organisation.

11. What intergovernmental action is planned or in hand for early detection of the transmission of Avian Flu from birds
to humans and of human-to-human transmission in potential source countries? Is this proving sufficiently effective to
prevent an Influenza pandemic? What more could be done?

Within Europe, EC Directive 2005/94/EC for the control of avian influenza in birds applies. Internationally,
the multi-lateral agencies including the WHO share information on animal zoonotic diseases under the Global
Early Warning and Response System (GLEWS).

In relation to suspected avian influenza in humans, confidence in national surveillance and detection varies
according to country. Inter-governmentally, under the International Health Regulations, governments are
required to notify WHO of any event that they assess (using the algorithm set out in the IHR) as a potential
public health emergency of international concern (PHEIC). Human Influenza caused by a new subtype has to
be notified under the IHR as a potential PHEIC. WHO, working with the European Centre for Disease
Prevention and Control and other specialised agencies, under the Global Outbreak Alert and Response
Network (GOARN) system mobilises experts from around the world to support countries in investigating and
controlling significant outbreaks of any infectious disease including avian influenza in humans; this could be
with surveillance, detection, rapid response, and treatment. In addition, avian influenza viruses appearing in
humans that have spread to humans should be shared with the WHO Global Influenza Surveillance Network
(GISN) for surveillance, risk assessment, and preparation for vaccine seed. WHO reports confirmed cases of
avian influenza in humans on their website, and has produced and updated guidance on rapid response and
containment which applies in any country, including Europe.

These systems have worked reasonably well to date in avian influenza human outbreaks. However, we rely
on the quality of surveillance, investigation and reporting in countries such as China, Indonesia and others.
Improvements need to be made in surveillance, detection, laboratory capacity, and containment strategies, as
well as general infrastructure. Communication and responses need to be regularly tested, WHO run regional
exercises to test various aspects of detection and response. Of course, not only will the quality of detection and
containment mechanisms play a vital role in the early stages of preventing/containing a pandemic, the nature
of the virus and location of the virus will also play its part.

One particular serious issue since the beginning of 2007 relates to the very limited sharing by Indonesia of its
avian influenza viruses found in humans with the GISN. Indonesia is seeking rights to control who should
have the virus taken from individuals in Indonesia, as well as the purpose of its use. WHO and its member
countries are currently addressing this, including providing more equitable access to vaccines and other
benefits for the more vulnerable countries.

More clearly needs to be done to improve detection, surveillance, and general response capacity building. The
UK gave £2 million in November last year to further develop the WHO Global pandemic influenza Action
Plan to increase vaccine supply. This plan strives to increase capacity building in the more vulnerable
countries. Also, there have been various international conferences to mobilise pledges of financial support to
tackle avian and human influenza, notably in Beijing in January 2006, in Bamako in December 2006 and in
Delhi in December 2007. In all, some $2.7 billion has been pledged, with the UK pledging £35 million (in
addition to substantial contributions via the European Commission)—the largest pledge by an EU Member
State. Some of this money is administered by the World Bank by means of a trust fund; some is administered
bilaterally whilst some is channelled through multi-lateral organisations. The United Nations System
Influenza Co-ordinator and the World Bank have produced a forward look of gaps to direct future spend, as
well as progress reports addressing where the money has been spent.

At the Delhi Conference, the UK was instrumental in calling for proposals for a 3-5 year International
Forward Strategic Plan to build on and strengthen efforts to date and to drive inter-governmental action, both
for the control of avian influenza and to ensure a better readiness for a possible pandemic. This will be
presented to the next major international conference, scheduled for October 2008 in Cairo.

Although WHO prepare regional Exercises, and the EU has run a pandemic preparedness Exercise too, an
international Exercise centrally co-ordinated by WHO, with all WHO regions, the EU, and selected countries
would be an excellent way of testing how a global response would work, and would no doubt highlight many
lessons to be learned.
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12. To what extent do you consider that the rise in infections in the four diseases is attributable to increased
microbial resistance to antibiotics? What intergovernmental action is taking place in this area?

In general, resistance to antibiotics is not currently a primary driver of transmission for the four diseases.
However, resistance is already a major problem causing increased morbidity and mortality and raising the
complexity and costs of disease management for AIDS, TB and malaria.

Concerted action is needed to support the proper selection, management and use of drugs and other health
commodities to prevent, diagnose and treat the four diseases by health professionals. Increased efforts are
needed to improve health system capacity and availability of predictable financing to ensure the reliability,
coverage and consistency of drug and commodity supplies and to deliver training on best practice to health
professionals and education on treatment and prevention to communities. Surveillance systems to monitor the
spread of drug resistance must be improved. Initiatives are needed to make second-line treatments for HIV,
TB and malaria more affordable and available when required. Investment in R&D for new treatment and
prevention options is essential for sustainable responses to communicable diseases.

WHO plays central role in providing accurate information and technical support on the emergence of, and
response to, drug resistance for the four diseases.

DFID is a major contributor to the Global Fund for AIDS, TB and Malaria (GFATM) (£360 million to the
GFATM (2008-10) as part of a long-term commitment of £1 billion through to 2015) and UNITAID (a 20
year commitment of up to £760 million, subject to performance review) that provide considerable funding to
support reliable access to quality medicines and health commodities.

DFID is leading the development of the Medicines Transparency Alliance (MeTA), which will work with
partners internationally to strengthen pharmaceutical systems and reliable access to quality and affordable
medicines. MeTA will be launched in 2008.

Also, DFID invests just under £25 million each year in product development partnerships to develop new
drugs for malaria, TB and other tropical diseases and for the development of vaccines and microbicides to
prevent HIV transmission.

Malaria

In highly endemic countries, treatment of malaria does not play a significant role in limiting transmission but
is central to reducing illness and mortality. There are considerable global levels of resistance to traditional
treatments, such drugs are cheap, but ineffective in many parts of the world, resulting in wasted resources and
poor health outcomes. Artemisinin Combination Therapies (ACTs) are effective but currently more expensive
than established drugs and coverage, particularly in sub-Saharan Africa is low. DFID supports a number of
initiatives to accelerate the uptake of ACTs and to help ensure their proper use, thereby delaying the
emergence of resistance. WHO has issued guidance to countries recommending that ACTs are adopted as first
treatment for malaria. The GFATM, UNITAID and the US President’s Malaria Initiative are providing
resources to support ACT adoption. Intensified pressure on the malaria parasite will increase the potential for
resistance to existing drugs and insecticides. It is essential that sustainable malaria efforts include investment
in the development of new drugs, insecticides and, ultimately, a vaccine. DFID has provided matched funding
of £10 million with the Wellcome Trust over five years to the Medicines for Malaria Venture and is considering
options to support incentives to encourage industry development of malaria vaccines.

Antimalarial drug resistance hinders malaria control and is therefore a major public health problem. The
WHO publication Drug Resistance in Malaria'® describes the state of knowledge about this problem and
outlines the current thinking regarding strategies to limit the advent, spread and intensification of drug-
resistant malaria. There is also further information on drug resistance on the WHO website!® and the
Secretariat of the Roll Back Malaria Partnership facilities access to quality affordable antimalarial medicines
including combination therapies and other essential supplies through the commodity services unit.

18 http://www.who.int/malaria/cmc_upload/0/000/015/040/bloland.html

19" http://www.who.int/drugresistance/malaria/en/index.html
20 http://www.rollbackmalaria.org/aboutus.html
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TB

The UK has committed to provide £360 million to the GFATM (2008-10) as part of a long-term commitment
of £1 billion through to 2015. 17% of GFATM expenditures are on TB. DFID has committed nearly £9 million
to the funding of the Stop TB Partnership from 2002-08. DFID is providing £6.5 million (2005-08) to the
Global Alliance for TB Drug Development to accelerate the research and development for new TB drugs that
will reduce treatment complexity and duration.

The HPA National Mycobacterium Reference Unit (MRU) and regional reference laboratories in England,
Wales and Northern Ireland provide drug susceptibility data on TB. The MRU is a WHO SupraNational
Reference Laboratory and European Co-ordinating Center within the Global Programme on Drug Resistance
and operates an External Quality Assurance programme for drug resistance on behalf of the WHO.

HIV

Successful treatment of HIV requires 95% adherence to treatment regimes. Over time, most patients will
develop resistance to anti-HIV drugs requiring access to second and third line therapies, which are routinely
available in developed countries like the UK. While the cost of first line HIV therapies available in least
developed countries has fallen as low as $100 in recent years, second line treatment regimes may cost between
four and more than 10 times this. The onset of resistance can be delayed by ensuring that patients have reliable
access to affordable treatment services that are suitable to their circumstances. WHO has developed and
updates guidelines for the treatment of HIV, including strategies to change drug regimes when resistance
emerges.

The transmission of drug resistant HIV (primary drug resistance) is recognised as a problem in developed
countries. There is limited evidence of levels of primary resistance in developing countries. There is no evidence
that drug resistance is itself driving transmission, although it is true that the risk of HIV transmission increases
if individual viral loads are high, for example, if treatment is not available or failing. Primary resistance limits
the treatment options available to those infected, potentially increasing complexity, costs and treatment
outcomes.

In 2005, the international community committed to achieving universal access to HIV and AIDS prevention,
treatment and care by 2010. UNAIDS and WHO provide technical assistance and monitor progress in
achieving this goal. In addition to country and bilateral expenditures, the GFATM, UNITAID and World
Bank MAP programme provide substantial multilateral funding for international HIV and AIDS efforts.

As part of its Taking Action strategy on HIV and AIDS, the UK committed to spending £1.5 billion on HIV
related programmes between 2005-08.

Avian Flu

In advance of a pandemic it is difficult to predict the potential role of antiviral resistance. There is some limited
evidence to show the potential of the H5N1 virus to develop resistance to antivirals, which may limit its
effectiveness in mitigating the consequences of infection during a pandemic. Generally, antibiotics would only
be used to treat any complications arising from influenza.

13. In a number of countries, including the UK, there is a problem with hospital-acquired infections. What
intergovernmental sharing of knowledge is taking place to help bring this problem under control?

There is little formal exchange of information but there are plans for an EU recommendation on hospital-
acquired infections (HCAIs)—we expect something this year but have no firm timetable. There are some EU
projects covering HCAIs and ECDC has an interest in surveillance but generally most international
collaboration is through professionals in the field.

The WHO World Alliance on Patient Safety, chaired by Sir Liam Donaldson, has a key role in international
action on hospital-acquired infections.

WHO are working with the Commonwealth Fund on an initiative to develop five safety solutions to be
implemented by the participating countries. Referred to as the “High 5s” the aim of the initiative is to
introduce five patient safety solutions in 10 hospitals within seven participating countries and to evaluate the
effectiveness of these solutions.
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England and Wales will be taking part in this initiative and the National Patient Safety Agency (NPSA) has
been nominated as our lead technical agency. The NPSA has led the development of the solution on the
prevention of high concentration drug errors. The four other solutions concern the prevention of hand-over
errors; the prevention of continuity of medication errors; the promotion of effective hand hygiene practices;
and the prevention of wrong site/wrong procedure/wrong person surgical errors.

DH holds the co-chair of the group designing the economic evaluation of the “High 5ss, pre- and post-
implementation.

There has also been a separate strand of work led by the WHO collaborating centre for patient safety solutions
to develop and agree generic standardised solutions to nine known areas of risk, including hand hygiene /
infection control. These were distributed to all WHO countries in May 2007, to take and build in specifics
depending upon their national health systems. The overall purpose is to guide the re-design of care processes
to prevent human errors from reaching patients.

14. Are there any difficulties with regard to patents or intellectual property which are impeding the flow of medicines
or other control methods to those infected? Is intergovernmental action needed to improve the situation?

By conferring a temporary exclusivity, patents provide an important incentive for the development of new
healthcare products where there is an assured demand for the products of research and development, as is the
case in developed countries. However, in the absence of such a demand, which is the case for many products
which are predominantly required in developing countries, the incentive offered by intellectual property rights
is limited. That is why governments, including the UK government, have invested significantly in research and
development on products needed to fight major diseases in developing countries such as HIV/AIDS, TB
and malaria.

Because they allow firms to price their products above cost in order to recoup the cost of their research and
development programmes, patents can also be one of several contributory factors in determining the price of
medicines and other healthcare products in developing countries. In recent years the international community
has taken a number of steps to address this issue. These include the World Trade Organization Declaration
on the TRIPS Agreement?! and Public Health agreed in Doha in 2001 which stated that the TRIPS
Agreement “does not and should not prevent Members from taking measures to protect public health . . . and,
in particular, to promote access to medicines for all”. The Declaration highlighted the flexibilities that exist
in TRIPS to facilitate access to medicines. As a result of the Declaration, WTO members are now in the process
of ratifying an amendment to the TRIPS Agreement which allows countries without manufacturing capacity
to import generic medicines from other countries under a compulsory licence. It also allowed least developed
countries not to enforce patent protection for pharmaceuticals until at least 2016.

The Government supports the right of developing countries to use compulsory licensing provisions in order
to facilitate access to medicines. The Government considers that a principal purpose of compulsory licensing
provisions is to bolster the ability of countries to negotiate effectively with providers of patented medicines,
and the actual use of compulsory licensing provisions should be judicious.

Apart from these actions, many pharmaceutical companies have instituted differential pricing policies for
selected products and countries under which they charge lower prices in least developed and low income
countries in particular for drugs targeted at HIV/AIDS, TB and malaria.

Although a considerable amount has been achieved, further intergovernmental action is underway. In 2006,
WHO established the Intergovernmental Working Group on Public Health, Innovation and Intellectual
Property to draw up a global strategy and plan of action aimed at securing an enhanced and sustainable basis
for needs-driven, essential health research and development relevant to diseases that disproportionately affect
developing countries. This is due to report to the World Health Assembly in May 2008.

In respect of avian flu, WHO has held a series of meetings to consider the issues associated with the sharing
of influenza viruses and access to vaccines and other benefits, in particular the impact of intellectual property
rights on access to vaccines. Further work in this area is planned.

2l The Agreement on Trade-Related Intellectual Property Rights
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15. What interchange exists between States in regard to knowledge of and training in the diagnosis and treatment of
the four diseases or regarding preparations for dealing with outbreaks? What improvements might be made through
intergovernmental action?

The main interchanges with other countries in which the UK is currently involved relate to preparation for
pandemic influenza. The exchanges of information and learning that take place can then be shared more
widely through intergovernmental mechanisms such as the WHO.

The European Union, through the Health Security Committee and the EU Presidency, WHO and the Global
Health Security Action Group?? (GHSAG) and the International Partnership on Avian & Pandemic
Influenza (IPAPI, a group set up by the USA) are the key vehicles through which information and best practice
is shared and compared, and a global response for dealing with outbreaks, affecting human health, is co-
ordinated.

WHO actively trains clinical people in the regions by sending in response teams when a cluster of human avian
flu cases are found; the European Centre for Disease Prevention & Control (ECDC) is also involved in the
field, in facilitating the exchange and assessment of good practice, and in providing technical input. The WHO
have also produced treatment and diagnosis guidelines and recommendations for human cases of HSNI1.

Defra funded Veterinary Laboratories Agency (VLA), Weybridge, is recognised by the World Organisation
for Animal Health as the World Reference Laboratory for avian influenza. VLA is a leading research and
laboratory organisation in avian influenza and supplies diagnostic reagents to many laboratories worldwide.

The GHSAG was set up following the attacks on the World Trade Centre on 11 September 2001, to develop
proposals and actions to improve global health security?. The network has been designed to respond swiftly
in the event of a crisis; it has a Pandemic Influenza Working Group which meets to share information via
regular international conferences, meetings, and on-going exchanges of information about pandemic
planning.

16. The International Health Regulations 2005 are intended to provide a global framework for the rapid identification
and containment of public health emergencies. How effective do you consider this response system to be? Do improvements
need to be made?

The new IHR were adopted by the World Health Assembly in 2005, but came into global effect in June 2007.
Prior to formal commencement, member states had agreed that they would endeavour, within their existing
legislative frameworks, to implement key aspects of the IHR that would be helpful in the event of a pandemic
flu outbreak. The UK was already well-advanced in its flu planning, but instituted forthwith the UK’s “ITHR
National Focal Point” (IHRNFP—a key formal function defined in Article 4 of the IHR 2005) by
administratively designating the Health Protection Agency as holding this function. This designation was later
formalised in The Health Protection Agency (Amendment) Regulations 2007 (SI 2007 No. 1624), which came
into force in July 2007. The Government has also brought forward the Health and Social Care Bill which
updates the existing Public Health (Control of Disease) Act 1984 in several respects, including enabling the
Government to take (if it considers it appropriate to do so) actions that might be recommended by WHO.

As at December 2007, the new IHR have thus been in full effect for only six months. They have not been put
to a serious test in that time, so it may be premature to reach conclusions on their effectiveness. However the
Government strongly supports the IHR 2005, and is satisfied with the functioning of the UK’s IHRNFP,
which has exercised the procedures laid down in the IHR on a number of occasions.

Recent global initiatives on avian influenza have contributed to on-going improvements in timely notifications
of outbreaks in animals to the World Organisation for Animal Health.

17. What intergovernmental planning has been undertaken to cope with the impact of an outbreak of infectious disease
caused by deliberate release of micro-organisms into the environment? Is there adequate liaison between the various
agencies mvolved, including intelligence, law enforcement and health care professionals? How could action by
intergovernmental bodies help further?

Regular and on-going risk assessment is undertaken across all government departments—coordinated by the
Cabinet Office—to prepare for, and plan against, the effects of a deliberate release of micro-organisms into
the environment. The Home Office leads particularly on CBRN (chemical, biological, radiological and
nuclear) issues.

22 Tt is made up f the G7 countries plus Mexico.
2 http://ec.europa.eu/health/ph_threats/com/preparedness/docs/ev_GHSAG_2006.pdf
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There is considerable cross-government cooperation to ensure that workable plans are put in place, and tested
on a regular basis. The Security Services report across Government on the identified risk/threats. The Joint
Terrorist Advisory Committee and other agencies liaise on the intelligence available, to determine the type and
extent of preparations necessary to mitigate any deliberate releases into the atmosphere.

While overall strategic planning is undertaken at the inter-governmental level, planning for the actual response
to an attack is undertaken at local multiagency level—with the benefit of centrally produced guidance such as
the Mass prophylaxis and Smallpox plans.

Intergovernmental bodies such as the National Security, International Relations and Development (NSID)
[Prepare] and [Protect] Committees meet regularly to plan for the protection of UK citizens.

UK membership of international bodies like the European Union Health Security Committee and the Global
Health Security Action Group (GHSAG) ensures cooperation with international colleagues results in a
coordinated approach to meeting any terrorist threat. The UK also works on a bilateral basis with
international colleagues as required.

18. Though our remit is focused specifically on known infectious diseases, we would be interested to know how you view
the global threat from new or previously unrecognised ones and from the transmission of infections from animals to
humans

The global public health threat from new and emerging infections is considered to be greatest from zoonotic
infections-those that are naturally transmissible from animals to man. Since the 1970s, over 30 previously
unknown infectious diseases have emerged and most of these have been zoonotic. Some of these, such as HSN1
avian influenza, do not readily pass the species barrier and are not easily spread from person to person,
whereas SARS CoV spread easily in the right environment. In addition to new infections emerging, there is
also the issue of known infections arising in places where they have been previously unknown. The arrival of
West Nile Virus in the United States and its rapid spread across nearly all states is a good example of a vector
borne zoonoses taking a country by surprise. The opportunities for new and emerging infections to be
introduced by an influx of migrant workers from areas where they might have been exposed to new or
emerging infections is highlighted in a recent report on migrant health.?* Similarly, close connections between
countries due to families connecting with relatives provide opportunities for rapid transfer of infection
globally. However, it is changes in demography, cultural habits and tourism, with new opportunities for close
contact between the animal habitats and man, that remain the main influences on the emergence and spread
of new infections.

Itis estimated that over 75% of new and re-emerging human diseases are zoonoses and their emergence is often
linked to environmental changes brought about by human activity.

What SARS and H5N1 avian influenza have reminded us is that the emergence of infection in one continent
can rapidly become a global public health threat. It is inevitable that such new and zoonotic threats will
continue to occur, and what is needed to combat the threat is sound animal and human health surveillance
systems, rapid reporting mechanisms and embedded diagnostic capability and capacity, particularly in those
areas where it is most likely that a new zoonotic infection will occur (Asian, African and Indian continents).
The importance of global collaboration on health has been recognised for a long time, but the threat of a
pandemic of influenza has served to sharpen our focus on early detection and containment measures and
recognition of the unimportance of national and geographical boundaries in containing the spread of disease.

The surveillance and data collection systems and international collaborations on zoonoses in particular set
out above (see Q2 response) provide a firm foundation for this global approach.

For the UK, staying ahead of this potential threat relies on training clincicans to be alert to the potential for
new or emerging infections and to the possibility that migrants and returning tourists might have an exotic
infection. Maintaining excellent diagnostic facilities capable of detecting infections that are not native to the
UK is essential, as is sound horizon scanning, such as is undertaken by the Chief Medical Officer’s National
Expert Panel on New and Emerging Infections (NEPNEI).

24 http://www.hpa.org.uk/publications/2006/migrant_health/migrant_health.pdf
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19. What resources (subscriptions, staff, traiming, medicines etc) does the UK Government commit to
intergovernmental bodies to help in the fight against the four diseases listed?

The UK provides resources to intergovernmental bodies working on these diseases through funding (both core
unearmarked contributions and specific contributions to programmes and initiatives), in-kind contributions
(for example, expert input to committees, working and expert groups) and staff secondments. The
Government’s support for research into these diseases is also an important underpinning contribution to the
work of intergovernmental bodies.

The table below lists recent relevant financial contributions to intergovernmental bodies by the UK
government.

Intergovernmental body £m

Annual core unearmarked resources (a proportion of which will be allocated to agency
programmes to fight the 4 diseases):

WHO:

DH (2007) 13.6
DFID (2007) 18
UNICEF: DFID (2007) 21
UNDP: DFID (2007) 55
UNAIDS: DFID (2007) 10
UNFPA: DFID (2007) 20
Other resources:

UNFPA Global Programme to Enhance Reproductive Health Commodity Security (which 100
will have an impact in the UN’s response to HIV/AIDS): DFID (2007-12)

UNFPA RHCS in fragile states DFID (2007) 5
UNICEF children with HIV/AIDS programmes: DFID (2004) 44
GFATM: DFID

2008-10 330-360
2011-15 up to 640
Roll Back Malaria Partnership: DFID (1998-2007) 49
Stop TB Partnership: DFID (2002-08) 9
UNITAID international drug purchase facility (HIV, TB, malaria): DFID (over 20 years) up to 760
Medicines for Malaria Venture: DFID (over 5 years 2005-10) 10
Drugs for Neglected Diseases Initiative: DFID (2005-08) 6.5
Global Alliance for TB drug development : DFID (2005-08) 6.5
Tropical Disease Research: DFID (2005-08) this is a special research programme of WHO 4.5
WHO pandemic flu surveillance: DH (2005) 0.5
WHO Global Pandemic Influenza Action Plan to increase vaccine supply: DH (2007) 2
WHO Total UK Government pledge to fight avian and pandemic influenza 35
Secondments from UK Government to intergovernmental organisations—avian and 0.5

pandemic influenza related

Annex B

WORLD HEALTH ORGANISATION DEVELOPMENT EFFECTIVENESS SUMMARY*

CONTEXT

Mandate

The World Health Organisation is the United Nations specialised agency responsible for matters relating to
health. Its objective is the attainment by all peoples of the highest possible level of health. Normative work:
promoting research, generating new knowledge and formulating of policies, strategies, guidelines and
standards, is WHO’s core work. WHO has a key development role and is committed to attaining the health
targets identified in the MDGs. WHO currently pursues 35 areas of work under five basic headings: Improving
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Health Outcomes; Responding to Outbreaks and Emergencies; Tackling Health Determinants; Strengthening
Health Systems; Focusing on Results Based Management (RBM). From 2008, WHO’s work will be organised
around 13 Strategic Objectives.

Size

With headquarters in Geneva, WHO have 145 country and 6 regional offices. Expenditure in the biennium
2004-05 was US$ 2,944.4 million with 37.5% spent at HQ level, 27.0% at regional level and 35.5% at
country level.

Key Issues

Interpreting WHO’s role, as a specialised agency, within the wider UN reform agenda will be a challenge for
the organisation—this includes clarifying WHO’s respective roles and functions of Headquarters, Regional
and Country Offices. This will be informed and modified by how they participate in the One UN country pilots.
Improving Financial Resources management is a priority area. There is an unhelpful resource ratio of
26%:74% between assessed contributions and voluntary contributions—funding which is largely earmarked
for specific activities—which severely hampers WHO’s ability to carry out its core work. WHO intend to
redress the imbalance of earmarked funding, and the restrictions this places on activities by 2013.!° However
the latest propdsed programme budget for biennium 2008-09 shows even greater imbalance of
22.7%:77.3%."In terms of the key issue of health systems strengthening, WHO needs to define and play its
role vis-a-vis the roles of other agencies such as the World Bank. With the effects of climate change becoming
more apparent WHO will have a key role to play in the response to global health security resulting from it.
WHO has appointed a new Director General, Margaret Chan. She has confirmed her commitment to ensuring
participation in the UN reform process. We hope to see a positive response at regional and country level.
WHO needs to continue to demonstrate leadership in helping to simplify the current complex health
architecture and proliferation of global health partnerships. WHO has seen many successes at the global level
and some success at the regional and country levels, however lack of information makes it difficult to counter
the perception of variable country level performance.

Is WHO BUILDING FOR THE FUTURE?

Summary

WHO have made significant strides over the last few years in institutional reform. Some areas such as the
Results Based Management Framework have been significantly improved. There are other areas, such as staff
development, which will take longer to see significant changes. WHO has taken an active part in the UN
reform process as a member of the UN Development Group (UNDG). Papers to the January and May 2007
Executive Boards outlines WHO’s Views on UN reform, and their engagement, including in the pilots, to date.
These demonstrate movement and a change of position over the previous months. The new Director General,
Margaret Chan, has confirmed her commitment to UN Reform and we expect to see more focus on
contributing to the One UN Pilots. However it is early days and we need to wait to see what the strongly
independent regional offices will do to support the DO. The country support network have agreed a strategy
for building capacity of country teams and addressing the harmonisation and alignment agenda. One
important challenge is posed by the interdependence between some of the reform elements across the
organisation resulting in delay in fully implementing reform policy.

COMMITMENT TO CONTINUAL IMPROVEMENT

To what degree is WHO committed to UN reform?

0 WHO share the views of the international development community of the need to improve effectiveness
and impact, and the need for the UN system to demonstrate more effective actions relevant to the needs of the
21st century. WHO is committed to investing in collective UN action and reform. WHO believe that diversity
of the UN system is a source of strength, and that the outcome of the current UN reform debate should be a
better articulated division of labour.’
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Does the Board require management to act on performance results?

O Results are measured against indicators set in the programme budget. But reports are not published before
the next budget is published. Performance Assessment Reports include lessons learnt against each area of
work along with details of how they will be applied in the next biennium. The new Medium Term Strategic
Plan'? sets out a clear framework for results based management providing indicators, targets and resources
required for their achievement. The importance attributed to RBM is reflected in the location of the
Evaluation Unit within the DG’s office.?

BuiLpiNG KNOWLEDGE AND LESSON LEARNING

Does WHO have adequate mechanisms for learming and spreading lesson learning?

v/ WHO is a knowledge-based organisation. The exchange and dissemination of information about health
conditions and the Maintenance of health has been a central activity of the Organisation since its founding.'3
Internet and published materials are widely disseminated. WHO have made some progress in sharing
knowledge and good practice with member states through its Knowledge management and information
cluster. A new partnership is hosted by WHO—The Health Metrics Network. It seeks to increase the
availability and use of timely, reliable health information by catalysing the funding and development of core
health information systems in developing countries.? National offices in priority countries need to improve
their communication strategy and proactively disseminate regular updates that inform key stakeholders in
simple terms of the interpretation of the WHO mandate in emergencies in the local context.

RESULTS BASED MANAGEMENT

v/ WHO is committed to results based management and has a well defined framework starting with the
General Programme of Work providing the long term strategic direction to set priorities that will be outlined
in the Medium Term Strategic Plan. Performance is assessed biennially with additional thematic,
programmatic and country evaluations to critically assess outcomes.>

STAFF DEVELOPMENT

What is the level of staff satisfaction? Not reported in the public domain

Not reported in the public domain.

How WELL 1s WHO MANAGING ITS RESOURCES?

Summary

WHO’s ability to prioritise and fund its work is significantly restricted by the high level of earmarking by
donors against voluntary contributions. These contributions account for 74% of funding to WHO in
comparison to 26% assessed contributions. This results in an imbalance of attention and resources going to
issues important to member states while other pertinent areas are neglected. WHO recognises that it needs to
improve the predictability of its financing if it is to more effectively manage its resources as set out in the
MTSP.!® The role of WHO as a normative and standards setting agency points to less not more
decentralisation. However WHO is moving towards greater decentralisation at regional and country levels.
The regional layer has an important technical support and performance monitoring role but in the case of
WHO, the regions have a unique semi-autonomous status, making any reform-minded changes to the regional
level very difficult. WHO take the opposite view to this.
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CORPORATE GOVERNANCE AND STRATEGY

Is WHQO?’s corporate strategy based on a clear definition of mandate and comparative advantage?

v/ WHO has identified its strengths as its neutral status and nearly universal membership, its impartiality and
its strong convening power. WHO has a large repertoire of global normative work and many countries rely
on WHO standards and assurances in medicine. Based on evidence of where WHO could make the biggest
difference to health outcomes, 35 areas of work were identified within four strategic priorities directly linked
to the mandate. From 2008-13, WHO’s work is clearly described through 13 Strategic Objectives of the
Medium Term Strategic Plan.

RESOURCE MANAGEMENT

What proportion of the budget is spent against the period to which it was allocated?

v/ The latest financial report states that there was an average under-spend of 3.6% across work areas; therefore
96.4% was spent.°

What percentage of total expenditure is spent on administration?

x This is not clear from financial report, but appears to be 18.2% calculated from figures in the 2004-05
Financial Performance report. Direct Costs are recovered directly from the projects, Programme Support
Costs are set at 13% and are recovered from extra budgetary projects and finally Fixed Indirect Costs are
financed from regular/core income.®

Is the agency committed to robust efficiency targets?

x WHO have not published any efficiency targets but have identified areas where savings could be achieved
through implementation of the Global Management System beginning 2008 and through the natural decline
of some programmes eg Polio.°

How well is WHO’s resource allocation criteria aligned with its corporate strategy and comparative advantage?

v/ The latest report shows a much tighter distribution of budget variance illustrated by the small under-spend.
More areas of work were closer to their budget targets.*

STAFF MANAGEMENT

To what extent is staff recruitment, postings and promotions meritocratic and transparent?

x WHO have started to implement contract reform to provide an easier, transparent recruitment and postings
process. They have implemented a global competency framework which has been integrated into major human
resource functions.?

Is there an agreed human resources strategy in support of WHO’s strategic plan?

O WHO recognize that good planning of human resources based on actual and projected needs is essential
to effective programme implementation at country level and have improved staff mobility and rotation to
address this issue.? Inductions and ongoing training for WHO staff in interpreting and delivering the HAC
(Health Action in Crisis) emergency mandate need to be enhanced and delivered at the national level whenever
possible and additional focus and resources need to be identified to support these activities. Training packages
for staff at national level need to be further developed and delivered to improve capacity to create quality
proposals to donors.!!



20 DISEASES KNOW NO FRONTIERS: EVIDENCE

OPERATIONAL MANAGEMENT

Is WHO sufficiently decentralised to enable 1t to respond flexibly to country demand?

O WHO is already significantly decentralised with six regional and 147 country offices. Emergency response
activities require standard operating procedures to be finalised that are tailored to maximising speed and
efficiency of internal resource flow and minimise bureaucracy and unnecessary delay. Training programmes
in the understanding of standard operating procedures should be further developed and finalised and
implemented as widely as possible at National, Regional and HQ levels of WHO. A system for monitoring
the implementation of and compliance with standard operating procedures needs to be put in place at all levels
of the organisation.!!

Does WHQO’s Management Information System provide accurate, useful and timely information for programmatic
decision-making?

O WHO have developed a draft information and communication technology strategy. 85 locations have
access to WHO intranet but the use of IT across country offices is patchy.? WHO plan to update their MIS
system to an Oracle based system in mid 2007, which will link resources more closely to programme outcomes.

How clear and effective are WHQO’s financial management procedures?

O The Programme, Budget and Administration Committee (PBAC) are responsible for monitoring WHO’s
financial management procedures. They are in the process of implementing new policies on a range of financial
management issues to clarify and improve procedures.!4

How WELL 1s WHO MANAGING ITS PARTNERSHIPS?

Summary

There is a perception that WHO is being stretched in too many directions by the growing number of Global
Health Partnerships (GHPs). A positive development is a report on Partnerships to be presented to the
January 2008 executive board, which will look at this whole area. With the introduction of a Health Systems
Cluster and greater clarity on strategies of GHPs we should encourage WHO towards greater harmonisation.
Although the Country Cooperation Strategy (CCS) encourages dialogue beyond the Ministries of Health
there is sometimes a tendency to restrict partnerships, to health ministries and exclude wider constituencies at
country level. This close relationship with health ministries can, on occasion make WHO representatives
reluctant to challenge government policy on difficult issues. The MOPAN survey will review donor
perceptions of WHO in 2007. Country governments turn to WHO for assistance in preparing proposals and
monitoring reports and WHO cooperate well in this. However lack of resources and lack of the right people
on the ground mean that they are not always able to respond in a timely manner.

VoICE

What mechanisms exist for developing countries to influence the strategy of WHO?

v/ WHO has global membership: developing countries are on the Executive Board and they participate in the
World Health Assembly.>

How actively is WHO promoting the participation of civil society?

v WHO operate a Civil Society initiative which enables informal and official relations with NGOs at the HQ
level. There is no evidence that WHO is unresponsive and it seeks to engage with civil society where possible
particularly at global level and within key partnerships such as stop TB or Roll Back Malaria.! NGOs in
official relations can attend governance body meetings and make statements although they cannot participate
in debates.’
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PARTNERSHIP BEHAVIOUR

What mechanisms are in place to seek feedback from partners and what do the results show?

O No global partners survey. Outside of World Health Assembly, not known if any formal and regularised
mechanisms exist and are active.

How willing is WHO to challenge and assist governments on difficult|controversial issues?

O WHO engage with governments on difficult and controversial issues that have a high profile at the regional
and global level. Recent examples include implementing travel restrictions during the SARS outbreak and
introduction of the new International Health Regulations. There is less evidence of challenging at the
country level.

ALIGNMENT

To what extent does this organisation foster government ownership through the project|programme cycle?

v The WHO Country Cooperation Strategy represents a balance between country priorities and WHO
priorities. It is a vehicle for WHO alignment with national health and development plans and strategies such
as PRSPs and SWAPs.*

What % aid flows to government sector is reported on national partner budgets?

Information not available in the public domain.

What % of TC flows are provided through coordinated programmes consistent with partners’ national strategies?

Information not available in the public domain.

Does WHO use countries’ own public financial management and procurement systems?

x No. WHO has set up its own electronic procurement system, operating on the basis of reducing costs by
bulk buying, etc.?

Is the number of Project Implementation Units decreasing or non-existent?

Information not available in the public domain.

In what ways has WHO been aligning its strategy|/programme|projects with national strategies?

v/ WHO has a Country Cooperation Strategy framework which clearly identifies consultation with all
stakeholders as being essential to developing country plans.* 90% of country offices use these to deliver WHO
core functions.

HARMONISATION

To what extent does WHO participate in local donor coordination activities such as sector working groups/thematic
groups?

v/ WHO participates extensively in sector working and thematic groups although the quality of participation
can be personality dependant and relies on the relative strengths of both the WHO representative and the UN
Resident Coordinator.! WHO will build more effective alliances within the UN and broader development
community, to harmonise the health architecture at country level, and engage in reform process towards an
effective country team under a common UN lead.’
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To what extent does WHO share information with other donors?

v WHO publishes and disseminates information widely and readily answers queries.>

What evidence is there of harmonising procurement and consulting services procedures, disbursement policies and
evaluation practices?

No evidence available in public domain

WHAT po WE KNow aBouT WHO’s COUNTRY/GLOBAL RESULTS?

Summary

As a global norms and standard selling agency, WHO have played a key role in significant achievements in
health outcomes such as tobacco control, eradication of infectious diseases (such as Smallpox), and
preparations for global health security issues such as Avian Flu, and SARS. WHO now has a stronger
planning and results focus at the country level, though it is difficult to assess how effective WHO are at this
level based on publicly available information. WHO need to demonstrate their effectiveness at the country
level through greater transparency and reporting of country level performance. WHO still work in vertical
health initiatives and until recently have not sufficiently contributed to building countries’ sustainable health
systems. WHO need to build on the leadership they are now demonstrating at the global level on strengthening
health systems, by leading and coordinating at the country level with the World Bank, GFATM and other
UN agencies. As a norms and standard setting agency their role at the country level should be more about
providing strategic health policy advice to governments, than project implementation.

COUNTRY/GLOBAL RESULTS

What information is available on the WHQO'’s performance at country level?

0 No country-level performance information in public domain. Regional offices publish information on
WHO performance based on results based management.? WHO aggregate initially at the regional level and
then again at the global level to provide aggregate performance against global targets.

What evidence is there of the independence, credibility and utility of WHO’s own evaluations?

O External evaluators are part of the team which carried out pilot, country evaluations to assess the
development of country specific cooperation strategies.!?

What result is WHO having at country level?

0 WHO’s performance assessment is focused on thematic areas rather than countries, for example, in their
“making pregnancy safer” area of work, 29 more countries received technical and policy support for maternal
and newborn health, 37 more countries received support to adapt and introduce standards, guidelines and
tools recommended by WHO .2

What results is WHO having at the global level?

v/ There have been significant successes, for example: small pox has been eradicated; polio has almost been
fully eradicated; and the “three by five Initiative” has helped 1.3 million HIV positive people to access anti-
retroviral medicines. WHO also helped to monitor and contain a global epidemic of SARS and contributed
significantly to the eradication of Small pox.?

PorTFOLIO QUALITY

What is the % of projects|programmes which met their targets?

O No aggregated assessment of portfolio performance in public domain. Performance Assessment Report
outlines progress on myriad of individual targets.?
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How does this vary across sectors, regions and countries?

0 Because there is no aggregated assessment of portfolio performance it is difficult to make comparisons
across sectors, regions and countries. This is a presentational issue rather than data not being available.
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BACKGROUND

This fact sheet is designed to summarise information available on the effectiveness of WHO. It collates the
latest published information in four key areas from a variety of sources including the Multilateral Effectiveness
Framework (MEFF)! as well as a range of WHO’s own Annual Reporting? ' and assesses areas of strength
(v ) and weaknesses (x) and where progress is mixed (O ).

* DISCLAIMER

The Effectiveness Summary is a tool designed to simply present the latest available information on WHO’s
effectiveness. It is prepared by DFID covering a range of multilaterals. The summaries will inform policy but
are only one of a range of criteria and sources of evidence considered in recommending future DFID funding
allocations. The balanced scorecard format organises what we believe to be the objective sources of
information available on four aspectsof each organisation’s internal effectiveness. It does not measure actual
development results on the ground or the merits of the organisation’s development objectives. The text within
each summary box provides a short analysis of what we believe this information tells us. Any unreferenced
text if DFID analysis not in the public domain. It should be noted that the amount of information available
and the quality and reliability of information varies considerably across organisations, so there is a limit to
which the summaries will be used for comparative purposes.

Examination of Witnesses

Witnesses: PROFESSOR DaviD HARPER CBE, Director General Health Improvement and Protection,
Department of Health, DR STEWART TysoN, Head of Profession for Health, Department for International
Development, and DR CAROLE PRESERN, Counsellor to the UK Mission in Geneva, examined.

Q1 Chairman: Welcome and thank you for your
time and expertise. You will have an opportunity to
see the evidence that is given in transcript form so
that you can correct any matters or fact or clarify
anything that is in need of that. I particularly want
you to feel free on future occasions to submit further
evidence if that is the result of this process this

afternoon. If you want to send us in anything else,
that would be very welcome. In the questioning that
takes place now, although the questions may be
directed to one of the three of you, if one other wants
to respond as well, please indicate and you can
certainly do so. In other words, I want full
participation. If I may, I will start. One of the things
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I have been aware of for a while and have been
focusing on, I suppose, myself particularly, and it
comes out in your evidence, is this need for clarity
over role and vision or, if you like, the architecture
which I think you refer to of these governmental
organisations. I was struck by one of your comments
in Paragraph 16 of your wording where you said that
“the current architecture is crowded and poorly
coordinated. Within the diverse group of
organisations there is no agreed vision or clarity over
roles.” I wonder if you could expand a little on that
and also say what you think needs to be done. I would
also like, as a follow-up on this, an idea of how much
that is a problem, particularly for the World Health
Organization and the way we use the World Health
Organization.

Professor Harper: 1 will turn to my colleague in a
moment. First of all, may I say how pleased we are to
have the opportunity to be here this afternoon to
follow up our written evidence with a discussion on
this really important issue of the global control of
infectious diseases and diseases such as tuberculosis,
malaria, HIV/AIDS and avian influenza with the
prospect of it becoming at some point a human
pandemic. These are truly global challenges and they
require global solutions of course. It is very
important that we have a coherent and robust
approach to the international institutions. I am also
very pleased that I am joined this afternoon by my
colleagues Carole Presern from the Foreign and
Commonwealth Office and Stewart Tyson from
DFID, because I think these huge challenges cannot
be tackled by one Department of State or Agency.
We are looking forward to our discussions. On your
first question, Chairman, may I turn to Stewart
Tyson?

Dr Tyson: 1 do not know what the procedure is, but
can I submit three pieces of paper to circulate that
will give you a picture of the problem in health. There
are more than a hundred of these specific disease-
focused initiatives, set up for good reason because of
perhaps perceived failures to address Leprosy or
Micro-nutrients or TB or Malaria. Each of them has
their own structure, their own process, their own
interaction with countries, and it causes large
problems, not least of which is transaction costs for
government. One example is Vietnam, which in 2005
had almost 800 donor missions in one year. The
combined administrative burden on countries of all
of these well-meaning partnerships is very significant.
The second slide is about how donors fund drugs as
one example. This was in Kenya in 2005. Instead of
working to an integrated national plan and to trying
and strengthen the procurement and logistic
system—this would be typical of many countries—
lots of donors are funding specific drugs through
parallel channels that bypass the national system and
really leave little behind. We know that when the
project finishes, the money goes elsewhere and the
national system has not been strengthened. The third

one was an attempt in Tanzania to try and work out
the architecture around AIDS. If we look at a typical,
highly donor dependent country, we might see 20 UN
agencies, 35 bilateral agencies, 20 global, regional
banks or financial institutions and 90 global health
initiatives. Trying to get all of these to work
collectively together has, I think, been one of the
great challenges. If I can pass that round, it will give
you at least a picture of the starting point.

Q2 Chairman: Are you going to send us copies?

Dr Tyson: I can send email copies later. That really
was the basis of the International Health Partnership
that the Prime Minster launched towards the end of
the summer last year. It is an accelerated effort in
eight countries to try and apply the principles of aid
effectiveness as signed up to in Paris in 2005 and to
apply that to the health sector. There was a great deal
of enthusiasm on the part of governments to try and
hold donors and other partners to account, to get us
all behind a nationally-owned plan, to align our
support to national planning processes and, where
possible, to channel more resources through the
government system and, perhaps most importantly,
to commit us to a joint process of mutual
accountability. We will help strengthen the plan; we
will provide resources to help deliver it; and there are
obligations on the part of both governments and
donors and non-government organisations to try and
get us working together. I would suppose the second
big areca where attempts have been made to
rationalise this architecture has been the process of
the last UN Secretary-General, Kofi Annan, who set
up a High Level Panel on which the Prime Minister
of Norway and Gordon Brown, when he was the
Chancellor, both sat. That is trying to make sense of
the UN process at country level and trying to move
the UN from being lots of different agencies working
on well-meaning agendas but not collaborating very
well, to working to a coherent, single country plan for
the United Nations. That process again is being
rolled out, I think, in about ten countries with the
plan to take it through to a higher scale. You asked a
question specifically about the World Health
Organization. I would say that from our perspective
at DFID we are extremely positive about the
leadership of the World Health Organization at the
moment in Margaret Chan, who shares many of our
concerns on the architecture, the complexity, the
fragmentation and the overlap. She is working very
effectively with her counterparts in the World Bank.
I think, for the first time in many years, we see WHO
and the Bank working very well together to try and
progress these agendas, but it is a big challenge and
one that is going to be with us for some time.

Q3 Chairman: 1If neither of you want to come in on
that, can I ask about the One-Country plan, then? Do
you see this as one way in which you can try and bring
the fragmentation together, if I can put it that way?
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4 February 2008 Professor David Harper CBE, Dr Stewart Tyson and Dr Carole Presern

Dr Tyson: 1 think it would help, but there are also
other interventions that we can support. I will give
you another example. It would not be atypical, in an
African country where there is a high prevalence of
HIV, for UNICEF to come along to a DFID office or
to another donor with a proposal to do more on
orphans and vulnerable children. Then UNFPA may
come along with a proposal to do more on condom
distribution. Then UNAIDS may come along to do
more on rights and stigma. The response of many of
the country advisers that have found themselves in
this position has basically been to send them away
and to try and get them to work together, to put
together a more coherent and collaborative plan,
where each of them will work to their own strength
but they will be working to one plan that will be
embedded in the country plan.

Q4 Chairman: 1 am interested in what you are saying
about the World Health Organization making some
improvements. One of the things I picked up in your
note is that, when you are talking about the diverse
group of organisations, you say: “This is particularly
the case for WHO (WHO is either engaged in, or
hosts, multiple partnerships).” I read that not so
much as a criticism as that this is where the problem
is. Was I reading that right? That was in Paragraph
16 of the evidence.

Dr Tyson: 1 would say that is a problem. It has
happened by default really. Many of these global
health initiatives, as I said, were set up because of a
perceived failure of the international community
adequately to reflect a particular issue. Roll Back
Malaria I think was one of the first; it was established
in 1999. Because of the scale, I think, we were seeing
many deaths of children; we had seen malaria fall off
the priority list as AIDS and other health agendas
have come up. At the time that these initiatives were
set up, there was a desire to see them embedded or
hosted by part of the multilateral system. Typically,
that was either WHO, which hosts many of them, or
UNICEF as the two big health agencies. So GAVI
(Global Vaccines Alliance) is closely allied to, and
administratively hosted by UNICEF. Most of them
are in WHO. The scale of expansion of these
partnerships has required a re-think of that. It may be
that a partnership was set up to progress an agenda,
to raise the profile, to strengthen advocacy, to
generate more resources to get to countries to deal
with a particular issue. At some point, we have to re-
think: is there still a role for the partnership or could
it be absorbed back into WHO? The last point is that
many of these were set up because of the then
perceived nature of WHO, which as an inter-
government organisation, was good at dealing with
governments but really was not very good at
engaging with civil society, academia and other
international stakeholders on these issues.

QS Chairman: Are the other organisations of a
similar view to you? Do you think some of the
organisations you are talking about would agree with
you that this is a problem and that this is one that
needs to be addressed?

Dr Tyson: I think most organisations would see that
it needs to be addressed but it sometimes comes into
conflict with different models of aid delivery; for
example, many of the European donors would
favour supporting a national plan through
programmatic instruments, pooling resources,
providing sector budget support or general budget
support. Japan and the US traditionally have been
much more focused on very specific projects with
tight control over inputs and a focus on delivering
outputs in the short term. The classic example is
PEPFAR, the huge US investment in AIDS. It is
there; it is providing very substantial resources. We
try to work with the group to find where we overlap
and where we can complement each other’s activities.
Most donors would recognise the need, including
WHO, to re-think the architecture, to look where
there are possibilities to either merge some of these
single issue partnerships or, in some cases, to
reabsorb them into the World Health Organization
or another parent body or, in the most extreme cases,
perhaps to disband them, but that would probably be
some time in the future. So far we have seen one
merger. We had one group, the Safe Motherhood
Initiative that had been around for 20 years, working
on trying to improve health outcomes of mothers in
pregnancy. We had a second group called the
Healthy Newborn Partnership looking at just the
problems of neonates, children in the first month of
life. Then we had a very strong Child Survival
Initiative supported by UNICEF that was looking at
childhood beyond the pregnancy period. We
successfully argued that it was ridiculous to have each
of these knocking on the door of donors or the door
of the Minister of Health or Finance in a developing
country and that there was a great deal to be gained
from them working collectively together. That has
emerged as an international agreement really to work
around a continuum of care. You cannot further
reduce child mortality unless you deal with newborn
mortality, and you cannot effectively deal with
newborn mortality unless you have a healthy mother
who survives pregnancy. These individual
partnerships have all merged into one. So far, that is
the only example where we have taken a step to
rationalise the architecture.

Q6 Lord Hannay of Chiswick: Could I carry on a bit
from there but moving away from architecture to
substantive responses to communicable diseases?
Have you identified yourselves, the British
Government, areas where intergovernmental and
international co-operation in this field is lacking and
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where there needs to be such co-operation or more of
such co-operation than there is at the moment? As
the opposite side to that coin, have you identified
areas where not just there is confusion through the
multiplicity of instruments but where too much is
being done or things are being done which are not
very effectively done intergovernmentally?

Dr Tyson: 1 would argue that there is a case for more
international co-operation to make sure that we are
all on the same page, that we are supporting a
coherent, comprehensive national plan. AIDS again
would probably be a good example. We have seen
investment in health aid increase from $6 billion to
$14 billion over the period 2000 to 2005. A great deal
of that money has gone into AIDS, TB, malaria and
childhood vaccination, but very little money has gone
into nutrition, which is associated with 50 per cent of
child deaths; there is very little progress in improving
the half million women who die in labour every year.
The only way that we can get a better balance of those
investments and to make sure that the money that we
spend builds a health system for the long term is
through intergovernmental processes. I would argue
very strongly that the International Health
Partnership gives us that model that we can build on.
That is moving forward. As for the balance, is there
too much aid going into some areas? I do not argue
that there is too much money going into AIDS. I
would say that there is an imbalance with what is
going into broader health services and, within the
AIDS opus, there is an imbalance between money
going into prevention, treatment, care and palliative
care at the end of the day, because really only about
one-third of those people who need treatment for
what is a deadly disease and can turn into a chronic
disease are getting treatment.

Q7 Lord Howarth of Newport: 1 am sure that almost
everybody concerned wrings their hands. I imagine a
great many people involved in different organisations
with different kinds of activity within the
international health scene wring their hands about
the incoherence, overlap and rather chaotic aspect
that it sometimes assumes. [ was in Northern Uganda
a couple of years ago and saw this very vividly and
talked to UN organisations there, voluntary sector
organisations, representatives of the Ugandan
Government and to DFID; they were all very
unhappy about the ineffectuality, the poor value for
money and the disappointing effectiveness of all the
goodwill and all the effort that goes in. We all know
that it is very difficult to corral the big bureaucracies,
or indeed the smaller voluntary organisations,
because they have their own accountabilities and
their own raisons d’étre. It would seem that very
energetic and active diplomacy is going to be needed
to make an impact on this problem and that targets,
timetables or milestones would need to be set. Can

you talk a little more about what determination there
is internationally actually to try and make an impact
on this problem rather than just note that it is there
and set up another committee to try and deal with it?
Dr Tyson: We are making an impact. Take AIDS
again; there are two million people on antiretroviral
treatment now. That figure was 100,000 not too long
ago. The number of women who are getting
preventive treatment in pregnancy is increasing.
Prevention is a difficult area because what works in
one place may not work in another.

Q8 Lord Howarth of Newport: Is it almost despite
the system that this good progress is being made? It
could have been even better and more coherent
across the system.

Dr Tyson: 1 would say that over the years, and
Uganda is a good example, we have seen a switch in
our donors’ new business to what they saw as a more
effective way of doing business. Getting behind a
nationally owned plan is critical, trying to put more
of the resources through government systems to
strengthen them. Today we need a health system that
can deliver against AIDS, TB and malaria, the big
major problems, but, in ten years’ time, heart disease,
diabetes, cancer, cardiovascular diseases generally
will dwarf the current figures on AIDS. At the
moment we have very large amounts of resources for
the major communicable diseases. Our challenge is to
use them in ways that build a system for the future:
adequate numbers of a trained health workforce
where they are needed; information systems that can
track changes, one way or another, in health services;
basic infrastructure and basic outreach. They are as
applicable to the three diseases that you are focusing
on now as they are to future challenges. Again,
returning to Uganda and going back five or six years,
Uganda had persuaded donors to support the
national plan and had made a shift away from the
situation where two-thirds of all external resources
had nothing to do with the national plan; they were
not funding the priorities that the Government of
Uganda had set out. Over five years that turned two-
thirds to one-third. Putting money into strengthening
the financial systems meant that the Minister of
Health could go along to the Minister of Finance at
the appropriate time and say, “This is the budget you
gave us last year. It has all been used and it has all
been accounted for. As a result of this, we have
trained 5,000 more health workers. We have
renovated 200 health facilities. Our immunisation
data have gone up from 60 per cent to 80 per cent. We
are making headway in the following areas.” Those
are the sorts of processes that we want to be
supporting in many countries. It has been confused
by the rapid expansion in project-tied assistance, |
think, which is looking at one aspect of health. It is
looking through a TB lens or an AIDS lens or a
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malaria or a nutrition lens without seeing the bigger
picture and seeing the need to invest in those systems.

Q9 Lord Howarth of Newport: 1 think to a certain
extent, diplomacy goes with this?

Dr Presern: You were asking whether there was
recognition of the chaos. I think there has been fairly
clear recognition that the situation could not go on.
A number of Member States pushed that WHO had
a discussion on Partnerships, which went to the
Executive Board in January. That will result in a
World Health Assembly paper which is going to
look, I think, a lot more at the sorts of criteria that
WHO accepts for partnerships at a global level. How
this plays out in the country, though, is what Stewart
has been alluding to. Quite some years ago a number
of countries—France, the US and several others—
got together to create a global task team on AIDS
because there was a recognition, particularly in the
AIDS sphere, that there was again chaos at country
level. That played out into one-country teams, the
stopping of people banging on different donor doors,
a clearer division of labour amongst the UN agencies
involved in AIDS, and recognition from us centrally
that we should not be funding agencies that were
contributing to the chaos; we should reward those
that were actually helping the governments do their
job better. Finally, perhaps on the Global Fund,
which has sometimes been accused of adding to the
chaos by putting other layers of co-ordination at
country level, there is a very clear recognition and
demand, both globally and from country partners,
that the structures that were set up around the Global
Fund have probably got to cease to exist. The
country co-ordinating mechanism should be merged
with national AIDS councils, with the Departments
of Health and so on. I think there is a clear
recognition and some proaction; there could
probably be more but it is definitely on everyone’s
radar at country and global level.

Q10 Lord Geddes: 1 have three quick questions. The
first I suppose is a NONIE question. You dealt
almost exclusively with the global situation. Given
your representation as witnesses, are each of the three
of you entirely confident that there is no
fragmentation within the United Kingdom?

Professor Harper: 1 think to say “entirely confident” is
perhaps difficult. We have improved enormously in
recent years in terms of engagement at the various
levels. I was going to give, in the context of a recent
question, examples of good practice. As well as
looking at the operational level and what is
happening on the ground, and of course that is vital,
I have seen change in some areas where there is a clear
engagement between the different players at the
political level. We have been focused very much on
the African situation and some of the other

developing countries. However, the UK plays an
important part in other areas, other regions. The
European region is broader than the European
Union, and the UK plays an important part in the
WHO Euro region. For example, just recently there
was an inter-ministerial conference on TB which
specifically set out to attract Health Ministers and
Finance Ministers, so that there could be that
dialogue between the different key groups.
Nationally I think the dialogue at a political level has
really improved a great deal, but that goes through
the various levels and across the agencies. It is hard
to be absolutely confident that all of the links that are
necessary are made because it might imply, apart
from anything else, complacency, and we are
absolutely not complacent. Politically in the areas
that we are considering this afternoon, and a lot of
others, there is real engagement across the different
agencies.

Q11 Lord Geddes: Going to the other end of the
spectrum, if you like, on the global scene, do you
think there is ever going to be the possibility where
you could get one international organisation to lead
globally on health matters? In other words, if I might
be over-simplistic, to solve the fragmentation
problem? That is half the last question. The second
part of it is: is it only by achieving that single entity
to sort out the fragmentation that the UK taxpayer
can get value for his money?

Professor Harper: Perhaps 1 could answer first, and
then turn to Carole Presern. I think it is reasonable to
work towards having a single agency or a smaller
number of agencies. From the UK perspective, we
would see the World Health Organization as being
that agency for a variety of different reasons. It is a
challenge, and I think there will be interfaces of one
type or another because of the multitude of players
that have a legitimate role in this. I think we recognise
that in order to make improvements in the health
area, whether nationally or internationally, very
often the key players are outside the health sector. So
itis very important to have those necessary levers and
the ability actually to deliver in a broad constituency.
Dr Presern: 1 think WHO is that agency but we have
to recognise that the landscape has changed and, with
players like Gates and so on coming along, this has
changed much of the way that international aid is
financed. Something that has been started is an
informal meeting of the eight heads of the health
agencies. It is a very embryonic group but it was
encouraged by the UK that these people should get
together—Gates, UNICEF, WHO and several
others—and see whether there could be a very real
dialogue and discussion about who should be taking
this leadership role. Things have fragmented and it
has really become quite out of control. WHO under
Margaret Chan, I think, is well poised to step
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forward and accept the challenge. Other people
respect her greatly and I think will defer to her
leadership.

Professor Harper: If I may add one other comment, if
we come on to talk about avian influenza and
pandemic influenza situation a little later, I think that
is a good example where the majority of countries, if
not all countries, that are playing a key role in that
area specifically look to the World Health
Organization for their leadership. I can say a little
more later but, looking at it nationally, one of the
reasons for really beginning to develop our ideas on
a Global Health Strategy with Department of Health
leadership but recognising that this is very much an
cross-Whitehall, a cross-Agency strategy, was to try
to brigade the interests so that we have a more
efficient system. I am happy to expand on that a
little later.

Q12 Lord Avebury: Briefly, could I bring together
two of the answers that you have given so far? First,
on the International Health Partnership, you said
that this was the means by which we hope to obtain
a more co-ordinated approach through governments
at the recipient level. Then you also said that there
was an imbalance between prevention and treatment
and palliative care. I think that was particularly in
relation to HIV/AIDS. Are there not going to be
different attitudes to this split within the recipient
countries that would make it more difficult to obtain
a shift in resources such as you were aiming for? If it
is correct to say that this imbalance has existed and
you need to move resources away from treatment
towards prevention, then the ownership of the
process by the recipient governments would mean
that you have a persuasion job to do, which may not
be equally successful in all the countries. It might be
possible for you to illustrate your answer to this by
reference to the eight countries in which the
International Health Partnership is already working.
Dr Tyson: Itis early days for the International Health
Partnership but the high level compact that was
signed in Downing Street in September committed
donors to a direction of behaviour, governments to a
direction of behaviour, and civil society also to try
and get them, again working to a single plan and
working in a coherent way. I will be going to this
meeting where the government spends £3.50 per head
per year roughly, $7, and the figure of $10 public
spend would not be atypical for most of the countries
we work in in Africa. Very little of that money is
provided as flexible, on-budget resources that enables
governments to move money in different directions.
A great deal of it is provided as tightly-focused
project support, which can only be used for specific
interventions, not just AIDS interventions but only
for treatment or only for prevention or only working
in sectors. So it is a terrible juggling act if you are one

of these governments where there are many donors
and there are many development banks and whatever
in trying to make sure all the pieces of the jigsaw in
the national plan are filled. The challenges for donors
are to put more money through government systems
to give governments that flexibility. The challenges
for governments are to embrace the fact that 70 per
cent of health services are being delivered by either
the private sector or civil society, and many countries
do not quite accept that yet. There is still a strong
culture of public provision and public delivery rather
than perhaps public provision and pluralistic
delivery. There were also obligations on the part of
civil society to work more collaboratively with
government. | have just come back from Nepal.
There are somewhere between 20,000 and 30,000
non-government organisations working in Nepal, a
country emerging from conflict with very weak
institutional capacity to manage them. If not anarchy
of delivery of services, it probably is not too far away
from that. The International Health Partnership, we
should not forget, builds on 15 years of experience in
trying to get all partners, donors, civil society and the
private sector working behind the national plan. It
has not come out of the blue. We do have quite a lot
of positive experience to build on. I think in all of
those countries the principles have been
wholeheartedly taken on by governments for one
very clear reason—that they feel that the heads of
these agencies, the eight major UN and Global
Partnership agencies, and many of the bilaterals and
a number of private partners like the Gates
Foundation, all signed up to the principles. They
really have something to hold in the face of the
German Government if they are doing strange things
at the country level, or WHO if they are going on a
different track. There is great enthusiasm there. At
the moment, those high level compacts are now being
translated into country level agreements and
memoranda of understanding to take country
programmes to the next level. We are supporting
countries with catalytic funding to help them go
down that route. In some cases it might be that the
national plan is a little bit divorced from meaningful
resources; the plan could be strengthened. Some
countries have highlighted the health workforce crisis
as an issue that needs to be urgently addressed and
they are looking to work with others within that mix
of eight countries to look at current best practice:
what can FEthiopia learn from Zambia or
Mozambique from Kenya.

Q13 Lord Jay of Ewelme: 1 should declare an
interest, first of all, as Chairman of the medical
charity Merlin, which operates in many of the
countries we have been talking about and indeed
receives support from a number of agencies we are
talking about. I wanted to ask a slightly more
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detailed question about WHO, if I may, picking up
something which I think a number of you have said.
I think it must be right that, in so far as there is to be
alead agency, it should be WHO, and I was interested
and glad to hear what you were saying about the
increasing effectiveness of WHO under Margaret
Chan and also the willingness, as I understood it,
from the donor community to see that more needed
to be done in the direction of greater coherence. What
I sometimes hear said is that that is all fine in Geneva
but that WHO at regional level is less effective and the
rather more political structure of the WHO’s regional
offices means that there is a bit of a conflict sometimes
between Geneva and the regions and this can affect at
times the effectiveness of the country offices in the
delivery of WHO and other programmes. I just ask
for your comments on that and whether you think, if
WHO were to have more of a role in pulling the
architecture together, it itself will need to reform.
Professor Harper: Perhaps 1 could start with that
question. I will come back again to one particular
region, WHO Euro, which is a region that perhaps
people do not automatically think of in the context of
the diseases that we are talking about this afternoon.
But, of course, particularly with some of the more
easterly countries, the issues around HIV/AIDS and
TB in particular are very similar to the sorts of
situations that exist in sub-Saharan Africa and some
of the countries that we have been touching on. I have
heard the criticism, of course, that WHO has in the
past been seen as working as different organisations.
I can say that I have seen some evidence of that in
times gone by at first hand. I am currently the
Executive President of the Regional Committee in
WHO Euro, and I would say without a doubt that the
situation has transformed under Margaret Chan in
the way that she personally relates to the regional
offices. I am told through the Regional Director in
WHO Euro that she has frequent teleconferences and
frequent meetings; she goes to the regional
committees. She has brought the organisation
together as one organisation in the last 12 months I
think in a very encouraging way indeed.

Dr Presern: There has been a lot of internal reform in
WHO in terms of recruitment of staff. You will
always have the situation, when you have Regional
Directors elected, that you have to be extremely
careful how you then appoint people. There has been
a lot of HR reform and most of the jobs now are
openly advertised and selected on merit. I think they
have a way to go still but there is definitely
willingness there.

Q14 Lord Jay of Ewelme: Could I ask a follow-up on
that and then one question picking up something that
Professor Harper said? Would you, perhaps from a
DFID and a Geneva perspective, recognise the
improvement in the regional offices that Professor

Harper has described as happening in Europe?
Perhaps Professor Harper could comment on the
relationship between WHO Europe and the ECDC,
which has been set up in Stockholm, and how they
relate to each other?

Professor Harper: The relationship between ECDC
and Stockholm and Copenhagen, I think, is settling
down. It is fair to say that, when an organisation is
new and looking to establish itself, it can take some
time for the relative roles and the complementary
roles, and particularly working towards some sort of
synergy, to develop. There are some very good
examples, not least in the area of pandemic influenza,
where teams of scientists from ECDC and from the
European Commission separately and from WHO
Euro have been visiting countries to assess their state
of preparedness. That is a very good example of
where it can work, but I am bound to say that it will
take some time before we realise the full potential of
the various organisations.

Q15 Baroness Flather: There is not a straight answer
to my question. I am very interested in the smaller
organisations which work in that. You have
mentioned that Nepal has 20,000 to 30,000 and most
countries have lots of small NGOs. Some are, in fact,
funded by the governments of the countries and by
other countries and so on. I have always felt that they
are very jealous of their own little domains, so to
speak, and they are very frightened of co-operating
with other people because they feel they are going to
be submerged and their funding will disappear as a
separate organisation. I suppose a number of people
who work in the field also feel threatened by that and
there is a sort of silly competitiveness about a lot of
the organisations. I wanted you to comment on that
and see whether there is anything in the future that
you think might be able to persuade them to work
together.

Dr Tyson: 1 think that is a fair description of many of
the challenges. Many European NGOs in particular
have a very strong focus on service delivery, and that
may be appropriate in a setting like Nepal where
there has been conflict for ten years and services have
all but disappeared in many parts of the country.
Nepalese, European or American NGOs can deliver
very basic services, bring services to people and start
to set up the building blocks for the future system. In
other countries where government capacity to deliver
is much stronger, they do need to re-think their
timeframe of getting out of direct service delivery and
perhaps to focus more from my perspective, and most
of my experience is in Africa, on demand and
accountability, advocating for governments to do
more on health and to make it a greater priority and
holding governments to account for what they do
deliver. I have this view that people in Africa have
many challenges and many problems and they do not
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ask a great deal of their political leadership; too often
that political leadership does not prioritise health.
There are many challenges: growth, education, the
environment, whatever, and health often comes
rather low down that list. I think NGOs also have to
look not just at how they engage or impact on the
development effort at country level but what the
consolidated impact of 20,000 or 30,000 is and how
they can work together, how they can be speaking the
same language as government and working to
support national priorities. I give you a very simple
example. A couple of years ago in Malawi, at an
annual review of the national health plan, there was
a small NGO called the Child Health Lung Project,
which was trying to do something about pneumonia
in young children but which was essentially
establishing a completely vertical structure. It had
European staff; it had an office; it bought drugs—not
through the government system, it delivered the
drugs down to the country level; it trained staff just in
improved treatment for kids with pneumonia; and it
reported back. It is good work; it could demonstrate
in a small pilot project that, if you give kids an
effective drug and you train the staff well, you can
reduce deaths from pneumonia. But in the grand
scheme of things, after three years, when the money
ran out and they had gone somewhere else, it left little
behind. I think that issue also has to be at the back of
any NGO. Think sustainable.

Q16 Baroness Flather: 1 have known many projects
that train workers to teach ordinary people about the
effect of HIV and then the money goes and those
people who are being trained have nothing and they
cannot keep working for nothing. You have done the
work and wasted the money. I also wanted to ask
about accountability, which you mentioned. That is
a big problem in a lot of the African countries. How
can these organisations hold governments to
account? What do they do to make sure that the
money that will go to the government will be used
for health?

Dr Tyson: 1 think money going to the government
and being used effectively is not a great problem. In
many, if not most, of DFID’s African partners we
have moved a large part of our resources into budget
support. We have confidence that the policy
environment is good, the practice is good, and the
audits tell the same story. I think NGOs have got to
get into a relationship where they are seen as a
supportive part of a government and they have to use
appropriate channels to lobby government. Nothing
is worse than seeing a European or an American
NGO haranguing a Ministry of Health in an annual
review. That voice needs to come from well-respected
national civil groups who are focusing on their
particular area of added value. On the Tanzanian
review not so long ago there was a very interesting

advocacy group of Tanzanians who were really just
focused on accountability. They produced the audit
report from the year before and they asked the
government what it had done about these anomalies
and what action it had taken. Undoubtedly, next year
the pressure will rise and rise and governments will
respond accordingly, but it is a difficult balance.

Q17 Lord Geddes: This follows that to an extent and
I will be brief. The Health Protection Agency in their
written evidence to us was more than somewhat
damning about the UK influence on WHO relative to
the amount of money put in by the UK. It said, and
I quote: “The UK has relatively little influence on the
direction of WHO activity compared to other
countries who frequently contribute less but take an
active role in influencing global policy.” That is a
Government agency. Can you give your views on
that?

Professor Harper: Yes. It surprises me to hear that. [
think that at least part of the comment, as I
understand it, related specifically to Phase 1, 2 and 3
clinical trials. If it is a broader comment than that, it
does surprise me, as I say. I think the UK has
reasonable influence, some might say even
substantial influence, within the WHO environment;
not least, we are currently members of the Executive
Board, which is the governing body for the World
Health Assembly. At an operational level we also
have very strong links scientifically; we have the
operational links but we also work at a strategic level.
For example, at the recent Executive Board meeting
just a couple of weeks ago, the UK presented a draft
resolution on the health impact of climate change.
This is something that we had been considering for
some time. We have discussed it internationally with
a number of countries and it received, I think, if not
unprecedented support, very substantial support
from of the order of 40 countries. This is, I hope, an
example of a specific area where the UK feels strongly
we should be playing a global part in tackling that
particular global challenge. This is now an area that
will form, I would expect, a big part of WHO’s future
work: the health impacts of climate change.

Dr Presern: 1 think there are several examples where
the UK has exerted influence, but I think the power
of influence is not always to do it yourself or to be
seen to be doing it yourself but to work with others,
as we often do in the European Union. When we were
co-ordinating positions in the World Health
Assembly or with other Member States, particularly
on UN reform for example, we felt it was more
effective to work through Asian and African
countries that have more to benefit,, and the UK
taxpayer obviously, through efficiencies gained. We
can point to several examples on: sexual reproductive
health, specific thematic issues and the medium-term
strategic plan, which sets the direction for the
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organisation. The UK had a key role, I think, in
trying to shape the objectives, particularly trying to
streamline some of them on health systems. I could
point to several other examples.

Q18 Lord Geddes: In a nutshell, you would refute
that HPA evidence, is that right?

Dr Tyson: It would be interesting to find out what was
behind it. I also think that we do have huge strategic
engagement with WHO but we are working at a fairly
high level to try and provide our resources in a way
that enables WHO to deliver more with its resources.
Remember that WHO is a little bit of a hostage to
fortune in the same way that we could do a similar
diagram of the bilateral agreements with WHO. The
last time I looked they had 4,600 bilateral agreements
with donors. A great deal of the money that comes in
to WHO is just for this issue and you cannot use it for
anything else; you cannot use it to strengthen your
staffing in neglected areas; you cannot move it across
to another area. We are at the moment coming to the
end point of a joint strategy with WHO between the
Foreign Office, DFID and the Department of Health.
Our intent, and WHO’s intent, is that more UK
resources are provided as flexible, long-term funding.
We will put in place a number of fairly robust
indicators of progress to take us in that direction.

Q19 Chairman: When you became aware of this
statement by the Health Protection Agency, did you
think: we had better have a word with them about
this?

Professor Harper: To the best of my knowledge, the
comment was made in relation to operational issues
and particularly in relation to TB and clinical trials,
but I will follow that up and perhaps we could clarify
the situation before the HPA. The HPA will be able
to clarify the situation for the committee.

Q20 Chairman: 1 think it does need clarifying, does
it not. If they are saying that and it was in the
evidence to us, it is a rather different picture in a sense
than you are presenting today.

Professor Harper: We will certainly have a discussion
with our colleagues at the Health Protection Agency
and ask them to clarify the situation for the
committee.

Q21 Baroness Whitaker: Y ou have told us some very
positive things about what the Government is doing
to promote the harmonisation of health programmes
with all the countries and also quite a lot about
getting other governments, IGOs and NGOs to share
our view of the need for some rebalancing between
health systems and specific projects. This is obviously
of crucial importance to our inquiry, so I think we
should check: have you told us all that you are doing
in this area? And what more do you think could and

should be done on rebalancing and creating a general
international consensus?

Dr Tyson: I think it is a critical issue whose time has
come, this focus on building health systems for the
longer term or focusing on short-term deliverables
against specific diseases. If we look at the major
bilateral programme on AIDS, the US President’s
Emergency Plan for AIDS Relief (PEPFAR),
PEPFAR has spent $19 billion in its first five years.
The indications we have from discussions with the
Congressional Committee are that, whichever
administration gets in in the US election, PEPFAR’s
budget is anticipated to be between $30 billion and
$50 billion over the next five years. This brings
massive responsibilities to use that money in ways
that build the long-term health system. For example,
in Zambia PEPFAR works through contracting
NGOs, gives them short-term targets and very
rounded targets. They have to get so many people on
treatment by the end of Year Two, Year Three, Year
Four. How do they do it? They put an advert in the
paper in Lusaka and they hire 400 health workers.
Where do they take them from? They move them
from one part of the health system, where they are
delivering children and providing general health
services looking after kids, to work just on AIDS.
This is a no-win/situation; it is robbing Peter to pay
Paul. PEPFAR and many other big agencies that
work in this targeted approach have recognised that
they cannot go any further unless they deal with
many of the systematic barriers, particularly getting
adequate numbers of trained health workers where
they are needed at the right time, and we are working
very closely with them on that. There is a lot of talk
about whether we need vertical approaches or
whether we need horizontal approaches. We need
both. We need to be building the long-term system to
deliver, as I said, against the future challenges as well
as the current ones, and we need the benefits of short-
term targeted investment. I think it gets confusing.
For example, I have seen people talk about the
diagonal, and the Japanese are currently talking
about weaving the vertical and the horizontal. The
Japanese Minister of Health, I thought, had the best
slogan, which was, “Campaign vertically. (Get the
money where the money is) and spend it
horizontally”. Spend it in ways that both deliver
AIDS outputs—that is what the focus of the
resources is for—but also deliver for the longer term.
Finally, the Japanese also have taken up this issue
and it will be the core of the preparatory meetings in
a couple of weeks’ time in Japan for the G8 meeting
later in the year. They, more than any, have been very
influential in channelling much more resources into
AIDS, TB and malaria and were very influential in
setting up what became the Global Fund, but they
have recognised the need to balance and the need to
do much more on MDGs 4 and 5, child health and
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maternal health, where there has been limited, if any,
progress to date.

Q22 Baroness Whitaker: That will be interesting to
watch. What about rebalancing beyond health? I
think you mentioned nutrition. There is also piped
water; there is also education in washing your hands
after defecation, which I think UNICEF did—and I
should declare an interest as a Trustee of UNICEF
UK. Those are things which are not exactly the
province of health professionals or of health
ministries in funding.

Dr Tyson: 1 think increasingly they are. The health
strategy that DFID launched six or nine months ago
was one of the streams of work, working with
education, with social protection, with water and
sanitation, these areas that do impact on health. But
we cannot pretend that all the health problems are
going to be realised through actions in the health
services area. Again, on the Japanese agenda, that is
one of the critical issues, to look at the broader
contribution beyond the health sector.

Q23 Baroness Whitaker: 1 recognise that DFID does
that. In fact, I have seen it do it in action. But what
about the international organisations? Would you
say they are equally seized of ancillary-to-health
issues?

Dr Tyson: 1 think groups like UNICEF are, yes.
WHO, being a largely technical and normative
agency, is perhaps less so, but then their programmes
at the country level are often more modest than those
of UNICEF. UNICEF has a very substantial
investment in all of these areas.

Q24 Baroness Whitaker: In your document if I can
call it your document, Professor Harper, “Health is
Global”, the Chief Medical Adviser talks about a
Government-wide Steering Group in the first part of
last year, which will lead the process. I wondered
what the impact was so far of the Government-wide
Steering Group.

Professor Harper: There is a Ministerial Group that is
chaired by the Minister of State for Public Health,
Dawn Primarolo. She chairs a Top-Level Group of
Ministers from various Departments, including of
course DFID, the FCO, Treasury, Ministry of
Defence, Defra, what is now DBERR and others—
the Devolved Administrations, for example. That is
the Group that has oversight of the development of
the Global Health Strategy itself. There is a shadow
group of officials who are working to pull together
the strategy, which is due shortly to go to Ministers
for their consideration.

Q25 Baroness Whitaker: So you are not at liberty to
say what the results are so far?

Professor Harper: Not of the strategy at the moment.

Q26 Baroness Whitaker: When is this likely to be
available?
Professor Harper: In the next few months.

Q27 Lord Hannay of Chiswick: You say that
accountability is not a problem if you are dealing
with your preferred programme—rather—than—
project approach. But surely it must be a problem in
quite a number of countries where there is serious
maladministration and corruption, although there
may not be in the one example you gave of Tanzania.
To what extent do you think that, in fact, these issues
of corruption and maladministration are going to be
a seriously inhibiting factor against your desire to see
more and more done through sustainable
programmes and less through projects. And,
secondly, to what extent is, say, the American
approach, where I would imagine this is very clearly
identifiable, of a preference for projects over
programmes driven by domestic political and social
preferences, their determination not to help family
planning programmes, et cetera? And is that
remediable?

Dr Tyson: With regard to the first one, we would use
the aid instrument applicable to the country
situation. So in Nigeria or the Democratic Republic
of Congo, or in a country that is emerging from
conflict where we have grave concerns about
governance and accountability, we would use project
approaches. We would work through NGOs, we
would work through the UN, and that is very much
how we do work in these settings. As things
developed, we would try to put in place a mixture of
approaches. Nepal might be an example where it is
emerging from a long period of conflict. We pool the
resources with other donors to support key elements
of the national plan but we also have a substantial
programme working on efforts to reduce maternal
mortality in a big part of the country. If things
deteriorated, we would go in and out of those
instruments as we have done in Ethiopia. On the
second one, the changes will come with the change of
Administration. Do not forget that the US was (and
probably still is) the largest supporter of
contraceptives and family planning programmes in
the nineties. It has changed fairly radically with this
Administration but, if the Democrats get in, we have
heard from colleagues in the USA that they would
expect investment in family planning broadly to
double or even treble.

Q28 Lord Howarth of Newport: Given the
recognition that Dr Tyson has described of the
imperative of building healthcare systems in
developing countries, can we have an assurance from
Professor Harper that our own NHS has now



DISEASES KNOW NO FRONTIERS: EVIDENCE 33

4 February 2008 Professor David Harper CBE, Dr Stewart Tyson and Dr Carole Presern

foresworn recruiting qualified medical staff from
those countries?

Professor Harper: As you will probably be aware, we
have a code of practice for an ethical approach to
recruitment, one of the first countries in the world to
do that. It is something that our ministers feel very
strongly about.

Q29 Baroness Flather: 1 was going to bring up
population and I was very glad that Lord Hannay did
bring it up. How is it going with DFID itself, because
the Millennium Development Goals will not be met
without focusing on population? That is one thing.
The second thing I want is how does Gates spend his
money? You have told us how PEPFAR works. It is
becoming huge now. It really is almost like a
government now.

Dr Tyson: Yes, I think Gates dwarfs many of the UN
programmes. We had a list of what we were putting
into other agencies, but 1 was looking today, in
anticipation of this, to see what Gates is spending,
and it is probably around $3 billion a year. We work
very well with Gates. I suppose in their first phase,
their first five or so years, they have been looking at
the magic bullets—what needs to be researched,
where are the quick wins. But I think, as their
resources have increased and as they have covered
many of the investment needs and some of the focal
areas, they have recognised that they have to address
this issue of health systems. We had a meeting with
them a week or so ago. They are doing two pieces of
work at the moment. One is developing a maternal/
child health strategy, and they got together with
experts from the London School of Hygiene and the
Institute of Child Health to look at what they are
doing and where there are opportunities to support it.
Again, at a meeting of IPPF last week the Gates
Adviser who was there was saying that they are
developing a reproductive health strategy, and that
will be on broad-based family planning. It will
exclude abortion, but I think all the other areas will
be appropriate. It will be interesting to see the nature
of these and how they have made that switch from
low-hanging fruit, as it were, to getting involved in
some of the difficult areas.

Q30 Baroness Flather: The low-hanging fruit are
hydrolysides(?) which are not going to come, are
they?

Dr Tyson: Something will come in the next two to
three years. It will not be perfect.

Q31 Baroness Flather: It has been going for a while.
Dr Tyson: The AIDS vaccine as well, we think, will be
there for another 10 or 20 years.

Q32 Baroness Flather: The AIDS vaccine is further
away.

Dr Tyson: Well, we could have one tomorrow. That
is the challenge.

Q33 Lord Jay of Ewelme: Could I go back to one
question which I did ask but which did not in the end
get answered earlier on, and that is whether you think
that the regional offices for WHO, other than in
Europe, are going to make the same positive efforts
as the Europeans?

Dr Tyson: The big worry is, say, AFRO. I think that
Gro Harlem Brundtland, when she was the Director
General of WHO, started to make positive
outreaches to the regional directors and tried to bring
them more into the fold, and I think Margaret Chan
is taking that up. We have always seen it. If you asked
any DFID adviser in Africa, they would say the
weakest link of WHO is the regional office, but I
think there are signs that they are talking of
decentralising their staff to put them in country
offices to support governments in developing their
national plans. There is also, I think, strong pressure
from the African Union on WHO to do more, and
they have developed a very sound and what I would
say is a very sensible health strategy for Africa that
WHO/AFRO has clearly contributed to. I could
answer this question better in about a week because
the meeting in Ethiopia I am going to is a meeting of
all the health advisers in Africa and AFRO will be a
big issue. So, if it is acceptable, I will say no more
now.

Q34 Lord Jay of Ewelme: 1t would be very helpful to
have a note after the meeting

Dr Tyson: 1 will send a short note on what their
collective view is.

Q35 Chairman: That would be very helpful. Does Dr
Presern want to come in on this?

Dr Presern: We are members of PARRO and RIPRO.
I think there have been improvements in those areas.
I suppose the arca we know least is EMRO, the
Eastern Mediterranean, because if we are not
members of the regional committee we can only go as
observers, so again I would not be able to comment
on improvements in EMRO. I do not know if
Professor Harper can.

Professor Harper: No, I cannot. In a sense to reiterate
a little of what I said earlier, the regional director of
Europe does meet with his regional director
colleagues from the other regions and, at least as far
as hearsay is concerned, he tells me that the
relationship between the regional offices more
broadly and the centre, the headquarters in Geneva,
has improved quite substantially over the last 12
months.

Dr Tyson: There is a unique situation at WHO. WHO
is the body that governments trust. They see that it is
their organisation, it is the first place they will go to
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for a source of technical advice and they are in a very
privileged position, and so I think it is up to us really
to find effective ways to support them. That does not
mean pouring money into Brazzaville or elsewhere
but finding ways to work more effectively and
strengthening the reforming part of the organisations
as best we can.

Q36 Lord Avebury: Can 1 ask you about co-
ordination of activities on TB and HIV? I am sure
you have seen RESULTS UK’s criticism of our
efforts, which is based on research they carried out in
what they call 18 high-burden countries where DFID
has a bilateral presence. They say that only two
country offices reported that they were providing any
direct support for TB and HIV collaborative
activities, and five others that they were indirectly
supporting those activities through acts of assistance
to national TB and/or HIV programmes. Why have
we not gone further down this line? And have DFID
got plans for remedying this situation?

Dr Tyson: 1 think I would probably accept the
criticism in the same way that I would accept the
criticism that we have not been as proactive as we
could have been in making sure that investments in
AIDS are benefiting wider reproductive health.
Many advocates would say that as we have seen
AIDS resources increase, we have seen a
corresponding drop in investment in broader family
planning, abortion, whatever—the broader opus of
reproductive health. 1 was looking today at a
response to a Parliamentary Question or some
briefing that was done for a Minister on this, and I
did not find the answer very credible really, and I
think we do need to go back and look again. I would
say that part of it is that in many countries, such as
Tanzania, Uganda, Malawi, we are providing
substantial resources into the budget or health
budget of the country to enable the government to
deliver on its priorities as reflected in the national
plan. In essence we are putting money into the
government’s systems so how governments spend
that is of great interest to us, but we cannot then say,
“We want you to carve out ten per cent of it to
strengthen your work on HIV/TB”. But I think the
comments and results are completely rational. This is
a focus of the work of one of the research consortia
that we fund as well, looking at models where we can
work together and learn from emerging good
practice.

Q37 Lord Avebury: 1 think Tanzania and Uganda
are two of the countries where RESULTS UK gave
really good marks, but that does not alter the fact
that for the majority of these 18 high profile countries

we did not have adequate programmes for
collaborative efforts with TB/HIV, and it would be
good to see some sign of that. Can you tell us of any
further plans that DFID has for rectifying the
balance?

Dr Tyson: Perhaps I could submit on that again after
the meeting in Africa. It should not be too difficult.
There are so many areas of overlap, not just in the
people who are coming with TB or HIV but in the
approaches that are needed to deal with chronic care,
to provide treatment, often through or supported by
community networks, making sure that patients
comply with medicine, decent information systems. I
think, if I were an adviser working in a country again,
I would turn away people who are coming with
single-issue projects and say, “Go and talk to your
counterparts in TB or in AIDS and come back with
a consolidated approach”. I suspect that Malawi will
tell us a very strong story but I could not get any data
before leaving the office tonight.

Q38 Chairman: Before I move on to the Medicines
Transparency Alliance can you clarify for me this
problem with avian influenza viruses and the
problem with Indonesia in sharing information
about that? I am not sure I understand what is
happening there.

Professor Harper: The Government in Indonesia
some while ago now, the best part of 12 months, took
a decision for a variety of reasons to stop sharing the
virus that was circulating and causing human cases
and deaths in Indonesia. The significance of that for
the global community is that very early access to the
virus itself is essential in terms of determining
whether the virus is changing genetically where it
could become closer to or even change into a virus
that is readily transmissible from human to human.
So there is a global security issue. But also, of course,
for vaccine manufacture, if that were to be necessary,
the earlier the access to the virus itself the sooner the
process can be conducted to end up with a vaccine. So
the manufacturers are very keen, through the
collaborating centres and the Global Influenza
Surveillance Network, to access that virus. It is a very
complex area that has been discussed a great deal
internationally with the Government of Indonesia
and many countries, most recently at the Executive
Board, a couple of weeks ago, of the World Health
Assembly, but also in November at an
intergovernmental meeting. The essence of it seems
to be the lack of transparency that Indonesia feels
exists in terms of where the virus goes and what is
going to be done with it, whether it is going to be used
for research or for the development of medical
counter-measures such as vaccines. In a sense they
are prepared to hold onto this as a bargaining chip.
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That is the view from the rest of the global
community.

Q39 Chairman: 1t is not predominantly an
embarrassment that that is a problem there, as it was
with China and SARS originally?

Professor Harper: It is very important in the context of
the International Health Regulations because, as you
will be aware, the International Health Regulations
came into force in June of last year and this is the first
test case, if you like, for an incident of public health
significance between different countries. So, for
global surveillance, this is a test of the International
Health Regulations and that is a big concern to the
global community because we worked long and hard
to develop the International Health Regulations.
This is one of the examples where we would like to see
them fully in effect.

The Committee suspended from 5.30 pm to 5.43 pm for a
division in the House

Q40 Lord Avebury: My next question follows quite
neatly on from the previous one and is about the
Medicines Transparency Alliance, which you
referred to in answer to a previous question and
which sounds like a very important initiative. I am
wondering if you could tell us a little bit more about
what is planned and how it is going to help resolve the
problem.

Dr Tyson: 1 cannot really. I would say it is work under
development and it is building on the perceived
success of the Extractive Industries Transparency
Initiative. It has identified a number of separate
entries and it will be trying to build again on work
that, for example, the Global Fund is doing, which is
setting out clear data on pricing. The transparency
side in the fund of highlighting how much countries
are paying for the same product is the starting point,
and it might be that one country is paying seven times
the price for antiretrovirals than another one and
that is the first stage of trying to get a more rational
approach. I was asking those who work on the
initiative what the incentives will be for countries to
engage in this process and for international
pharmaceutical companies to engage in it, and it
seems that there is a lot of enthusiasm on the part of
the big international pharmaceutical companies but
how that translates down to their local affiliates in
countries is another issue.

Lord Avebury: You would think that all the countries
would be keen on it because they would see it as a
means of bargaining down the price. But I cannot see
what is in it for pharmaceuticals, because if this
comparison is going to be done on that sort of basis
then surely everybody is going to demand that those
prices are available?

Q41 Chairman: Has anybody got a view on that?
This seems to me to be an important area but it is a
fairly new and emerging area, is that right, in terms of
getting agreement on it?

Dr Tyson: It is an emerging area.

Q42 Chairman: There must be a struggle going on
between money for research, which will be the
companies’ argument, and the countries’ pricing
mechanisms or whatever?

Dr Tyson: It is an emerging area and it is one where
the preparatory work is being done. Another
initiative which has some overlap is efforts to try and
establish a global subsidy for artemether
combination treatment—you know, the new drugs
for malaria—that unfortunately cost about $10 or
$12 for a course rather than ten cents for
chloroquine. There are similar efforts there to deal
with many of the issues around transparency of
pricing, making sure that there is competition, that
we do not create a monopoly, putting in place clear
and effective systems to monitor prices and price
changes. It is an area where there is enthusiasm but I
think we recognise that it is very difficult when
dealing with the pharmaceutical industry to take at
face value what they say is their cost price.

Q43 Chairman: Their argument is about research, is
it not?

Dr Tyson: Their argument is about research and that
is one side of it. There are also other arguments in
countries where they may not want transparency in
the prices that they are paying for drugs, frankly
because of corruption, and historically we have seen
corruption on both sides. It is an issue that we are
going to try and drive forward in these first seven
countries which have indicated enthusiasm for going
down this route in the same way that with the
International Health Partnership there are eight
countries there which have taken to this and want to
make it work, and it will be a learning experience for
us all.

Q44 Lord Hannay of Chiswick: We have just begun
to talk a little bit about research and we have talked
up to now about programmes and budgets and so on.
To what extent is there international co-operation or
discussion or dialogue about where the main research
effort is going? I can see that this is not terribly easy
when you are talking about big pharmaceutical
companies, who indeed may get into antitrust
problems if they did. But to what extent is there a
back-up effort so that the huge resources that are
going into research from people like Wellcome and
others are being directed in a consistent way?
Secondly, I saw in the papers a suggestion that, in the
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event of a pandemic, there could be consideration
given to compulsory licensing of drugs and vaccines.
That sounds a very exciting idea indeed but one
which, I imagine, bristles with innumerable legal
problems. Could you just explain a little bit how you
could overcome problems both at the national level
and more widely? What would be the legal powers?
Who would have legal powers to make compulsory
licensing of drugs and vaccines in the event of a
pandemic?

Dr Presern: The TRIPS flexibilities allow for this
compulsory licensing in the case of a public health
emergency. As for how it actually operates, I think it
has barely been used by any countries. Thailand has
done it and possibly Brazil has threatened to do so.
From our side it seems a sort of last resort option—
and, I think, by most countries—because they also
recognise that you have to be able to give some
incentives to stimulate research and development. It
has certainly been used in AIDS programmes around
the world when antiretroviral drugs prices were very
high, and it did help in some cases to bring down
prices.

Q45 Lord Hannay of Chiswick: So you are talking
about it being done by the individual nation state
under its own legislation within its own jurisdiction?
Dr Presern: Yes, but it has international cover.

Q46 Lord Hannay of Chiswick: But presumably you
are talking about a global pandemic. That would be
completely insufficient. That would not actually
address the problem at all if Thailand went for
compulsory and nobody else did. It would not help
very much, would it?

Professor Harper: If 1 could add to that, it is not
entirely clear to me how it is relevant at the moment
to the pandemic influenza situation, not least
because, as you indicate, there is limited global
capacity. So the approach at the moment is to
encourage the World Health Organisation to play its
lead role in this. You will be aware that for the likes
of Tamiflu, one of the key anti-virals, we would hope,
in a pandemic, WHO have established a stockpile for
use in those countries that do not have their own
materials. When it comes to a vaccine, we touched
earlier on the issue around Indonesia and virus
sharing and, of course, the manufacturers need to
have rapid access to the virus. That is where a lot of
the international energy is focused at the moment. I
think we are some way from a situation where I could
see compulsory licensing playing a role for the sort of
reason you allude to.

Q47 Lord Hannay of Chiswick: Could 1 have an
answer on the other question about co-ordination of
research—to what extent there is intergovernmental
effort to ensure that the main thrust of research goes

in the directions that the international community
thinks are the most necessary?

Professor Harper: There is a variety of different
groups that are active, not least within the World
Health Organisation itself. For example, the
Department of Health’s Director General for
Research and Development is playing one of the key
roles in an area of R&D for the World Health
Organisation, but it is hard to generalise across the
breadth of research and development in some of the
areas even that we have been talking about today.
There are some specific areas of good practice. I
cannot really comment on a generalised statement for
co-ordination and collaboration. There are lots of
mechanisms through learned societies, through other
government agencies, through the research councils
in the context of the UK, and they are very well linked
internationally, but I am not really in a strong
position to comment on the breadth of co-
ordination.

Dr Presern: There were efforts in WHO to get more of
a research strategy in place and there are
organisations like the Global Research Forum which
tries to highlight that 90 per cent of the world’s
research spending is spent on ten per cent of the
world’s diseases and is trying to get some
international agreement on redressing the balance.
Dr Tyson: 1 think DFID’s approach has been to
support ongoing connections with a range of
partners. Much of the research effort into new
products has been driven by the Gates Foundation in
trying to get the public and private sectors to work
together to develop new generations of health
commodities, whether it is drugs, vaccines, an AIDS
vaccine through TAVI, Medicines for Malaria, and
TB drugs through Aeras, and we will continue to do
that as the DFID research budget is about to double.
Our strength is not generally in basic science
research. There are others out there with far greater
budgets and far greater capacity, but where we feel
we do have an advantage and a model that has been
built up over many years is in supporting operational
research, getting products into health systems and
delivered to the population. We fund ten or 11
research consortia, bringing together the best of
northern institutions with southern counterparts,
often even working across a number of countries, and
their focus is on the major health challenges of the
day. We have such consortia working on AIDS/TB/
malaria but also on mental health. I think in the next
round of proposals we will probably have cause to
establish consortia on nutrition and non-
communicable diseases. That is the sort of role split.
We also fund pieces of more basic research with the
MRC and others such as Wellcome. We are working
to our particular strengths. In developing one drug
we could spend the entire DFID budget probably in
a year.
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Chairman: Do not do that!

Q48 Lord Jay of Ewelme: My question is related to
the access to and distribution of drugs. It is very
striking, travelling even in the most backward parts
of Africa, how much more effective the distribution
systems are for soft drinks and basic commodities
than they are for even the most basic drugs and
medicines. I just wondered if you thought there were
lessons to be learned from, or indeed help to be given
by, the private sector in improving the distribution of
medicines to rural areas.

Dr Tyson: 1 do, very much, and everywhere where
you can buy Coke, if you look behind the Coke you
will probably find chloroquine and aspirin or
paracetamol. It gets there. The Prime Minister is
trying to get a revitalised effort around the
Millennium Goals with seven years to 2015 and there
is a process of reaching out to the private sector to get
them engaged in development efforts. It is not just
around delivery mechanisms, if you can get Pepsi or
Coke on board with their logistic systems, but we
have seen a major effort in News Corporation to get
engaged in scaling up the effort on insecticide-treated
bed nets, so there is a big effort to reaching out with
the private sector and I am sure there are many
opportunities in the future.

Chairman: Finally, [ want to turn to the International
Health Regulations.

Q49 Baroness Whitaker: What difference are they
going to make, would you say?

Professor Harper: That is a very good question. As |
said earlier in the context, of the Indonesian virus
sharing issue, the International Health Regs came
into effect fully in June of last year. These regulations
have taken a great deal of time and energy to develop
and they replace the old International Health
Regulations which went back, as far as the sixties.
They were a very passive set of regulations and they
covered a very limited number of diseases, four of
them to be specific—cholera, plague, yellow fever
and smallpox. The new regulations cover all public
health hazards in the sense of infectious diseases,
toxicological hazards and radiation hazards, and
they are far more active. They put the responsibility
on a country that becomes aware of a public health
emergency of international concern to report that to
the World Health Organisation. If there is a weakness
at the moment—and it is very early days, we are only
six or seven months into the implementation—it is
that there is no provision for enforcement. The very
example that we have been touching on this
afternoon around virus sharing by Indonesia might
be a very significant one. There are a number of
people, colleagues of mine in other countries, who are
concerned about that issue particularly from that
perspective: there is no provision for enforcement.

Whether that proves to be a weakness or not we do
not know yet.

Q50 Baroness Whitaker: As 1 understand it, it is an
opt-out joining system, so presumably the United
Nations members have not opted out.

Professor Harper: That is right.

Q51 Baroness Whitaker: 1 think Article 59(3) says
that every member’s administrative arrangements
were to be fully adjusted by June of last year unless
they made a declaration, in which case they have until
June this year. I do not know if it is known how many
member states have made such a declaration.
Professor Harper: 1 do not know, is the answer.

Q52 Baroness Whitaker: How many members are
capable of implementing them? What about their
surveillance capacity? What about harmonisation of
disease reporting and things like that? What is your
assessment of how well they can comply, let alone
whether they want to or not?

Professor Harper: 1t is very variable. I think it is linked
inextricably with the sort of discussion we have had
this afternoon on health systems in the broader sense.
So many of the countries most affected, for example,
by avian influenza, are those we are looking to to
have improved surveillance systems in place, so that
there is the prospect at least of picking up human
cases and even human-to-human transmission in that
specific disease area. That is a weakness. I do not
know numerically how many countries would have
difficulty in fully implementing the International
Health Regulations but it is clearly down to the
global community, not least because, as we say in our
Global health Strategy, global security is one of the
key drivers. It is in the interests of the UK, of course,
to do whatever it can to help health systems and
surveillance and other features of public health
systems in those countries that do not currently have
them or where they are not of a standard that we
might like to see for the likes of pandemic influenza. I
cannot say what the number might be. Countries are
working hard to do this, and in fact looked at early
implementation of the International Health
Regulations specifically in the context of pandemic
influenza.

Q53 Baroness Whitaker: So is the UK gearing up its
support for countries’ health monitoring systems in
order to help them comply?

Professor Harper: We have been trying to play a part
for years in trying to make more robust the systems
that exist. We work, as we were saying earlier, at an
operational level with expert advice and with our
scientists and public health experts playing a role
either through WHO or bilaterally with other
countries to try and help them, and it is very much
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part of the development agenda with pandemic
influenza and avian influenza. There has been a very
large international drive to increase the amount of
resources in terms of pledges from a whole variety of
countries over the last two to three years to try to get
money into those countries that really need it to
improve facilities and infrastructure.

Dr Tyson: The money going into partnerships like
Roll Back Malaria, Stop TB, UNAIDS, will all
contribute to that sort of work. In addition, we fund
the Health Metrics Network, which is a global
initiative set up to try and revitalise and strengthen
the broad health information system, not disease
specific but including vital registration and
strengthening census systems, looking across the
board.

Professor Harper: 1 should just clarify that that is not
driven by the International Health Regulations
alone. However, it would help in terms of the
implementation of the International Health
Regulations.

Q54 Lord Hannay of Chiswick: 1 noticed somewhere
in the papers a suggestion that it would be highly
desirable for the WHO to hold a global exercise to
test people’s readiness to deal with a flu pandemic.
Could you say something about where that is getting
to and would that in itself be one means of showing
up whether people were applying the regulations or
not? Would it be another instrument to bring them up
against the need to strengthen their implementation
of that?

Professor Harper: 1 think it might well be. The World
Health Organisation are looking at that very actively
at the moment and have been for some time. As you
will be aware, we have had exercises nationally. Last
year we had a very large exercise, Winter Willow,
which included something like 5,000 people, players
right from front-line operational workers through to
Ministers in the COBRA system. It is the way to test
plans and it is the way to test preparedness. It is
absolutely essential. It is no good having the plan
alone without knowing that it will work. They are
designed to demonstrate where the gaps are. A
successful exercise is one that comes out with the
lessons learned. I do not know exactly where the
World Health Organisation are but I understand that
the European Commission and the World Health
Organisation are close to advertising if they have not
already done so, for organisations such as the Health
Protection Agency in this country to run an exercise
on their behalf.

Q55 Chairman: Is there anything that any of the
three of you would like to say to us about the
adequacy of intergovernmental organisations or our
interaction with them and about either these four
diseases or any others? Or have we covered all the
areas that in your view needed to be covered?
Professor Harper: 1 think you have covered the
majority of areas. If there is anything else that we
think might be material to your investigation, then of
course, as we have already identified this afternoon a
small number of items, we will try and submit that
evidence to you.

Chairman: Very well. Thank you very much for
your time.
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Present Avebury, L Jay of Ewelme, L
Desai, L Soley, L (Chairman)
Eccles of Moulton, B Whitaker, B

Howarth of Newport, L

Letter from Liverpool School of Tropical Medicine

Thank you for the opportunity to provide a response. This response is sent on behalf of the Liverpool School
of Tropical Medicine. We provide brief responses to many of the questions below. We would also like this
opportunity to factually correct one of the statements in your introduction in Paragraph 6. There is no
evidence that Anopheles mosquitoes are spreading—the potential link between climate change and increased
malaria transmission is that the increased temperature will allow the parasites to develop at a more optimum
rate for transmission within the mosquitoes. The Anopheles mosquitoes already cover most of the world and
probably did so prior to human habitation.

Responses below are brief due to time constraints but can be expanded in the verbal submission we have been
invited to make.

1. A recent report on Communicable Diseases by the UK Department of Health stated that “post-war optimism that
their conquest was near has proved dramatically unfounded”. What is your assessment of the overall position? More
specifically, is it simply that not enough progress is being made in reducing the spread of such diseases? Or is the global
situation actually deteriorating? Would it be an exaggeration to talk of a crisis?

1. A number of infectious diseases are clearly increasing. TB specifically is increasing again in many countries.
HIV, Malaria and TB all remain major problems in the heartlands of their transmission in the tropics. Other
diseases specifically those spread by highly mobile bird or mosquito vectors are by their very nature difficult
to contain and always have been. We do not however believe that this should be viewed as a crisis.

2. What reliable data exist regarding the numbers of people infected globally with the four diseases' on which the
Commuttee is focusing particular attention? What trends are discernible in both the numbers infected and the patterns
of infection? And what are the main underlying causes of infection and of any changes in its incidence and pattern?

2. Malaria—NOBODY accurately knows the numbers of people infected or actually dying of this disease.
There have been recent re-estimates of transmission intensity which suggests levels are much higher than
previously thought. TB and HIV global estimates are probably more realistic. Poverty is the route issue for
much of the world’s malaria transmission, both TB and malaria infection rates have increased due to HIV.
HIV has also changed the demographic patterns of malaria infection.

3. What intergovernmental surveillance systems exist to give early warning of outbreaks of infectious diseases? Are these
systems adequate? And what improvements might be made?

3. Surveillance is very poor for many viral diseases where early warning of outbreaks is the key to successful
control. Better diagnostics, improved communications and sentinel site monitoring could all be improved.

4. Given the continuance of current or planned intergovernmental programmes to prevent or control the four diseases,
what predictions can be made of their likely spread and pattern over the next 10 years?

4. Large scale programmes should give us a much better handle on this over the next few years.
I HIV/AIDS, Tuberculosis, Malaria and Avian Influenza.
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5. What do you consider to be the principal blockages to achieving progress in the prevention or control of the four
diseases? And how wmight these blockages be removed by more, or better-targeted or better-coordinated
intergovernmental action?

5. Blockages to progress include; poor co-ordination of fragmented competing initiatives in many areas, lack
of human capacity in many countries where transmission is endemic or likely to originate, poor use of available
technology to accurate collect, assess and disseminate data. Leadership in Global health is a tricky issue at
present. The mandate for this should reside with the World Health Organisation but this organisation has had
obvious major failings for many years. Organisations such as the Bill and Melinda Gates Foundation are
increasingly driving policy and practise through the force of funding without necessarily having an
internationally agreed mandate to do so.

6. What role does your organisation play in combating the four diseases? Do you believe that it is correctly configured
and adequately resourced to do the job? With which other organisations do you collaborate? How would you assess the
degree of synergy?

6. The Liverpool School of Tropical Medicine has major programmes in malaria from genomics through drug
discovery, better treatment, improved policy and practise to technical assistance at country level. For HIV and
TB we are active mainly in the policy and practise and better clinical treatment arenas although currently
moving into the TB drug area. We do not deal with Avian Flu, other than through helping internationally to
pull together the evidence on best practise to guide policy making. We have major programmes in the
Neglected Tropical Infectious Diseases outside this and feel strongly that these should not be ignored. Indeed
integrated control activities that target multiple diseases are likely to be as if not more successful than disease
specific vertical programmes.

7. What are the main non-health causes (eg global warming, poverty, changes in land use, international travel,
lifestyle, population) of the spread of the four diseases? To what extent can intergovernmental action in non-health fields
contribute to alleviation of their spread? What action is taking place or planned in these areas? And what more needs
to be done? Do you consider that there is sufficient “Joined-up” thinking in approaching the problem?

7. Poverty, urbanisation, travel, agricultural practices in that order of priority.

8. Cases of Tuberculosis fell progressively in the UK until the mid-1980s but started to rise again in the early 1990s.
Around 6,500 cases are now reported each year, an increase of about a quarter since the early 1990s. What are the
main factors of the revival of Tuberculosis infections in Britain? And how could intergovernmental action help to reverse
the trend?

8. HIV, TB multi-drug resistance and migration.

9. Tuberculosis is potentially curable by long-term antimicrobial therapies. Yet the numbers of reported cases
worldwide seem to be rising. Are the necessary medicines not getting through to patients? What are the barriers to
effective long-term therapy? Are we now seeing infections which stem from other conditions—eg HIV|AIDS? Or are
there other reasons why a treatable disease should be spreading? How might intergovernmental action help to deal with
this situation?

9. The long term treatment regimen, the time lag between presentation and diagnosis, the link with HIV and
drug resistance are all major and growing issues in TB treatment.

10. To what extent do you believe that the 2004 Stockholm Convention limiting the use of DDT against Malaria-
carrying mosquitoes has been a factor of increases in the spread of the disease? Has any risk analysis been carried out
comparing the relative dangers to human health posed by DDT and Malaria?

10. DDT is not an issue as stated as its use is allowed for malaria control and its use is actually increasing.
The loss of effective public health insecticides per se is an issue against the trend for increasing indoor residual
spraying in many countries. All risk analysis to date show malaria a far greater human risk factor than DDT.
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11. What intergovernmental action is planned or in hand for early detection of the transmission of Avian Flu from birds
to humans and of human-to-human transmission in potential source countries? Is this proving sufficiently effective to
prevent an Influenza pandemic? What more could be done?

11. No response.

12. To what extent do you consider that the rise in infections in the four diseases is attributable to increased microbial
resistance to antibiotics? What intergovernmental action is taking place in this area?

12. Resistance is a factor with malaria, TB and will increasingly become a factor with HIV.

13. In a number of countries, including the UK, there is a problem with hospital-acquired infections. What
intergovernmental sharing of knowledge is taking place to help bring this problem under control?

13. There will undoubtedly be further animal to human transmission, it is however difficult to predict when
this will occur and the severity of the resultant disease.

24 January 2008

Memorandum by the London School of Hygiene & Tropical Medicine (LSHTM)

Comments concerning malaria are addressed in the memorandum from the Malaria Centre, LSHTM

1. A recent report on Communicable Diseases by the UK Department of Health stated that “post-war optimism that
their conquest was near has proved dramatically unfounded”. What is your assessment of the overall position? More
specifically, is it simply that not enough progress is being made in reducing the spread of such diseases? Or is the global
situation actually deteriorating? Would it be an exaggeration to talk of a crisis?

1. The assessment of the DoH is relevant and the world remains a long way from conquering infectious
diseases although significant progress has been made in a number of areas. Through antibiotics, antimalarials
and vaccines, the spread of CD has been curbed, notably in the developed world. However the optimism that
heralded the use of effective medical interventions has dwindled with the emergence of widespread and
increasing resistance to many treatments and the emergence of new diseases such as HIV/AIDS. The burden
of infectious diseases remains high, especially in developing countries and particularly high for children.
Increasing travel, the proximity of individuals to each other, urbanisation, changes in land use and economic
pressures including in the production of food all impact on the emergence of new diseases and the re-
emergence of ancient diseases like TB. These factors and others are changing the global pattern of infectious
diseases, notably zoonoses and infectious diseases spread between humans—micro-organisms can spread
more rapidly and become global in a matter of weeks. Threats now are greater than ever. The impact of global
poverty, climate change, population growth, population movements, the globalisation of trade and changes
in land use to name a few are impacting on the emergence and spread of many diseases. Globalization and
forces of global change have intensified cross border activity to such an extent that it undermines the capacity
to control them. In many ways national borders have become irrelevant. And whilst responses to infectious
diseases are principally grounded in notions of sovereignty, the international nature of many infectious
diseases challenges state-framed responses.

2. What reliable data exist regarding the numbers of people infected globally with the four diseases® on which the
Commuttee is focusing particular attention? What trends are discernible in both the numbers infected and the patterns
of infection? And what are the main underlying causes of infection and of any changes in its incidence and pattern?

2. Data exist although much of the data are estimates because surveillance systems are inadequate or very
limited in capacity, notably in the developing world. Information gathering remains a challenge, for technical
but also political reasons. This was illustrated recently by the change in total estimate of people living with
HIV/AIDS (PLWHA) by UNAIDS which reduced its total estimate from 40 million people to 33 million
people. In addition to global surveillance frailties, technological challenges mean that estimates may be
somewhat uncertain. For example, the estimate of 8 million annual cases of active tuberculosis is largely drawn
from technologies used for more than 100 years of microscopy (rather than more sophisticated and more
accurate novel technologies); the estimate of one third of the world’s population being infected with the
organism that causes TB is, likewise, based on old techniques that lack sensitivity and specificity.

2 HIV/AIDS, Tuberculosis, Malaria and Avian Influenza.
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Changes in trends depend on a large number of factors, from upstream causes such as poverty and the complex
drivers of poverty (for example for TB and HIV) or poultry trade (for avian influenza) to more downstream
causes such as misuse of antimicrobials and failing health services in the increasing generation of drug resistant
organisms, for example multidrug resistant TB. A more positive example, is the effectiveness of antiretroviral
treatment for people infected with HIV. However, the emergence of drug resistant HIV is a particularly
worrying scenario. By reducing mortality, prevalence of HIV has increased. This has happened even where
incidence has remained stable.

Tuberculosis rates are declining (too slowly) all over the world although some find this hard to believe for the
African continent, where rates have risen hugely with HIV over the past decade. The centre of the HIV
pandemic has drifted south into Southern Africa. It remains a huge challenge in most sub-saharan African
countries. Elsewhere, HIV is a major public health threat but is largely confined to particular sections of the
population and in only a few places have generalised epidemics developed.

3. What intergovernmental surveillance systems exist to give early warning of outbreaks of infectious diseases? Are these
systems adequate? And what improvements might be made?

3. WHO is running the GOARN (Global outbreak alert and response network) which is relying on
government declaration but also on media report and uses the web to identify early signs of outbreaks. With
the introduction of the International Health Regulations, countries are now obliged to report on serious public
health threats with potential to spread beyond a country’s borders. WHO is also working at the strengthening
of national surveillance capacity, for specific diseases, sometimes using other disease surveillance system as
the backbone for country surveillance. However countries with poor surveillance systems pose a threat to the
effectiveness of global surveillance. Europe also has an early warning and response system. The experience of
SARS and improvements in surveillance such that informal reports of potential problems are highlighted
suggests global surveillance has improved markedly in the past decade. But weak surveillance capacity and a
lack of integration between animal and human health surveillance systems remains a challenge.

For HIV and tuberculosis outbreak management plays little current role in disease control. Although there is
little doubt that there are many outbreaks of TB ongoing particularly in health care settings, the background
rates of transmission in the community have meant that these are not the priority in high burden countries.
The arrival of multi- and extensively resistant tuberculosis have alerted disease controllers to the need for
interventions to reduce the risk of transmission in congregate settings. This is an area where much more work
is needed, even drug sensitive TB is probably transmitted commonly, particularly in places where HIV and TB
are co-epidemic.

4. Guoven the continuance of current or planned intergovernmental programmes to prevent or control the four diseases,
what predictions can be made of their likely spread and pattern over the next 10 years?

4. Inthe area of infectious diseases, it is challenging to make predictions and many scientists have been proved
wrong in the past doing just this. The early predictions based on transmission dynamics modelling of the
unfolding HIV epidemic bear witness to this, predictions which were much more grave than reality has shown
in the developed world and other areas beyond sub-Saharan Africa. The challenge stems from our lack of
understanding of the complex interplay between man, organism and environment including socio-economic
development, human behaviours and medical interventions. Some interventions can be very effective, such as
vaccinations and for instance an HIV or a malaria vaccine would change dramatically the patterns of the
diseases. Other interventions are more problematic to evaluate such as prevention interventions. The
persistence of underlying factors for the spread of the main diseases and the acceleration of some of these such
as intensification of global human movements means that spread could potentially accelerate in the coming
years. For HIV, a vaccine remains at least a decade off. Treatment, where available, is keeping many people
alive and productive. But many people remain unaware of their HIV status, and this has consequences both
for their individual health and public health. The reasons why people do not seek testing are unclear. For
pandemic influenza, a pandemic will occur but when remains uncertain. Other unforeseen infectious diseases
will also emerge just as SARS and HIV did.

HIV—incidence has probably peaked some years ago, but the long period between infection and disease
means that HI'V-related illness will be a major part of the health care burden for many years to come. The more
successful we are at scaling up anti-retroviral therapy, the greater that burden will be—there are still thought to
be at least 4 new infections with HIV for each person starting on ARVs, so systems will become increasingly
stretched to scale-up and deliver chronic care.
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Effective TB control with sufficient investment should be able to reduce the burden everywhere except Africa.
There may be some areas, where MDR TB leads to more severe problems, but these remain the minority of
cases. In Africa it will take much longer and more innovative control approaches to make a real impact on
the burden of disease. If MDR becomes common it will be even more challenging.

5. What do you consider to be the principal blockages to achieving progress in the prevention or control of the four
diseases? And how wmight these blockages be removed by more, or better-targeted or better-coordinated
intergovernmental action?

5. Blockages are many. They involve money, politics, morality, science/tools, inter-government relations,
education, economic development. Some are upstream issues such as economic development and poverty
alleviation—seemingly almost intractable problems. Others are downstream and include investment in
effective drugs for infectious diseases that principally affect marginalised poor populations.

Briefly, a few examples include:

HIV—adherence, lifestyle issues, cost, stigma, drug resistance, health services delivery (especially
in Africa).

Flu—animal husbandry, global trade imperatives, speed and ease of spread; access and cost to
vaccines and drugs, surveillance is stronger globally but response capacity weak esp. in developing
nations.

TB—stigma, HIV, poverty, adherence, resistance, nosocomial transmission, migration, criminal
justice system links, frail health systems.

The role of inter-governmental organizations is critical in advancing and advocating evidence-based policies,
in channelling funds to effective interventions, in coordinating responses to diseases, in supporting the
strengthening of health systems as well as promoting economic and social development and in evaluating
interventions.

Specific information concerning HIV and Herpes simplex virus type 2 (HSV-2) is included at the end of the
document.

6. What role does your organisation play in combating the four diseases? Do you believe that it is correctly configured
and adequately resourced to do the job? With which other organisations do you collaborate? How would you assess the
degree of synergy?

6. Principally research (both fundamental and applied), training, consultancies and citizenship. LSHTM has
a global network of collaborators and extensive experience in all four diseases ranging from bio-medical
laboratory-based research to policy analysis and intervention support.

Our resources are largely dependent on funding for research and students. We receive very little for work with
WHO and Global Fund and this limits our ability to support them.

7. What are the main non-health causes (eg global warming, poverty, changes in land use, international travel,
lifestyle, population) of the spread of the four diseases? To what extent can intergovernmental action in non-health fields
contribute to alleviation of their spread? What action is taking place or planned in these areas? And what more needs
to be done? Do you consider that there is sufficient “joined-up” thinking in approaching the problem?

7. The main non —health causes for the spread of the four main diseases are related and include poverty,
fuelled by population growth and urbanization, environmental changes impacting land use and access to
water, international travel and migration, global trade, human behaviour and lifestyles (sexual behaviours,
drug use . . .). Many international organizations address these factors which are cross cutting across many
areas of interventions.

Specific wide ranging international organizations are addressing a number of these issues and these include
the World Bank and UNDP as well as bilateral agencies (DFID, AUSAID, USAID). Other organization are
more focused at a more specific range of issues such as health related issues for the WHO. The difficulty is that
more and more organizations involved in health try to develop multi-sectoral approaches to both health and
development, which lead to a multiplications of cross sectoral interventions by actors often in an ill-
coordinated fashion. Whilst many organisations posit the need for coordination what this means in reality is
sometimes unclear. Coordination for what, of whom, for what purpose? Because donors and agencies wish to
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see value for money the issue of attribution is raised. Yet attributing benefit to specific interventions is
problematic, particularly when several interventions are being implemented (funded by different agencies).
The need for attribution also results in a multiplicity of monitoring and evaluation systems, the development
of vertical implementation initiatives, and parallel administrative structures to services agencies. To define
clear targets, the UN-MDG (Millennium Development Goals) were established, many of them cross sectoral.
A number of initiatives have been taken to try to resolve this, notably with the Paris declaration signed in 2005,
that promotes harmonization of approaches or the setting up of global agencies to channel funds for specific
diseases such as the Global Fund to fight against AIDS, Tuberculosis and malaria (GFATM), or the increase
of the amount of funds channelled through recipient countries budget support. However on the ground
coordination and harmonisation of action remain extremely difficult to implement, notably because poor
coordination between donors.

The UK government has highlighted the threats that climate change poses to health, including through
infectious disease [Stern Review, etc] The Fourth Assessment Report of the Intergovernmental Panel on
Climate Change (2007) reviewed the evidence for early effects of climate change on biological systems,
including arthropod species, in terms of changes in distribution and seasonal activity. School staff have played
an important role in the IPCC. Although evidence on movement of disease vectors is currently limited (due
to lack of long term surveillance data) the IPCC concluded that the northern limit of many tick species may
have moved due to climate warming in Europe and Canada. Although it is not possible to attribute single
outbreaks to long term changes like climate change (eg chikungunya), there is good evidence the shifts in the
current distribution of the animal disease bluetongue in europe has been facilitated by climate warming. [ref
Purse B V, Mellor P S, Rogers D J, Samuel A R, Mertens P P, Baylis M. Climate change and the recent
emergence of bluetongue in Europe.Nat Rev Microbiol 2005 Feb; 3(2):171-81. Erratum in: Nat Rev
Microbiol 2006 Feb; 4(2):160].

Several reports by WHO and other agencies have stressed the importance of strengthening systems for
infectious disease surveillance and responses a key intervention for health protection from climate change.
WHO has consistently argued that such strengthening should, as far as is possible, build on existing
surveillance systems and regulations (such as the new International Health Regulations), rather than
replicating existing functions. WHO has highlighted the need for systematic reviews of the suitability of
existing surveillance and response systems, at national, regional and global levels, to meet the additional
challenges of climate change.

8. Cases of Tuberculosis fell progressively in the UK until the mid-1980s but started to rise again in the early 1990s.
Around 6,500 cases are now reported each year, an increase of about a quarter since the early 1990s. What are the
main factors of the revival of Tuberculosis infections in Britain? And how could intergovernmental action help to reverse
the trend?

8. A total of 8,497 tuberculosis cases were reported in 2006 in the UK, a rate of 14.0 per 100,000 population.
Both the number of cases and the rate in 2006 were very similar to those for 2005. The London region
accounted for the largest proportion of cases (40%) and had the highest rate (44.8 per 100,000). The majority
of cases occurred in young adults aged 15-44 years (61%). TB is more prevalent in migrant populations, with
72% of cases non-UK born in 2006.

In 2006, 7.7% of tuberculosis cases were resistant to at least one first line drug, 6.9% were isoniazid resistant
and 1.1% of cases were multi-drug resistant. The greatest number and proportion of drug resistant cases were
among those reported in London. Non-UK born cases had greater overall levels of resistance than UK born
cases, although this varied by region of reporting and age of cases. In London, isoniazid resistance was highest
among UK born cases (13.7%) (HPA).

Main factors of the revival of TB in the UK are increased migration from high prevalence areas (South Asia,
Africa) and increased travelling between regions and the increase in cases of HIV/AIDS, also found in people
born outside the UK.

UK TB reflects global epidemiology. Initiatives such as screening at ports of departure are unlikely to impact
to any significant degree on TB control in the UK. Control in countries from which migrants originate is
needed—TB control demands a global response. This noted, drug resistance represents a health system failure.
The UK should not be producing drug resistant disease.

The challenge is twofold—one: provide more accessible health services for immigrant communities—many are
scared to register with GP, can’t explain their symptoms in English etc etc. Two: improve tuberculosis control
worldwide by joining enthusiastically and with real resources the Global Stop TB efforts—Gordon Brown
launched it, but the funding gap is still huge. A recent paper in the New England Journal of Medicine (Menzies
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et al) showed that for the US, it saved money to invest in tuberculosis control in Mexico. The same principle
applies in the UK, although our more efficient health care system may mean that it is not actually cost-saving
only cost-efficient.

9. Tuberculosis is potentially curable by long-term antimicrobial therapies. Yet the numbers of reported cases
worldwide seem to be rising. Are the necessary medicines not getting through to patients? What are the barriers to
effective long-term therapy? Are we now seeing infections which stem from other conditions—eg HIV|AIDS? Or are
there other reasons why a treatable disease should be spreading? How might intergovernmental action help to deal with
this situation?

9. Non-adherence to tuberculosis (TB) treatment is an important barrier for TB control programs because
incomplete treatment may result in prolonged infectiousness, drug resistance, relapse, and death. Other
barriers include social stigma, costs of treatment, lack of access to health services, poverty and lack of social
support, notably in developing countries. Prevalence of HIV is also driving TB incidence up, with TB being
the first cause of death among people living with HIV/AIDS. Other barriers include lack of diagnosis and poor
detection. Another factor for spreading of TB is institutional spreading (prisons, health care sector).

Intergovernmental organizations play a major role in providing diagnosis and treatment protocols to health
care professionals. With the issuance of the DOTS strategy in 1993, WHO has for instance supported the
standardization of approach with a view to provide evidence based diagnosis, treatment, reporting and drug
management protocols and to promote a reduction in non-compliance and development of drug resistance.
Institutions like the GFATM provide hundreds of million of § to fund TB programmes in many developing
countries. International organizations have also addressed the co-infection HIV/TB and encouraged national
programmes that target both diseases. Finally IO have also supported reduction in drug pricing for TB (and
HIV) and enabled poorer countries to better access expensive drugs such as second line TB treatment.
Challenges include the integration of vertical TB control programmes into health care systems, and the
sustainability of externally funded programmes if funding ceases. In addition, without HIV control TB control
is likely to remain a mirage. Moreover, a partially functioning TB control programme, from a public health
perspective, is worse than no programme—the development of resistance is almost guaranteed—witness
former Soviet Union.

11. What intergovernmental action is planned or in hand for early detection of the transmission of Avian Flu from birds
to humans and of human-to-human transmission in potential source countries? Is this proving sufficiently effective to
prevent an Influenza pandemic? What more could be done?

11. Under the auspices of UNSIC, the UN system, the OiE, the World Bank, regional institutions (including
ECDC and AU-IBAR) and national technical institutions work on the implementation of UN strategy on
avian influenza. A consolidated Action Plan for Avian and Human Influenza (AHI) was drawn up. Emphasis
was put on strengthening surveillance and improving laboratory capacities, health infrastructures,
humanitarian response capacity, public understanding and bio-safety will impact positively on the level of
preparedness for, and response to, any kind of zoonotic diseases. UN systems agencies are pursuing seven
objectives as they contribute to effective national, regional and global responses to HPAI and the influenza
pandemic threat (UNSIC).

However the main issue is, for many high risk countries, the lack of surveillance capacity, the integration of
veterinary and human surveillance, and human pandemic response strategy development and operational
capacity. These weaknesses are particularly prominent in parts of South East Asia and Africa where the
emphasis has been on avian influenza control rather than pandemic human influenza control.

There are also issues around the possible duplication of actions by a myriad of actors who work on this topic.

12. To what extent do you consider that the rise in infections in the four diseases is attributable to increased microbial
resistance to antibiotics? What intergovernmental action is taking place in this area?

12. Microbial resistance is increasing for the three main diseases. Levels of resistance vary according to the
disease and with the geographical location. Drug resistance rates are higher for TB in Eastern Europe, and for
HIV in the developed world, where a higher proportion of patients are on second or more line of treatment
(though this may be partly artefactual since resistance testing of HIV is only widely available in the West).
Resistance to first line of treatment for malaria is widespread and the recommendation by WHO is now to use
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Artemisin in most places. Drug resistance represents health system failures—it is a man-made phenomenon.
In the former Soviet Union TB drug resistance has arisen because of very poorly functioning fractured systems
of care, erratic availability of drugs, bad prescribing by doctors, and patient’s struggling to adhere to
treatment. Spread has occurred because of transmission in overcrowded prisons and pre-detention trial
centres and health care settings. The HIV epidemic in the FSU will promote further spread with likely
disastrous implications for control of both diseases. Drug resistant HIV is a huge potential problem,
particularly in developing countries where access to resistance testing, second line drugs, and support systems
for adherence is poor. The development of resistance threatens future effective responses.

The most critical issue is the necessary monitoring of drug resistance that is not always implemented, notably
in developing countries where laboratory facilities are lacking and resources are limited. This is particularly
an issue with the current scale up of ARV treatment for HIV, and millions of patients now accessing ARV
without a clear understanding of the magnitude of emergent drug resistance. There is a clear need for WHO
to take the lead and to monitor drug resistance, notably for ARV. The issue is that many countries will not
have the resources to provide second line treatment of their citizens, which means that many questions go
unanswered and that 1O do lack longer term perspective on that matter.

This is certainly a challenge for all these diseases and requires ongoing investment in basic biomedical science
to continually seek alternative approaches to treatment.

15. What interchange exists between States in regard to knowledge of and training in the diagnosis and treatment of
the four diseases or regarding preparations for dealing with outbreaks? What improvements might be made through
intergovernmental action?

15. States exchange experience and knowledge often under the auspices of intergovernmental organizations
such as WHO, or within regional structures (EU, PAHO, CIS . . .). Sometimes regional structures collaborate
with WHO in joint workshop (EU/WHO workshop on influenza pandemic for European countries). Regional
collaboration bodies associated with intergovernmental organizations are a good framework for states to
strengthen their knowledge and expertise for controlling infectious diseases.

16. The International Health Regulations 2005 are intended to provide a global framework for the rapid identification
and containment of public health emergencies. How effective do you consider this response system to be? Do improvements
need to be made?

16. The new IHR have just come into effect. They represent a significant improvement over the previous
version of 1969 because they focus on any heath threat of major significance rather than on a set number of
diseases. They also rely not only on countries declaration of outbreak but on external sources for information
(media report, NGO...) which is more effective.

The limitations are more in the implementation of the IHR because many countries are poorly resourced and
do not have the capacity to operate an effective surveillance system. Whilst the IHR have considerably
strengthened global surveillance, it could be argued that response has been less well addressed. The case of
Indonesia and its reluctance to share HSN1 virus with the international community is a case in point. The ITHR
have not offered a way through this. Some countries may be reluctant to fully collaborate internationally if
they perceive that they are unlikely to benefit equitably in resources (for example vaccines) that originate from
their soil.

18. Though our remit is focused specifically on known infectious diseases, we would be interested to know how you view
the global threat from new or previously unrecognised ones and from the transmission of infections from animals to
humans.

18. Inthelast 25 years WHO identified at least 25 new diseases. Some always existed but they have been newly
recognized as such (HPV and its role in cervical cancer), others are truly new diseases such as AIDS and SARS.
Microbial resistance also drives the emergence of novel strains of old diseases, for example XDR-TB.
Environmental changes associated with increase in travel will also change the geographical distribution of
diseases, leading to developing countries to face diseases that they have not historically faced (Chikungunya,
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West Nile virus). Novel diseases are likely to continue to emerge as they always have, exploiting changing
relationships between man, animals, his environment and microbe. The transmission of these emerging
infectious diseases is more likely now to become global in nature more rapidly than ever before in human
history.
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Annex A

Additional information relating to Q5

The Global Fund has revolutionized access to treatment for those with HIV/AIDS, but there has not been a
concomitant increase in prevention efforts. There is already a large investment in HIV vaccine development,
but increasing pessimism about the likelihood of an effective vaccine.! Greater emphasis should therefore be
put on other forms of prevention of HIV infection.

There is convincing evidence that other sexually transmitted infections (STIs) enhance the transmission of
HIV during sexual intercourse by enhancing both the vulnerability of HIV uninfected persons and the
infectiousness of HIV infected persons. The most common STI in sub-Saharan Africa is Herpes simplex virus
type 2 (HSV-2) infection. HSV-2 prevalence rises steeply with age, reaching rates of more than 70% in women
and 60% in men in some populations.> People infected with HSV-2 have a three-fold higher risk of acquiring
HIV. This effect is highest following recent HSV-2 infection and is therefore most important in young people,
the group with the highest incidence of HIV. It has been estimated that 20-50% of HIV infections may be
attributable to HSV-2,> depending on the prevalence of HSV-2 infection. An intervention that could reverse
this would have a significant impact.

Treatment of herpes with antiviral drugs shows potential in reducing the infectiousness of HIV (as well as
HSV-2),? but long-term suppressive therapy is not possible at a population level. For a feasible and effective
population approach, a vaccine against HSV-2 is needed.

No vaccine is yet available, for both technical and commercial reasons. Bringing prophylactic vaccines to the
market is a long and costly exercise with uncertain returns. None of the major global vaccine players (Merck,
GSK, Wyeth, Sanofi-Aventis, Chiron and Baxter) is currently focusing significant vaccine development efforts
on HSV. GSK is collaborating with the NIH/NIAID on a recombinant gD protein vaccine that has shown
some efficacy, but only in women and only in those who are not infected with HSV-1:* infection with HSV-1
is almost universal in Africa.

The most promising vaccine candidate has been developed by a British biotechnology company. This is highly
effective in pre-clinical studies and safe in early clinical studies, but due to change of ownership of the company
has been stuck at this stage of development. Targeted action is needed to further the development of products
such as this that are potentially of major public health importance but are languishing because of the investment
needed and the uncertainty of commercial returns.
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Examination of Witnesses

Witnesses: PROFESSOR GILL WALT, Professor of International Health Policy, DR RicHARD COKER, Reader in
Public Health, London School of Hygiene and Tropical Medicine and PROFESSOR JANET HEMINGWAY, Director
of the Liverpool School of Tropical Medicine, examined.

Q56 Chairman: Good afternoon. Welcome to the
Intergovernmental Organisations Select Committee.
You will know, I am sure, that our primary interest
is the effectiveness of British government policy
working through intergovernmental organisations
and their organisational strengths and weaknesses.
This session is being held in public. You will have the
opportunity to correct any factual matters in the
transcript, which will be sent to you. It is also being
sound recorded. At any stage after you have finished
at this meeting, if you want to send in additional
information to clarify or add to anything you have
said, please feel free to do so. Finally, although we
will put the questions to all three of you, any of you
can respond. I recognise there are two separate
schools here and you might well want to give your
evidence separately. Professor Walt, I understand
you are from the London School of Hygiene and
Tropical Medicine; Dr Coker is also from the
London School; Professor Hemingway is from the
Liverpool School of Tropical Medicine. One of the
things that I have been interested in, which the
Committee has been picking up and which is referred
to in your evidence, is this issue of global surveillance
capacity. The London School says it has improved in
the past decade but also that there is a weak
surveillance capacity and, of particular interest to
me, a lack of integration between animal and human
health. I wonder if you could tell us a little bit more
about that, expand on what those improvements are
and also what the weaknesses are.

Dr Coker: 1 think the SARS crisis forced a re-think
globally on global surveillance and was really, in a
sense, a dry run for pandemic flu. What became clear
through that was that surveillance around the world
needed to be better collated, faster and different
sources used, so not only full national surveillance
programmes but also more informal systems of
surveillance needed to be drawn upon. The reason we
mentioned in our submission the lack of capacity and
integration between health surveillance systems was
when we were reflecting on pandemic flu
preparedness, where there is a clear link between
animal surveillance and human surveillance systems.
If we look, for example, at Africa, where there has
been a considerable amount of investment in the last
couple of years in animal surveillance and poultry
surveillance, surveillance for pandemic flu has not
been strengthened to the same degree. That said,
there are initiatives in Africa to try to bring together
these different surveillance systems, but I think as an
illustration of the parallel streams of surveillance that
is not a bad example. I think that is replicated
elsewhere in the developed world as well. If we want

to have an early warning system that tells us about
the potential for human pandemic, then we need to
have a good animal surveillance system which is
linked to human surveillance systems.

Q57 Chairman: 1s your main point that the key
weakness is between animal and human health
surveillance? Is that right?

Dr Coker: 1t is the linkage between the two and the
development of the two to different degrees.

Q58 Chairman: To different degrees in what sense?
Dr Coker: For example, the emphasis at the moment
in Africa in poultry surveillance because of anxieties
around avian flu but there is a lack of capacity
development for human pandemic flu in Africa.

Q59 Chairman: Where do you think the weakness of
that part of the surveillance could be improved?
Which organisation would be most well-placed to
look at improving that surveillance?

Dr Coker: In a sense it falls between two international
agencies, WHO and FAO, and that may be the
reason why there has been this somewhat parallel
system developed.

Q60 Chairman: When you say the WHO, is that the
regional structure of it? Or is it the international
structure? There is some suggestion that maybe the
regional structure is not as effective as the
international structure. I do not know whether you
would agree with that, but do you think that is a
factor?

Professor Hemingway: 1 came back last week from a
meeting of AFRO, where they are at the moment
looking at how they set up a global surveillance
system for pesticide resistance in malaria. It is clear
that there is a complete lack of understanding within
AFRO as to the level of complexity of what they need
to put together if they are going to properly integrate
information. They were talking about working at the
level of Excel spreadsheets and Access databases in
the current climate, where we have really good GIS
systems that properly integrate with databases.

Q61 Chairman: Sorry, what are GIS systems?

Professor Hemingway: Geographical Information
Systems where you can display your information
properly, you can integrate that information and you
can query that information. The fact that an
organisation like AFRO does not understand what
needs to be done—and, even worse in some ways,
does not understand that it does not understand what
needs to be done—I think causes us to step back and
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think that we have a serious problem here. I think we
have moved hugely down the path of being able to
understand how we should integrate this kind of
information both with the animal systems and with
the genomic systems, where we have got used to
dealing with huge amounts of information on a
global system that we need to share. That has not
been translated into infectious diseases for the
developing world and that needs to be done. I do not
see that happening and the leadership for that
actually coming from the WHO at the moment.

Q62 Chairman: Who should it come from?
Professor Henungway: 1 think that is the obvious place
where it should be coming from and getting the right
people within the communities who do understand
how these systems ought to be operating, but it just
is not happening at the level that it should be at the
moment.

Q63 Chairman: You talked about “us” having a
good understanding, by which I presume you mean
“we, the medical profession”. But you then talked
about the way the structure does not understand it
sometimes not understanding that they do not
understand. I am not quite sure which ones you are
identifying as having that weakness.

Professor Hemingway: 1 think there are a large number
now of very efficient and very effective global
databases that have been designed for sharing large
amounts of information and those are now
integrating together in a way that actually allows the
international community to query those databases.
Genomics is an obvious example of that and is the
one I am most familiar with, but others are hot on the
heels of that. We should not need to re-invent the
wheel and invent that all over again and learn the
lessons all over again for the health systems. If we
know how to put those very large information
systems together and we know how to integrate them
with geographical systems, with health systems data
and all the rest of it, then that information ought to
be transferred between communities.

Q64 Chairman: 1 am still not quite clear on who is
not doing that. You are saying that we have all this,
but is it government, is it the WHO, is it the regional
level of the WHO? Who is it?

Professor Hemingway: 1 am saying that for the WHO,
certainly at a regional level, it is almost counter-
productive trying to establish these things from
ground level without getting the right people around
the table to start with. The understanding is there
that the information is needed. I think there is a very
poor understanding at AFRO Ilevel—maybe
someone else can comment on central WHO but I
worry it is true of central WHO—of what ought to be

pulled together and where really the information is to
be able to do that quickly and effectively.

Q65 Lord Howarth of Newport: Successful global
surveillance pre-supposes, I take it, a willingness on
the part of the authorities within particular countries
to act rigorously and honestly. How confident can we
be that that will be the case? Was I too cynical in
suspecting that in the People’s Republic of China
they did not want the world to know the extent of
SARS—possibly they did not want their own people
to know? Would there be other cases where countries
would be alarmed that there might be negative
implications for trade or tourism or whatever? Is it a
problem to get a genuine willingness and an honesty
and fullness of response from regimes in some parts
of the world which we really do need to know about.
Professor Walt: That clearly could be one of the
problems but it is not just a political problem, it is
also a problem of capacity. The information has to be
gathered from the ground and there are often simply
not sufficient systems to collect that information and
to feed it upwards, so there is a real problem of lack
of capacity.

Dr Coker: 1 would like to touch on the point that you
raised which was about HQ and Regional Offices and
then perhaps Country Offices and surveillance. I can
comment with more familiarity around the EURO
office, where the TB surveillance systems in Geneva
have been pretty good; they are a very strong team.
EURO has a lot of technical capacity but sometimes
one wonders what it is for, what does it do that adds
value beyond Geneva? That question is more
profound when one recognises the ECDC. In terms
of surveillance do these different agencies contribute
beyond what HQ could do, given that now we have
very effective communication systems from when the
Regional Offices were set up?

Q66 Lord Jay of Ewelme: 1 should declare an interest
as Chairman of the Trustees of the medical NGO
Merlin. I wanted to pursue the WHO point a bit, if
I may. One of the points which quite early on in our
inquiry has been stressed by a number of people is
that there are too many organisations in the health
field, but I think there is a general view that WHO
is—or certainly should be—the most important
among them. We have already heard evidence of a
certain amount of criticism of the WHO, but we also
heard from Government representatives last week a
sense that under the present Director-General things
were getting better and that the curve, in a sense, was
upwards, certainly in Geneva (there is a question
mark, I think, about the Regions). I just wondered if,
from your perspective, you could say what you think
the WHO is doing well and perhaps doing better, and
the things that you would say are definite failings and
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what it definitely ought to do better. I know that is
quite a broad question but I think it is going to be
quite an important part of the inquiry.

Professor Walt: 1 think that the difficulty for WHO—
this is one of the things that is creating major
problems for all of us thinking about what is
happening globally—is that WHO is not acting as an
agency by itself. Where it used to be the dominant
agency it is not any more. It is having to deal with the
Gates Foundation, which is hugely influential,
making a huge difference to the way people are
thinking about health problems. I do not know what
Gates is doing in relation to surveillance—I would be
interested to know—but those are the circumstances
within which WHO is working. What it can do well
and where I think it has legitimacy is in the way it is
seen by many countries around the world—especially
the middle and low income countries. It is perceived
as being more neutral than any American
organisation or any British or FEuropean
organisation. For that reason, if that one only, I
think there are good reasons for supporting it. It is
probably still doing too much; it probably does the
normative things better than some other things. It
also provides some support to countries at country
level in thinking through plans and so on, which is
still useful in some of the low income countries. I
think it is quite difficult to say which are the clear
areas where it is doing well and those that it is not ; I
think it may depend on the needs of the countries
with which it is working.

Q67 Lord Jay of Ewelme: Thank you. I wonder if
your colleagues have a different perspective.
Professor Hemingway: Clearly the landscape has
changed around the World Health Organisation and
I think the World Health Organisation has actually
found it quite difficult and has felt challenged by that
change around it. Gates is an obvious one but there
are also other foundations starting to come up and it
is having to share that space that it is used to being a
master of. I think Margaret Chan has been a breath
of fresh air in that she has clearly decided that she is
going to work with the foundations rather than fight
against them. I think some of those lower down the
system are still intent on fighting. Anybody who read
the New York Times yesterday, with Kochi Arata’s
outburst and the memos on malaria and fighting
against the Gates Foundation, will be able to see that.
I think there needs to be a mechanism where we are
all fighting on the same side to try to achieve the same
ends. The question is who really is in charge of the
international agenda and how are we going to try to
take things forward. The Gates Foundation and
others are trying to work with the WHO; the WHO
has made it quite difficult for those organisations to
work sensibly with them.

Q68 Lord Jay of Ewelme: Would you say that the
Gates Foundation or other foundations and their
rather sudden appearance on the scene is acting as a
kind of spur to make the WHO more effective? Or is
it rather confusing them and making them not quite
certain in what direction they ought to be going? Is it
a positive or a negative development in that sense?
Professor Hemingway: 1 think the jury is probably out
on that one. My views are coloured by malaria,
because that is where I spend a lot of time working,
but certainly in malaria WHO did not work well and
did not respond well to what was going on externally.
There was almost a feeling that, if it did not have
WHO’s mark on it at an early stage, then it was not
good. Policy should not be driven that way; it should
be driven by evidence and WHO should be able to
stand above that. For a while it did not do that well
in the malaria field; I think it has done it better in TB
and some of the other areas.

Dr Coker: You raise an interesting point which is
around this issue of closure: when is the evidence
sufficient to drive the policy? I think there is a
tension—or there has been a tension in the past—
with WHO because it is a technical agency; at times it
is an implementing agency and it is a strategic policy
generation agency. I reflect on the DOTS strategy for
TB, where there is still a debate in academic circles
about whether that is an effective and efficient
approach. WHO attempted to close the argument,
saying that that was the way the strategy should be
developed and it needed a WHO label to be adopted
in different countries. Although the debate is still on-
going in academic circles about whether that is an
effective way to go forward, the brand of DOTS is
still required by countries if they want to adhere to a
WHO strategy. So this tension comes out, never mind
the issues around surveillance and other issues that
WHO deals with.

Q69 Lord Jay of Ewelme: From what you have been
saying, would your advice to our Committee be that
we should not look at the WHO as one large
organisation but try to disaggregate it a bit? You
talked about different approaches to different
diseases, different approaches in some Regional
Offices. Do we need to try to look at it in a rather
disaggregated fashion do you think?

Dr Coker: WHO has traditionally focused on disease
specifics and therefore you have all the problems of
vertical programmes and lack of integration and the
on-going debate about that. But, if you look at
diseases, you can look at some good programmes and
then you determine how you measure whether that is
a good programme or not, and there is a debate
within that. Malaria may be a contrast to TB, but
that does not actually tell you what are the problems
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of WHO in its entirety, it tells you about the
programmes within WHO.

Q70 Lord Desai: When I hear this, hear echoes of the
World Bank and IMF. Do we still think that a single
organisation can rule the world in any topic? Once
upon a time when WHO was set up, it was possible
to imagine it, but now countries have more capacity
themselves, they have different interests. So is it not
time that one re-thinks how much WHO can do and
what they should not do?

Dr Coker: 1 think that is what Margaret Chan has
attempted to do: what is WHO for? What niche does
it fill?

Q71 Lord Desai: What do you think?

Dr Coker: 1 think it should be clear what WHO stands
for and I think it should focus on what it does well:
it should be issues around surveillance, coordinating
rapid responses, focusing on specific diseases that it
has programmes and technical expertise in; it should
perhaps have a focus on countries that will most
benefit from that expertise.

Q72 Lord Desai: Should it get out of rich countries
altogether?

Dr Coker: If it has a global surveillance programme,
then that should be global and it should not be
broken down.

Q73 Chairman: It is a question of decentralisation; it
can be a centralised body that oversees everything
but, if it decentralises, then there is a problem about
how good the decentralised units are at actually
feeding back up to the WHO. Have I understood that
correctly or not?

Dr Coker: Yes, I think that is right. In a sense it
touches on what the Regional Offices are for. If you
have a very good spoke and you have a good hub,
then why do you need the bit in the middle, as it were?

Q74 Lord Avebury: 1s there not a mismatch between
one of the answers you gave to a previous question
concerning the failure to develop large-scale
surveillance systems that were integrated with GIS
and the suggestion that the WHO should focus on
what it does well? Clearly it does not do that very
well, because that was the gist of your answer to the
previous question—that nobody has been looking at
how you produce very large scale databases that do
integrate with GIS. I would imagine that the WHO is
the only supra-national organisation that would take
an initiative of that sort, yet it has not done so. If it
focuses only on what it has done well, then it would
not be involved in that particular enterprise. I wonder
if you could reconcile these two incompatible
statements.

Professor Hemingway: 1 think we are talking about
technology and I think the technology in this area has
moved so quickly that the Centre within WHO in this
case has not kept up with what technology can now
do. It used to do it better in some ways than it does;
I think it needs to take that technology on board that
may not be coming from a health system itself but
may be coming from others externally. We know, for
example, that the Google Foundation are now
getting into that area; they have a huge amount of
expertise in IT systems and WHO ought to be
working very, very closely with these guys, where
Google is talking about putting one per cent of its
staff time into those systems. I do not know whether
they are; I would be interested to find out. They
should have been knocking on the door, not waiting
for the world to knock on their doors to say, “Come
on, guys, you need to be taking this technology
forward”.

Q75 Lord Avebury: Since Google is a dominant
enterprise in its own field, would there not be a
difficulty if WHO approached them and asked for
assistance with these global IT systems? Other
companies like Yahoo or Microsoft would say that
this was an unfair preference being given to a
particular company.

Professor Hemingway: We are talking about the
Google Foundation and not Google itself. But using
the free systems, in terms of Google Earth just as an
external viewer, if you like, that is free, but not
necessarily using Google’s products for any gain in
that sort of sense.

Dr Coker: A month or two ago Google launched
InSTEDD which is funded by Google, Microsoft
(drawing on Microsoft’s computerisation skills),
Rockefeller and WHO. This is in regard to pandemic
flu, particularly in South East Asia. I think these
discussions are on-going.

Lord Avebury: Could we have a note of that, please?
I would be very interested to pursue that.

Chairman: If you are able to do that, it would be very
helpful. I now want to move onto multisectoral
initiatives.

Q76 Lord Desai: Following on from what we have
said before, we are very concerned about the
confused architecture of health intervention. You
said something about a multisectoral initiative being
adopted by people in an uncoordinated fashion. Do
you think countries or agencies adopt these
multisectoral initiatives because they are aware of
WHO’s shortcomings or because they have a
different view on how this issue should be tackled?

Professor Walt: If you are looking at low income and
middle income countries who have to deal with huge
numbers of donors—whether they are UN agencies,
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whether they are the Global Fund, whether they are
bilateral agencies—they have a huge problem to
coordinate between those. The countries which
manage that well are the countries where they have
reasonable systems in place and they are able to get
budget support, and then they do their own thing
(they have a national plan which everybody then to
some extent works to). To coordinate those efforts,
though, is really difficult because the donors have
their own agendas, they have their own
constituencies to whom they are responsible, they all
want to attribute changes to their own inputs. There
have been a number of examples to improve
coordination and I am sure you know about them:
sector-wide approaches, the attempt to have one UN
Office at the country level, and the Paris Declaration
to harmonise donors and so on. But each individual
agency has its own particular interests which
challenge any coordination attempts. I think you are
right in saying that we need to look at the countries
to see how strong they are in terms of being able to
develop systems where they can actually take control.
That is where a lot of aid might actually go and would
be very well spent in doing so. In those countries
which cannot do that, then you need to have the
various donors trying to harmonise as best they can.
Dr Coker: A really good illustration of this challenge
and of the burden that is placed on some countries is
when one looks at monitoring and evaluation. We
have just done some research commissioned by the
Bank to look at the indicators for progress on HIV.
We looked at all the indicators for determining
success and there are something like 140 or 150
indicators. They vary across all the different sections
between the Global Fund, between WHO, between
UNAIDS, between UNGASS, and we were looking
to see which ones are similar or whether there is
duplication and how much coherence is there. There
is a huge variety. If you are sitting in a Country Office
and you have to fill in the indicators for each of these,
then it is going to be hugely time-consuming and that
is in large part why, I suspect, they are not filled in.

Q77 Lord Desai: Does it arise from the desire of each
donor to have a kind of recognised bang for the buck?
Or does it arise from a genuinely different opinion as
to what causes a certain disease or what cures it?

Dr Coker: 1 suspect that it is both. The issue of
attribution is important—that you can say that your
dollar has achieved such and such—but I think also
there are people who really believe that certain
indicators tell you that you are succeeding and there
are differences of opinion.

Q78 Lord Desai: So is the confused architecture a
reflection of a confused situation and you cannot
simplify it—there is no way of simplifying the

architecture of health intervention? There is no way
everybody would agree on what the causes and cures
for disease are and how best to approach it and,
therefore, there will always be differences? Are we
hoping for simplicity where there is no simplicity
possible?

Dr Coker: 1 suppose we can talk about what is a
measure of success but ultimately, if you can reach a
consensus that that is the measure of success—and
hope that that does not distort the response such that
you are trying to meet the target rather than actually
achieve the public health goal—then this would
surely be a good thing. If the public health goal is
achieved as well as the indicators being measured to
give some insight into whether progress has been
made, I would say that this was a good thing. Many
of the indicators that one sees are very similar but
they are slightly different.

Q79 Lord Desai: Is that because people do not
differentiate?

Dr Coker: A sceptic might say that people like to
develop indicators.

Professor Hemingway: Sometimes it may be sheer
bloody-mindedness, basically that this group over
here has set up that set of indicators and is not
prepared to agree that this group over here has a
better set of indicators or that the two are similar. I
think there is a fair amount of that out there.

Q80 Lord Avebury: 1 was wondering whether an
incremental approach to the reduction of these 150
indicators would be most likely to succeed. If you
start by saying you are going to bang everybody’s
heads together and force them into accepting a
common set of indicators across the board—which
might reduce the numbers by half or a third of its
present level—then you will meet with a lot of
proprietorial opposition. However, if you look at the
150 indicators and you have, as you say, some that
are barely distinct from one another, then getting the
two proprietors of those indicators together and
saying, “Could you two agree to harmonise and have
one indicator that would cover both your fields?”
That might be a more productive approach.

Dr Coker: Yes, I think that is what the World Bank is
trying to do.

Q81 Lord Avebury: In what sense?

Dr Coker: They are trying to get a consensus on what
would be a useful limited number of indicators. It is
interesting that the Bank is leading on that.

Q82 Lord Avebury: Where can we find that
information on what the World Bank is doing to
enhance to harmonise the indicators?
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Dr Coker: There is a meeting in about two months’
time on that.

Q83 Chairman: Presumably one of the problems
here is that particularly some of the private sector
who are putting money in want to solve a specific
disease, whereas there is also this wider healthcare
issue; you are torn between those. Is that right?

Dr Coker: Yes, what I have been talking about is
disease-specific rather than health systems.

Professor Walt: That is a major problem because there
are some indicators which are much easier to measure
than others and the health systems indicators are
much, much more difficult; they are more difficult to
gather, more difficult to agree on and need to be
evaluated in a completely different way from
measuring whether, for example, somebody has had
an immunisation.

Q84 Chairman: Measuring the specific disease might
not work anyway if the healthcare system is so
inadequate that you think you have dealt with the
problem when in fact you have not.

Professor Walt: Indeed.

Q85 Lord Desai: 1 get the impression that a country
receiving these visits from the donors, can handle
them, it is possible it does not need their help; and
those who need their help cannot handle the donors.
Would that be too simple a way of looking at it?

Dr Coker: That is a useful indicator, is it not?
Professor Walt: How would you measure it though?

Q86 Chairman: 1 want to move onto our
Government’s influence on the WHO. We pour
enormous sums of British tax payers’ money into
intergovernmental organisations and the WHO is no
exception. Do you think we are getting the sort of
influence we need over the WHO, bearing in mind the
amount of money that we put in. Or could we
increase our influence?

Dr Coker: My personal take on this is that I think the
UK influences WHO quite strongly through both
formal and informal channels.

Q87 Chairman: Can you say what those are? Do you
mean by medical input, for example, or academia?
Dr Coker: Yes, through the strength of academia in
this country; the research to policy links, although
not as strong as perhaps they could be, are relatively
strong from the UK in the fields that I know but that
may not be the case in others. We also have expert
committees. DFID is considered very highly within
the WHO, the messages from DFID are not totally
narrow and it does have a breadth.

Q88 Chairman: Bear in mind that Parliament has a
duty about the way British taxpayers’ money is spent
and this is a very large sum of money going into the
WHO; is it being used effectively is what I am asking
to you?

Dr Coker: You are asking a question about
attribution?

Q89 Chairman: Is the money being well-used?
Professor Walt: WHO has very little money in
comparison with many of the other agencies that are
working in health. One of the criticisms is that it
spreads it too widely but the difficulty is that it is very
hard to get precise agreement on what WHO ought
to be doing. I think it is one of those conundrums that
there will always be tensions about: should you be
spending more on public health and less on disease,
or more on chronic and less on infections, and so on?
There are never really enough resources but WHO as
an organisation, it has always struck me, has very
little money and in comparison with the sort of
money that is now flowing into particular diseases it
is actually working with few resources. I think we
may be putting money in but I do not think that we
are putting too much in at all.

Q90 Chairman: 1t is not so much about the amount,
it is how well it is used. At the end of the day that is
the question you ask about taxpayers’ money, is it
not?

Professor Walt: Then it comes down to the question of
how do you measure how it is used and that is a
difficult one, I think.

Q91 Lord Jay of Ewelme: When you say that DFID
is highly regarded, would you say that that high
regard for DFID translates into positive influence on
the way in which the WHO operates?

Dr Coker: That is the sense that I have got,
particularly at HQ in Geneva and in the areas I have
been working with.

Q92 Lord Avebury: One way of looking at how the
money is spent in WHO is to look over a period of
time at the overheads in comparison with the amount
which is spent on its programmes. s that something
that anyone looks at? Or would you think it would be
worthwhile examining the relative expenditure on
things that happen on the ground and things that
happen within WHO’s bureaucracy?

Dr Coker: Where does the money end up? Does it end
up in countries? Does it end up in Geneva? Does it
end up in the Regional Offices?

Chairman: Maybe this is a difficult area for you. I
suspect that you are not too familiar with the way the
money is used at the WHO.
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Q93 Baroness Eccles of Moulton: 1 was just
wondering whether generally speaking the arrival of
Gates and Google—no doubt there will be others—
with very large sums that can be introduced into this
area is actually changing the balance a bit about
where the funding is coming from. Previously much
more of it was coming, broadly speaking, from public
sector government sources and now, with this wave
of new funding coming in, what effect might that
actually have? I might be getting the terminology
wrong but I rather gather from what has been said
that WHO is more concerned with, as it were, the
horizontal input and the Gateses et cetera with what I
think is described as the vertical, which is the disease-
specific; and whether, as the balance matures between
the private sector and the public sector—to use
simple terms—the private sector input might see that
it will be advantageous perhaps to start to fund WHO
directly itself to a certain extent. Could that be a
possibility?

Professor Hemingway: When organisations like the
Gates Foundation first came along they believed that
the space that they needed to occupy was in the
discovery and development of new products for
disease control and that, if they produced those new
products—ie new drugs, new vaccines—the world
could take them up with no problems. The delivery
mechanism was there, with WHO and others being
able to pick these things up, integrate them into
policy and practice, and away you go. What they
have found out to their cost is that that delivery
system is deficient as well as the discovery and
development programme, and therefore Gates and
others are now moving into that because they believe
they are not going to have the impact that they want
unless they get in there. I think that is where you have
seen more and more tension building, because WHO
do believe that the foundations are actually starting
onto their territory. They need to work together
rather than fight at that point in terms of how they
do that.

Chairman: That is a very important point, thank you.
I want to move on now to the global initiatives. Lord
Howarth?

Q94 Lord Howarth of Newport: Can we come back
to a dilemma which is touched on recurrently in these
sessions between the disease-specific approach and
the approach of developing a strong health system—
the vertical and the horizontal? Budget support to
assist countries to develop effective healthcare
systems presupposes good governance in the sense
that there is substantial administrative capacity, an
absence of corruption and, I would also say
importantly, an equal benevolence to all the people of
country, untainted by tribal considerations or
whatever. Where do you think, if you can generalise,

we get better value, in the vertical or the horizontal?
Generalisation is obviously very difficult; if you want
to give specific instances where one works well and
the other works well, please do.

Professor Walt: 1 personally believe that you have to
have both, that there are times when you have to
prioritise a particular disease—it may be because it is
a major problem at the time—and you try to tackle it
through your health services or your health system,
so that you address it in an integrated way. There
may be a period in which you just go for that one
particular issue to resolve it and later you integrate it
with other activities. I think that the juxtaposition of
these two as completely separate is probably a bit
unreal. There are times when you need both.
However, simply having largely or only vertical
systems is hopeless in the long run because you
cannot sustain any changes that you make, so you
have to have a good system in place. But, within that
system, I would argue that there would be times when
the vertical programme would be justified.

Q95 Lord Howarth of Newport: Do you think it is
appropriate to invest money provided for global
health in the development of good governance?
Professor Walt: Yes, I do, very much so. We need to
feel confident that there is managerial and financial
capacity in the countries. In the end I would have
thought that is what everybody wants for those
countries which are struggling to build systems. The
way to do it, is to build capacity at the country level.
I think that is one of the things that the British have
been good at doing.

Q96 Lord Howarth of Newport: Could you give us
now or later any specific examples of success in one
dimension or the other?

Dr Coker: 1 can give you an example which illustrates
something else I think. We were working in Russia in
the prisons and in the civil sector on TB control,
multi-drug resistant TB control and HIV control.
What we did was to implement the WHO vertical
DOTS  programme, which was probably
unsustainable once funding had been removed,
because it was not integrated into the broader health
system. That brings me to the point that I think you
do need very strong vertical programmes which are
well integrated. That is a counsel of perfection
perhaps, but if you do not have a good, strong
vertical programme then what you have is ineffective
programmes; and, when it comes to communicable
diseases, one could argue that that results in a worse
scenario than having no programme because you
generate drug resistance; you generate it with HIV,
you generate it with TB, you generate it with malaria
and undoubtedly you will generate it with pandemic
flu, which has huge knock-on consequences. If you
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do not have it integrated, then you do not have a
sustainable programme, so there are inefficiencies.
When we were discussing this issue of vertical
programmes and horizontal programmes a few years
ago with WHO, I think we reflected on this notion of
non-negotiable elements of a vertical programme—
that you absolutely have to have certain elements. If
you do not have these elements, then you generate a
problem in generations to come which is going to be
incredibly costly. Because I am an infectious diseases
specialist in the first instance, I would argue that you
need good, strong, non-negotiable -elements
embedded first of all.

Lord Howarth of Newport: Are there examples that
you can think of where horizontal programmes to
strengthen healthcare systems in developing
countries have been funded by international sources
and have worked usefully? Can you provide models?

Q97 Chairman: If you have examples that you think
give us these core issues that apply on the horizontal
and vertical, it would be quite useful.

Dr Coker: The Thai 30 Baht scheme was a very
powerful cross-sector health system reform
programme. I do not know what the position of it is
now, but it addressed issues of vaccination levels, of
maternal mortality and reproductive health; it
touched on a wide range of different health issues.
Professor Walz: It was built on a good infrastructure
that already existed.

Chairman: I have heard some good things about that
but it did have a certain basis to build onto, whereas
in some countries the basis is not there. Lord
Howarth’s question is quite important; if, after this
session, you think of examples which give factors
which you think are necessary in the way that you
have talked about, Dr Coker, I think it would be
useful to have those.

Q98 Baroness Whitaker: 1 have been on the receiving
end of quite heavy NGO advocacy about the Global
Fund from those NGOs who are associated with it,
that it is much more effective than direct budget
support. I do not necessarily subscribe to their view.
I rather take your balanced view, but I should be
interested in your comments. They say that the
Global Fund is more accountable and long term, not
least because it has several representatives of civil
society on it and budget-to-budget support given to a
country with a weak Parliament which cannot call its
own government to account—as is often the case in a
developing country—(for some strange reason,
governments do not always want to strengthen their
parliaments!), then civil society is absolutely
necessary to draw in as much capacity as can be done
from the regions concerned. That is one point. Of
course the global fund does also attribute benefit as

part of its modus operandji; I think they outsourced
malaria to Dr Kochi, whom Professor Hemingway
mentioned; there was an interesting article in The
Economist a couple of weeks ago on this point. The
final point I should like your views on, going wider, is
that these same powerful advocates criticise DFID’s
international health partnerships—which we thought
was rather a useful idea to draw together all the
donors so that programmes would be more coherent
and less of an ordeal for the receiving countries to
deal with—because there is no space, again, for civil
society on the IHAs. Partly it relates to Lord
Howarth’s governance problem; it goes back to the
weakness of the national parliaments in being able to
pursue the government’s use of the budgets, and
obviously NGOs have a role in this vacuum. If you
have any views—I hope I have made this rather
convoluted argument clear—could you pick out a
few points which you think would be helpful?
Professor Walt: 1 think the Global Fund has been
amazingly transparent and has given the opportunity
for a great deal of participation by NGOs in a
number of ways, not least through the internet, and
there has been a lot of debate about it. It has also tried
very hard to involve NGOs at the country level in the
CCMs (the Coordinating Council Mechanisms) with
some success and some failure. In fact, there are
increasing suggestions that the CCMs are not
working terribly well and that they should be
amalgamated into National AIDS Councils and so
on. The difficulty with that is that it is very contextual
and does depend a great deal on the country that one
is looking at; some countries’ NGOs are weak and do
not have much voice and, therefore, are not able to
stand up to government or donors et cetera. I think
one does have to look country to country and in that
sense the Global Fund has been quite successful in
trying to bring in NGOs.

Q99 Baroness Whitaker: 1s it effective in reducing
infectious disease by these means?

Professor Walt: We do not really know that yet. There
is an evaluation being carried out now of the first five
years of the Global Fund.

Q100 Baroness Whitaker: When is that going to be
published?
Professor Walt: This year. It is a five-year evaluation.

Q101 Baroness Whitaker: What about Dr Kochi? Is
his work completed do you know?

Professor Hemingway: 1 am not quite sure what the
context is on that one.

Chairman: I am afraid we are going to have to
adjourn for ten minutes because of the division.

The Committee suspended from 5.05 pm to 5.15 pm for
a division in the House.
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Q102 Chairman: Baroness Whitaker, would you like
to continue? Have you had time to think about the
question?

Professor Hemingway: We have been conferring and I
must say we are still struggling over the context. I
think the question was around Kochi Arata and the
WHO?

Q103 Baroness Whitaker: That was just one
example. What I really wanted was your take on this
conceptual philosophical struggle between the
advocates of budget-to-budget support, which gives
the governments ownership and therefore has a more
long-term health effect, arguably, if they have a
strong Parliament, and the Global Fund model,
which is more accountable (they say), more long-
term (they say), more transparent (they say). Which
should our money go to? The NGO people say DFID
is giving the Global Fund less and putting more into
direct budget support and they think that is wrong
from the point of view of the prevention of disease.
Professor Hemingway: 1t is difficult to turn that into an
either/or. If you do not do something about
strengthening the health services and health systems
within a country in many of these places and all you
have are vertical programmes, like the Global Fund,
then in some ways you are contributing even more to
what is going on in the health system.

Q104 Baroness Whitaker: People say it is the
opposite with the Global Fund; it is not from the top,
it penetrates much more into the health systems
themselves.

Dr Coker: 1t is focused on AIDS, TB and malaria but
it is not focused on the health system more broadly,
so by its nature it has to be contributing to the vertical
programme. A sceptic would say that the NGOs
would say that, would they not?

Q105 Baroness Whitaker: They would say that,
absolutely. I do not know whether you have seen
examples of direct budget support which has reduced
the incidence of, say, malaria; malaria has gone down
in some places.

Professor Hemingway: It has, but how do you actually
attribute where that has come from? Sometimes it is
very difficult to get at that because you have multiple
factors all sitting in there that interplay together.
Speaking personally, where I have seen the Global
Fund operating best is where the Global Fund
programmes have been integrated with the health
system and the health service—for example, in
Zambia they are operating that very well there and
that works. I have also seen it operate very badly
elsewhere and I have seen budget-to-budget support
not work very well, so I think it is very difficult to give

you a generalisation of what works and what does
not work.

Q106 Chairman: Is there a note of scepticism about
why the IGOs might be saying this, if I understood
you correctly?

Dr Coker: And also why the NGOs might be saying
this.

Baroness Whitaker: It sounds as if there is not a magic
bullet anyway, like the rest of life.

Q107 Lord Howarth of Newport: Do we have to
assume there will never be effective audit, there will
never be value for money assessments that we can
trust?

Dr Coker: Value for money?

Q108 Lord Howarth of Newport: We are asking
where money should most usefully go. We do need
answers to these questions if we are to channel our
money responsibly. From what you are saying it is
very hard to discern where we are getting
effectiveness and value for money.

Dr Coker: Can 1 give you an illustration of where I
think this is problematic? When I was working in
Russia, an NGO was working there and the NGO
had brought in its own doctors, its own laboratories,
expensive systems and set up a completely parallel
system to the Russian system, which was costing huge
amounts and was clearly going to be unsustainable.
They were arguing that this was a humanitarian crisis
and we needed to respond; we were arguing, on the
other hand, that we needed to develop a health
system, we needed to integrate a TB control model
and so forth. If you say, what is value for money?
Well, some people would say that there was a
humanitarian disaster unfolding and we offered value
for money because in the immediacy, in that
timeframe, we saved lives. We would have argued
that actually over a ten-year period they would not
necessarily have saved that many lives but it would
have cost a lot more. It really touches on your
philosophical point, over what time frame is one
interested in terms of value of money?

Q109 Baroness Whitaker: Moving onto resource
allocation, do you think too many resources are
going to HIV, malaria and TB at the expense of
others which arguably undermine the health of the
whole country, like leprosy or pneumococcal disease,
or eboli? Should they have more money than they get
because they are not up there in lights in the same way
that TB and AIDS and malaria are?

Dr Coker: You could argue that not enough money is
going into those diseases because they are still a huge
problem, a huge burden. Does it cause distortions? It
causes substantial distortions. Does it pull money
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away from the resources that might also usefully be
going to those other diseases? Yes, it does.

Q110 Baroness Whitaker: Does WHO have a good
system for judging what money is going to what?
Dr Coker: WHO does not decide at a country level
what resources go to what.

Q111 Baroness Whitaker: In its own programmes?
Professor Walr: It certainly evaluates its own work, so
many of the programmes that it does will be
evaluated by external independent evaluators and
they will learn from that how successful they are
being.

Q112 Baroness Whitaker: The balance of its
investment between surveillance, prevention and
treatment—do you find that acceptable?

Professor Hemingway: 1 would not know what WHO’s
balance is there. It is not the kind of information that
we are given in any shape or form.

Chairman: Maybe we need to pursue this with the
WHO.

Q113 Baroness Whitaker: Finally, I think the
London School listed a wide range of blockages to
better control of infectious diseases. In trying to
remove some—presumably one cannot remove all of
them—including upstream issues like economic
development and downstream ones like investment
in drugs, where you do you consider that intervention
by the international organisations would be most
effective? Or what are the points of maximum
leverage? What should they focus on?

Professor Walt: My personal view would be that
international organisations need to be building
capacity within countries and you do not do that
through two-week training programmes, you do it
over a very long period and you train and set up
systems so that people can be managed and
supported through their work. I think that would be
a very good long term aim for organisations to
improve health.

Q114 Chairman: That seems to be the thrust of your
comments, improvement in relation to this. Is that
right?

Professor Walt: That was a personal view.

Q115 Chairman: Would either of your colleagues
wish to add to that?

Professor Hemingway: It is also clear that health
benefits go hand in hand with economic
development; there is no question about that. Having
worked in places like Thailand, Sri Lanka and others
over a 20 to 30 year timeframe where you have seen
the economic benefits move, you have seen

improvements in health systems move hugely. That
goes along with improvements in housing, which
brings you improvements again in a whole raft of
other disease related issues. Unless there is something
that tackles poverty alongside the health systems,
you are fighting a losing battle in many ways.
Somehow you need not to just think of health in its
own silo, but ask what it is, for the region or for the
country, that is going to give it the economic benefit
that goes hand in hand with the health improvements
that you are trying to put in. If you can tie those
together, you can get something that is sustainable; if
they are not tied together, then anything sustainable
is very, very difficult to actually move forward. There
is too much of a tendency just to think in one block
and not across the breadth.

Q116 Baroness Eccles of Moulton: s political
stability a very important factor there?

Professor Hemingway: 1 think it helps, but if you look
at Sri Lanka, in Sri Lanka there is no political
stability and yet they have almost got rid of malaria
and it has not been because they have swamped the
place with indoor residuals, spraying or bed nets. It
is because they have improved housing and they have
done that against a civil war and a reduction in some
ways in parts of their economy—tourism has gone—
but they have had some of the key improvements that
have pushed some of those diseases out.

Q117 Lord Avebury: One of the comments that was
made by the London School was that without HIV
control, TB control is likely to remain a mirage. I
would like to ask you whether the converse of this is
also true—that, if you like, without more effective
treatment of TB, the death rate from AIDS is going
to continue to rise. Could you say something about
the synergy or lack of synergy in IGO programmes to
tackle these two diseases? Could you also, in
answering that, explain how the DOTS strategy fits in
with the programmes for integrating anti-TB and
anti-AIDS programmes in different countries?

Dr Coker: HIV lowers your immune system and
makes you more susceptible once you have been
infected with TB; TB does not make you more
susceptible to acquiring HIV unless you are in a
setting where you are likely to transmit it to each
other. TB kills an awful lot of people who are infected
with HIV. In terms of the response, over the last 15
years or so the focus was initially on TB control and
in parallel HIV control, and never the twain met and
patients did fall between the gaps. I think over the last
five years, admittedly belatedly, that problem has
been recognised and there are efforts to try to ensure
that patients do not fall between the gaps, and there
are policies developed by WHO to try to address that
problem. That said, many of the vertical systems that
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deal with one disease are in a sense owned by certain
professionals, and so patients continue to fall
between the gaps as they move between HIV services
and TB services. To some degree that is
understandable, partly because professional
expertise sits within those particular domains, but
also, if you are an HIV-positive individual, the last
place you want to be is sitting in a TB clinic. So there
are real practical issues as well. The response to those
two diseases is that it is easy to understand that we
should have an integrated response, that we should
have a coherent response that delivers professionally,
good clinical care, but how one does that on the
ground and ensures that a lot of people do not
become cross-infected is a substantial challenge.

Q118 Lord Avebury: Why is the answer not to
deliver TB treatment and care within the HIV
clinical system?

Dr Coker: If we were sitting in an HIV clinical care
setting and I walked in with multi-drug resistant TB,
we would all be dead within six months or so.
Chairman: That seems to be quite a powerful answer.

Q119 Lord Avebury: Do you consider that, if the
delivery of antiretrovirals is successful but there is no
corresponding programme to change sexual
behaviour, then the incidence of HIV is going to
continue rising?

Dr Coker: Yes, the incidence will continue to rise and
that rise will be because people who are at risk of
acquiring HIV do not change their behaviour but
also it will rise because the prevalence of HIV will
increase, the number of people living with HIV
increases and they potentially pose a transmission
risk. It does raise the issue that I touched on earlier
on, which is what we mean by a successful
antiretroviral programme and the risks associated
with a half-baked antiretroviral programme and the
transmission of drug resistance and so forth.

Q120 Chairman: Y ou cannot fully separate them out
in that sense, can you?

Dr Coker: You cannot, no.

Chairman: Can we move onto the important issue of
human flu versus avian flu.

Q121 Lord Jay of Ewelme: Could you help, first of
all, with an analytical point because I have never been
entirely clear about this. Am I right in thinking that
there are actually two quite separate things here.
There is avian flu in the sense that there is a risk that
there may be a jump across the species barrier and we
may all start communicating among ourselves what
is now avian flu? Separately, quite independent of
that, is there the risk of a flu pandemic of the kind
that we have had every 30 years over the last 200

years or so and ought to be expecting another one?
Are those separate? Is what you are saying that we are
focusing too much on the former and not enough on
the latter? I wonder if you could say a little bit about
that and what you think international organisations
ought to be doing to ensure we are properly prepared
for the outbreak of either.

Professor Hemingway: You are largely correct in your
analysis and I think there is a large potential risk on
both sides, and it is how much you put onto both
sides. What more should we be doing and how should
we be geared up is a difficult one.

Q122 Lord Jay of Ewelme: By saying that there has
been too much emphasis, at least in some countries,
on avian flu and not enough on pandemic flu suggests
that somebody ought to be doing a bit more at least
on the risk of pandemic flu?

Dr Coker: We wrote that partly on the back of an
analysis of national strategic plans in Africa, where
substantial efforts from the international community
focused on animal surveillance, poultry surveillance,
in culling and protection of the poultry economy and
so forth. What those national plans do, however, is
that they address avian flu and they disregard almost
completely pandemic human influenza. I suspect the
reason for that is that much of Africa would be
incapable of responding to a pandemic of human
influenza. That means that the focus needs to be on
stamping out avian influenza before it becomes
pandemic human influenza. If we have a global
pandemic, then Africa, as everywhere else, will be
affected. It also means that we have no strategic plans
in readiness for a pandemic of human influenza in
large parts of the world.

Q123 Lord Jay of Ewelme: Is there any particular
reason why pandemic influenza should break out in
parts of the world where there is avian flu?

Dr Coker: The epicentre of the next pandemic of
human influenza is likely to come from areas where
there is substantial avian influenza, because the
change in the virus will occur there. In all likelihood
it will occur there because that is where the greatest
density of poultry is, where the greatest number of
strains of the virus are. In my view it is likely to come
from South East Asia or China because of the density
of poultry.

Q124 Chairman: This is the issue which we touched
on earlier about the lack of surveillance between the
agricultural and the human.

Dr Coker: Exactly.

Q125 Chairman: That is the key thing, and if there
were more surveillance of that switchover between
the agricultural and the human we would have a
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better chance of spotting when a human pandemic
was beginning. When the mutation takes place,
presumably you would get the first few cases of
human pandemic flu; but, if you do not spot it at that
stage, it becomes a pandemic a short period down the
line. Have I understood that correctly?

Dr Coker: Yes, and if you go back to medical school
you will ask the question “What is surveillance for?”
Surveillance is information for action and, if you
cannot act in response to your surveillance, then that
poses the question why you are bothering with
surveillance.

Q126 Lord Jay of Ewelme: Even if there was not
avian flu at the moment, am I not right in thinking
that we ought to be worried about a flu pandemic
simply because historically these come around every
generation and we have not had one for a while?

Dr Coker: There are always different strains of avian
influenza circulating.

Chairman: I want to move on finally to trade versus
health, which we maybe need to clarify.

Q127 Lord Howarth of Newport: If global prosperity
is to increase and the benefits are to be felt
throughout the world, then we need mobility. There
is, of course, an enormous increase in human
mobility across the globe and trade is an aspect of
that. Migration of people on a very large scale is
another. Unless we can produce the wealth, we will
not get better healthcare systems and we will not see
the other benign effects of the alleviation of poverty.
On the other hand, the more people are free to move
about, the more transmission of infectious diseases is
likely to occur. Clearly we cannot stop world trade,
but is there at least some discussion between the
organisations that have leading roles in these
respective fields, the WTO and WHO, for example?
Do they reflect upon this dilemma together?

Dr Coker: 1 am sure they do. I think the question
about trade is absolutely critical because, if we look
at the emerging zoonoses—the emerging diseases—
over the last 20 years, most of them have come from
animals. They have come from animals either
because of the movement of animals or because of the
differences in how we look after our animals. With
BSE, with SARS, with pandemic influenza, the
driving force is the economy, that is what drives our
changes in practice and the movement of goods. That
is what threatens public health. I think there is an
emerging debate about this, not just in the spheres
that we are familiar with, but you just need to look at
Jamie Oliver and so forth and think about how we
look after food and how we deal with our
relationship with food to recognise that the
relationship between trade and health is inextricable.
We pay £1.50 for our chickens because they come

from Thailand or wherever and the way they are
looked after in some countries encourages the
emergence of infectious diseases.

Q128 Lord Howarth of Newport: We can narro
the problem down to some more specific issues such
as that. Can you see scope for effective international
intervention via the intergovernmental organisations?
The difficulty in world trade negotiations is that we
are all the time dealing with the excuses that are put
forward for continuing protectionism, and this
would be another wonderful excuse for
protectionism—to stop imports from countries
where there were large question marks about the
health and safety of food products. Can you envisage
that there could be some useful disciplines or some
useful routines applied in the way that world trade is
regulated and developed to reduce the risk of
transmission of infectious diseases while not seizing
up trade?

Professor Henmingway: To take the example you have
with chickens coming from Thailand, the way that
the chickens are looked after in Thailand for that
trade is now dramatically different to the way it was
a few years ago because there is now a much lower
tolerance, for example, of aflatoxin contamination
within those broiler chickens because they are for the
international market, and so the home market within
Thailand has had to change the way it works. There
are only two distributors of chicken feed within
Thailand and both of those chicken feed
manufacturers have to work within more restricted
norms. In some ways, because you have opened up
the international market, you have actually improved
the animal husbandry that is going on over what it
would normally be.

Q129 Lord Howarth of Newport: Somebody has
suggested health impact assessments; is that
meaningful? I am not quite sure where the idea
came from.

Dr Coker: Sorry?

Q130 Chairman: There is a suggestion that, if you
made a health impact assessment of certain types of
food which might be at risk, for example you could
say that in Thailand there is a risk factor and that
might put pressure on the government to do
something more about it.

Dr Coker: 1 can imagine that is possible.

Q131 Lord Desai: To take an example, there is a
chicken flu epidemic in West Bengal and they had to
slaughter very many more chickens than people
would like, but I want to ask you would BSE happen
here? There are certain bans on British beef exports
everywhere, very instantaneous. Obviously in some
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forms of animal products there is a very tight form of
prevention of trade if there is a health risk. Is it the
problem again that poor countries do not have such
safeguards or we cannot safeguard against imports
from poor countries? Certainly whenever there is the
slightest evidence of BSE or foot and mouth or
anything, all countries stop importing British beef.
Dr Coker: That assumes that international trade is
the driver. But, if you look, for example, at poultry
density in southern China over the last 30 years, it is
something like a 3000 or 4000 fold increase in poultry
density. That is not just in serving the international
market, it is serving a domestic market as well. The
potential consequences of generating new zoonoses,
they would impact on international trade but
whether domestic trade responds in the same way I
am not sure. One only needs to look, for example, at
Thailand’s neighbour, Vietnam, where most of the
poultry is backyard to see the contrast.

Q132 Lord Desai: 1 presume one can only control
poultry which is factory farming but back yard
farming cannot be controlled?

Dr Coker: 1t is difficult, but Vietnam was very
successful actually in dealing with backyard
problems.

Q133 Baroness Whitaker: Does WHO make
representations to national governments about
animal husbandry with respect to infection? Or is
there another international organisation which deals
with this?

Dr Coker: FAO.

Q134 Baroness Whitaker: Do they have the same
regional networks and so on? Are they active in this
way?

Dr Coker: They are, yes; they are very active. Also
there is a coordinating body.

Q135 Baroness Whitaker: Do they link up with
WHO?
Dr Coker: Yes.

Q136 Lord Howarth of Newport: Looking at the
kaleidoscopic system of international governmental
organisations interested in health it is hard to see
what capacity there is in the system overall to
prioritise. 1 just wondered, coming to your own

institutions, how you have experienced that. Both
your institutions are very important international
resources for research. How free are you to determine
your own priorities for research? To what extent do
you have to scramble around to secure funding from
one funder or another who have their own favourite
priorities and are willing to pay you to work in one
field but not in another? How possible is it for you to
be selective, to be strategic, to pursue your own
preferred programme of research?

Professor Walt: It is a mixture, but we can be strategic.
It depends on our relationships with the various
funders, because we can go to them and we often have
policy dialogue about issues that are emerging and so
on and, therefore, can suggest areas to look at. At the
same time, obviously, we are extremely dependent on
those particular funders; if they are not interested,
then we may not be able to pursue something. That
would be my view; I am in a different disciplinary
field from my colleagues.

Professor Hemingway: 1 think it is actually easier now
than it was five years ago. I think it is easier because
there is more money in this area. We certainly decide
strategically from Liverpool’s perspective what we
are going to do and, more importantly, what we are
not going to do; which areas we are not going to get
involved in and where we are going to put forward a
very strong market and say that these are the areas
that we are good at, that we are internationally
competitive at and where we should be pushing. We
have been fairly restrictive then in terms of making
sure that those are the areas we are going for. I think
we have also tried to make sure that we are well
enough connected in the system that we understand
that that money is not going to dry up in the next few
years and that we are covering a broad enough area
so that we are balanced, and that there are enough
funders in those areas to be able to go for that. I do
think it is easier now than it was a few years ago.
Chairman: That is encouraging. Thank you very
much for that. If you get any more thoughts on any
of the questions that have been asked or indeed
anything that we did not ask that you think maybe we
should have done in relation to intergovernmental
organisations, please contact the Clerk. You will get
the transcript of evidence, as [ have said, and you can
correct any factual errors or make anything clearer if
you wish to do so. Thank you very much indeed for
coming today and giving us your time.
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Memorandum by the Health Protection Agency

1. A recent report on Communicable Diseases by the UK Department of Health stated that “post-war optimism that
their conquest was near has proved dramatically unfounded”. What is your assessment of the overall position? More
specifically, is it simply that not enough progress is being made n reducing the spread of such diseases? Or is the global
situation actually deteriorating? Would it be an exaggeration to talk of a crisis?

1.1 Tt is clear that they have not been “conquered”. The introduction of effective vaccines, antimicrobial
therapy and improved sanitation over 100 years has had a significant beneficial effect; while increasing levels
of international trade and travel, emergence of new infections (particularly zoonotic infections), emergence of
antimicrobial resistance, changes in societal behaviour (eg sexual behaviour, uptake of vaccination,
urbanisation and the extension of human settlements into new ecological settings), geopolitical factors, and
war/strife with mass population movement, have increased the risks of transmission and the impact of these
diseases. Some risks have never gone away, eg the risk of pandemic influenza. The emergence of antimicrobial
resistance, and the potential lack of new antimicrobials, is probably the greatest single “natural” threat, along
with the emergence of new infections and the threat of deliberate release.

2. What reliable data exist regarding the numbers of people infected globally with the four diseases' on which the
Commuittee is focusing particular attention? What trends are discernible in both the numbers infected and the patterns
of infection? And what are the main underlying causes of infection and of any changes in its incidence and pattern?

2.1 WHO malaria figures are approximately 500 million cases, with at least one million deaths (approx 90% of
them in sub-Saharan Africa), per annum. There are around 1,750 imported malaria cases in the UK each year.

2.2 The WHO declared TB a global emergency in 1991. The most recent assessment suggests that the epidemic
may be on the threshold of decline. Tuberculosis remains a major cause of death with over 1.6 million deaths
in 2005. The number of new cases is still rising with about 8.8 million new cases estimated to occur annually.
This increase has been attributed to the HIV pandemic, failures in TB control programmes, emergence of drug
resistant strains, poverty, conflicts and in certain countries the dismantling of TB control infrastructure due
to the perception that it is a disease of the past. There are also significant funding short-falls globally, and
recent reports of the emergence of multi-drug resistant TB.

2.3 Estimates of the total number of people that have been infected with avian influenza HSN1 in humans are
made available by WHO. From 2003-07, 349 cases were reported with 216 deaths. Although the possibility of
person to person spread has been reported in a few incidents, the virus currently appears to be very inefficient in
transmission to and between humans.

2.4 The 2007 UNAIDS/WHO AIDS Epidemic Update estimated that in the previous year 2.5 million became
newly infected and 2.1 million had died, and that there were 33 million people living with HIV. It is also
thought that the rate of increase in the overall numbers living with HIV may be slowing as the numbers of new
infections has fallen, from an estimated peak of three million annual infections in the late 1990s. In the UK
estimated numbers living with HIV is now 73,000, with up to a third remaining undiagnosed. Much of the

I HIV/AIDS, Tuberculosis, Malaria and Avian Influenza.
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recent rise in HIV in the UK is due to continuing migration of HIV-infected persons from sub-Saharan Africa.
Sexual behaviour together with the increasing complexity of sexual networks in a globalised society continues
to drive HIV transmission.

3. What intergovernmental surveillance systems exist to give early warning of outbreaks of infectious diseases? Are these
systems adequate? And what improvements might be made?

3.1 At a global level, formalised international surveillance systems to give early warning of outbreaks of
infectious disease are largely managed or coordinated by the WHO (for some parts of the World the WHO
also provides the main focus for regional surveillance). Within Europe, the recently established European
Centre for Disease Control and Prevention (ECDC) is increasingly taking the lead in the operation and
coordination of surveillance that extends across national borders. The growing importance of zoonoses as
emerging infections, and the importance of internationally distributed foodstuffs as vehicles of infection, mean
that international surveillance of animal infections, coordinated by the OIE?, and rapid international
reporting of significant food contamination, through the WHO Infosan?® network and the EU’s RASFF*
system, also have an important role in the early warning of outbreaks of infectious disease.

3.2 The implementation of the 2005 International Health Regulations has formalised and enhanced the level
of exchange of early warning information between countries. The shift of coordination of EU surveillance
networks to ECDC has yet to demonstrate any added value, and for some diseases there is concern that the
capacity for effective assessment and response to potential threats has been diminished.

3.3 Beyond these European and global non-governmental systems there are few formalised international
surveillance systems. EuroMed partners (non-EU countries surrounding the Mediterranean) should be
encouraged to actively support and strengthen their participation in existing ongoing activities, such as EU
networks (eg Communicable diseases surveillance) and regional projects (eg Episouth, Shipsan, Public Health
Border Management) and consider sustainable long term cooperation for the Region. There is one system
within the EU, RASBICHAT, that provides an early alerting capability between member states. There is a
similar system with the GHSI (Global Health Security Initiative) of G7.

4. Griven the continuance of current or planned intergovernmental programmes to prevent or control the four diseases,
what predictions can be made of their likely spread and pattern over the next 10 years?

4.1 For HIV there is a huge effort by UNAIDS and by government to provide treatment, but surveillance of
drug resistance is poor. An increasing proportion of HIV cases in the UK are migrants from high prevalence
countries who acquire HIV there. It is expected that an increasing proportion of such migrants will be infected
with resistant HIV. Increased survival will increase transmission risk.

4.2 Although no increase in TB case numbers was reported in the UK in the most recent year for which data
are available (2006), the underlying trend of the last two decades remains one of increase. Future trends will
depend on patterns of immigration and the success of the tuberculosis control programme outlines in the Chief
Medical Officer’s Action Plan.

4.3 No reliable prediction can be made about the occurrence of either avian or pandemic influenza in future
years. History suggests that a new pandemic strain of influenza virus is likely to emerge at some time and cause
widespread human illness. The extensive spread of the avian influenza H5N1 in wild birds and poultry (despite
control measures), and its ability to cause severe disease in humans, has raised concerns about the emergence
of a new pandemic strain derived from the current HSN1 virus.

4.4 The global malaria situation will remain very serious for at least the next 10 years. Eradication is extremely
unlikely at present. The extent to which malaria is controlled will depend on the success of current programmes
to roll out insecticide-treated bed nets and artemisinin combination therapy, supported by parasite-based
diagnosis.

2 OIE—Word Organisation for Animal Health

3 'WHO specified the International Food Safety Authorities Network (INFOSAN) in 2004
4 The Rapid Alert System for Food and Feed (RASFF) is a system which has been in place since 1979
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5. What do you consider to be the principal blockages to achieving progress in the prevention or control of the four
diseases? And how wmight these blockages be removed by more, or better-targeted or better-coordinated
intergovernmental action?

5.1 Sharing experience, knowledge and expertise is a key component in global efforts to prevent and control
the four diseases. The UK has considerable technical expertise in a range of scientific aspects of disease control
and prevention, and the potential to contribute substantially to this. TB is used here to illustrate the issues
posed.

5.2 Trends are determined by factors outside the UK and control measures must include interventions applied
globally. This might be helped by better coordination of UK funded TB work carried out in the UK and
overseas. Consideration should be given to the funding of an international group/section whose remit is
primarily to work overseas in countries with a high incidence of TB, and/or drug resistant TB with the aim of
supporting their national TB control efforts i.e assist in solving the problem at source. Such a group exists
within the USA Centers for Disease Control (CDC). The USA supported the Mexico TB programme through
the CDC, and was cost effective. This approach would work best with direct co-operation between DH and
DFID and agencies such as the HPA.

5.3 Emergence of drug resistant strains including those resistant to virtually all effective anti tuberculosis
drugs is a serious problem. More rapid identification of drug resistance is now possible for many drugs but
further research is needed to develop better diagnostic systems for many second line drugs and for new agents.
Better co-ordination to plan and implement phase 1, 2 and 3 clinical trials of new drugs is needed across the
EU and in countries where the need is greatest but which have the poorest resources. Improved joint co-
ordination and implementation between DH and DFID and UK agencies could assist in this regard as current
activity is largely left to USA organisations. Despite considerable funding to the WHO the UK has relatively
little influence on the direction of WHO activity compared to other countries who frequently contribute less
but take an active role in influencing global policy.

5.4 Lack of a new drug (since the 1970s) or a vaccine (since BCG, which is not particularly effective). A
number of new candidate drugs and vaccines are currently being developed. Further funding of this work will
help in which UK expertise and funding is joined to current international activity funded through the Gates
or Global Fund or Wellcome Trust.

5.5 Poor markers of cure in drug resistant TB patients eg, although guidelines exist, in practice it is a long and
uncertain process to determine when such a patient is truly non-infectious and cured.

6. What role does your organisation play in combating the four diseases? Do you believe that it is correctly configured
and adequately resourced to do the job? With which other organisations do you collaborate? How would you assess the
degree of synergy?

6.1 The HPA’s role in combating communicable disease in general includes: infectious disease surveillance;
providing specialist and reference microbiology and microbial epidemiology services; co-ordinating the
investigation and response to outbreaks and other communicable disease threats and incidents; providing
evidence-based expert advice and guidance to government, health professionals and others with a
responsibility for the control and prevention of infectious disease, and to the public, undertaking research,
teaching and training; and providing the national focal point and competent body functions for the UK in
meeting international obligations and coordinating international collaborations in communicable disease
control and prevention. The continuing emergence of new or re-emergent infectious disease and growing
expectations on the protection of health at the individual and population level are putting significant strains
on the Agency.

6.2 Key partners in the work of the Agency in combating infectious diseases are the NHS, Local Authorities,
Department of Health, the Food Standards Agency, DEFRA and the VLA, and international bodies such as
the WHO, the EU and ECDC. The degree of synergy varies.

6.3 Funding to enable the HPA to engage more in international work to track infections that threaten our
population is needed. This issue was addressed by a previous Lords Committee (The House of Lords Science
and Technology Committee, 4th Report of 2005-06 session on Pandemic Influenza published 16 December
2005. http://www.parliament.uk/hlscience/ ). To quote: The Government should also make every effort to
ensure that the efforts of United Kingdom departments and agencies in both animal and human health are
fully co-ordinated. We therefore recommend that the Government review the current rules governing funding
of HPA activities overseas.
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7. What are the main non-health causes (eg global warming, poverty, changes in land use, international travel,
lifestyle, population) of the spread of the four diseases? To what extent can intergovernmental action in non-health fields
contribute to alleviation of their spread? What action is taking place or planned in these areas? And what more needs
to be done? Do you consider that there is sufficient “Joined-up” thinking in approaching the problem?

7.1 Poverty, international migration, conflict leading to dispersal and displacement of populations, increased
ease and rapidity of travel and behavioural changes (see also 1.1) all contribute to spread. Alleviation of
poverty attacks the route cause of TB and malaria. Successful TB control can be achieved through TB
programmes such as those operated in some parts of Africa and Asia, but co-infection with HIV compromises
these efforts. Better integration of TB and HIV control measures will assist in the control of both diseases.
Laboratory support for diagnosis is identified currently as a major weakness, and increasing funding to the
sustainable development of new laboratory facilities globally is important.

7.2 For AIDS in particular there is a need to further address social drivers, notably the low status of women,
homophobia, stigma and inequalities.

7.3 Avian influenza is primarily a zoonosis spread by birds. The two main routes of spread are migration and
commercial poultry operations; smuggling of wild birds also presents a potential route. Improved surveillance
and the sharing of these data amongst countries would enable better preparedness and response. Improving
compliance with regulations relating to animal husbandry to identify diseases early and the registration and
accurate transit documentation of farm animals would enable potential sources and routes of infection to be
identified.

8. Cases of Tuberculosis fell progressively in the UK until the mid-1980s but started to rise again in the early 1990s.
Around 6,500 cases are now reported each year, an increase of about a quarter since the early 1990s. What are the
main factors of the revival of Tuberculosis infections in Britain? And how could intergovernmental action help to reverse
the trend?

8.1 The annual number of TB cases reported in the UK now exceeds 8,000 (8497 in 2006). The main factors
responsible for its re-emergence TB are immigration from high incidence countries and the rise in HIV
infection. Other factors include ongoing outbreaks in population sub-groups such as the homeless, injecting
drug users and prisoners. Although travel to high incidence areas, poverty, poor housing and health
infrastructure on UK trends is likely to be small, enlargement of the EU encompassing countries with a high
TB incidence or high rates of drug resistance poses new risks. A greater integration of social and health services
to create a “one-stop approach” in which residency, accommodation and health issues can be addressed
simultaneously is needed.

9. Tuberculosis is potentially curable by long-term antimicrobial therapies. Yet the numbers of reported cases
worldwide seem to be rising. Are the necessary medicines not getting through to patients? What are the barriers to
effective long-term therapy? Are we now seeing infections which stem from other conditions—eg HIV|AIDS? Or are
there other reasons why a treatable disease should be spreading? How might intergovernmental action help to deal with
this situation?

9.1 The global rise in cases of tuberculosis is primarily related to the HIV pandemic, especially in sub Saharan
Africa. Other factors such as poverty, lack of or breakdown in health care services/infrastructure, conflicts and
migration have played an important role. The most recent global assessment of the WHQO’s Directly Observed
Therapy—Short Course (DOTS) strategy for tuberculosis suggests progress is being made worldwide.
Diagnostic and treatment facilities are, however, lacking in many parts of the world. This is especially the case
for drug resistant forms of tuberculosis. A short fall of $1.1 billion in funding was estimated for 2007. Global
diagnosis of TB remains seriously short of international targets; such delays permit a greater spread of
infection and in the case of drug resistant TB leads to a higher mortality particularly in individuals co-infected
with HIV. Improvements in laboratory diagnosis and treatment facilities are required.

10. To what extent do you believe that the 2004 Stockholm Convention limiting the use of DD T against Malaria-
carrying mosquitoes has been a factor of increases in the spread of the disease? Has any risk analysis been carried out
comparing the relative dangers to human health posed by DDT and Malaria?

10.1 In the pre-amble to the Stockholm Convention on Persistent Organic Pollutants, there is mention of the
desirability of replacing DDT house spraying against malaria mosquitoes by equally effective and affordable
alternatives, if and when these become available. However, there is a detailed amendment in the Convention
which specifically authorises continued indoor use of DDT against disease vectors using WHO approved
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methods. The amendment accepts that outdoor use of DDT against agricultural pests should be banned
because of the evidence that DDT harms wildlife. There is evidence that lack of use of DDT contributes to
increases in infection.

10.2 After 50 years of successful use of DDT in South Africa from 1945 to 1995 they switched to pyrethroid
spraying. Within four years, one of the two important malaria transmitting species in southern Africa,
Anopheles funestus, evolved resistance to pyrethroids, and incidence of malaria cases increased four-fold.
Switching back to DDT spraying in 2001, and adopting Artemisinin Combination Therapy as first line anti-
malaria drug in 2002 led to a 91% decline by 2004 (Maharaj et al, 2005, S.Af Med J 95: 871-4). With South
African assistance parts of Zambia and Mozambique have successfully taken up indoor spraying with DDT.

10.3 There have been numerous published reviews of the evidence about possible adverse effects of DDT on
human health. Most show no convincing evidence of such adverse effects. A long term detailed study in
Guyana showed the beneficial effect of DDT on maternal and infant survival and on live birth rate over three
decades (Giglioli 1972 Bull WHO 46: 181-202). The implications are that the beneficial effect of DDT used to
eradicate malaria far outweighs any adverse effects.

11. What intergovernmental action is planned or in hand for early detection of the transmission of Avian Flu from birds
to humans and of human-to-human transmission in potential source countries? Is this proving sufficiently effective to
prevent an Influenza pandemic? What more could be done?

11.1 WHO is the principal coordinator of global intergovernmental action in relation to the human aspects
of avian influenza; the OIE coordinates the animal aspects of avian influenza. WHO, in addition to
coordinating action with OIE, has taken action in three areas; surveillance, investigation and management of
incidents and international control measures. The WHO Global Influenza Surveillance Network, comprising
four collaborating centres and 121 institutions in 93 countries, established to collect data on circulating strains
of influenza to inform the composition of influenza vaccine each year, now serves as a global alert mechanism
for the emergence of influenza viruses with pandemic potential eg, the current avian influenza H5N1.

11.2 International investigation and support to avian influenza incidents affecting humans is channelled
through the WHO Global Outbreak Alert and Response Network (GOARN) established in 2002.

11.3 The 2005 revision of the International Health Regulations (IHRs) includes specific provisions for
reporting and response to public health threats, including avian influenza. In June 2007, the HPA became the
National IHR Focal Point for alerting the WHO of UK incidents of international significance. In addition to
WHO, the ECDC, is increasingly becoming a focus for the coordination of action on avian influenza in
Europe. The Global Health Security Action Group (GHSAG) of the G8 countries, of which the UK is a
member, is also committed to coordinating intergovernmental action on pandemic and avian influenza in the
G8 countries and is currently identifying research gaps with a view to developing a combined and coordinated
research effort in this area.

11.4 Strengthening and supporting the analytical and epidemiological capability of the HPA contribution to
WHO and ECDC could improve further the exchange of information and contribution that the UK can make
to effective intergovernmental working.

12. To what extent do you consider that the rise in infections in the four diseases is attributable to increased microbial
resistance to antibiotics? What intergovernmental action is taking place in this area?

12.1 Between 5 and 10% of cases of tuberculosis worldwide are caused by drug resistant strains. Increases in
the numbers of drug resistant cases are being seen, including increases in multi-drug resistant cases. The
current global cost of treating cases with resistant strains exceeds that for all the remaining cases combined.
Poorer countries with a significant case load have insufficient resources to effectively provide care for these
patients. Such patients have a high mortality particularly if co-infected with HIV.

12.2 Plasmodium falciparum, which now accounts for over 75% of the malaria cases seen in the UK is the
most pathogenic species of malaria parasite and, if untreated, can give rise to potentially fatal cerebral malaria
and other severe and complicated forms of malaria. It has become resistant to chloroquine (CQ) in all but a
few malarial areas. Resistance to antifolate drugs has been reported in Africa, and to those and many other
drugs in SE Asia, including worrying early reports of possible emerging resistance to the new artemisinin based
drugs. Resistance to CQ is also now reported in Plasmodium vivax.



66 DISEASES KNOW NO FRONTIERS: EVIDENCE

12.3 Intergovernmental action against malaria (including drug-resistance) includes the WHO Global Malaria
Programme (previously “Roll Back Malaria”), the Global fund to Fight AIDS TB and Malaria (set up by G8
in 2001) and the Medicines for Malaria Venture (MM V) which receives funding from a variety of international
sources, including Dfid.

13. In a number of countries, including the UK, there is a problem with hospital-acquired infections. What
intergovernmental sharing of knowledge is taking place to help bring this problem under control?

13.1 Thereis alack of a co-ordinated information sharing system directly between governments on healthcare
associated infections. This will become increasingly important as healthcare provision within the EU becomes
a common market. There are a number of significant barriers such as which infections are counted (including
the definitions used for infection types and the different ways in which rates of infection are calculated), and
the differing levels of mandatory reporting between countries. The differences between healthcare systems (eg
state, insurance based, private) also complicate matters.

13.2 Most European counties submit data to the EARSS (the European Antimicrobial Resistance
Surveillance System); this provides useful comparative data between countries on the extent of antibiotic
resistance in bacterial pathogens associated with healthcare associated infections. This information is distinct
from the rates of different types of healthcare associated infections.

14. Are there any difficulties with regard to patents or intellectual property which are impeding the flow of medicines
or other control methods to those infected? Is intergovernmental action needed to improve the situation?

14.1 Intellectual property and effective patents are an essential mechanism in providing an incentive for
companies to invest in new anti-infective drugs and vaccines, and indeed there is some evidence that the current
period of patent protection may not be sufficiently long to make drug development attractive to investors.
Certain pressure groups and governments of lower income countries have taken the view that patents
inherently impede the flow of cost-effective medicines to those infected. This has proved particularly
controversial over the past decade in the case of HIV drugs, resulting in a series of compromises in which
pharmaceutical companies have drastically reduced prices in lower income countries. In the case of fast-
moving scientific areas such as pandemic influenza vaccines, patents covering “enabling” technologies could
hinder development if not effectively developed or licensed to others by the owner and, on rare occasions, this
might give rise to a case for compulsory licensing. This is an area that might usefully be kept under review by
an intergovernmental forum.

142 It would be inappropriate to tackle individual isolated problems by introducing general
intergovernmental measures that may well be counterproductive. There may be scope, however, for agreement
on “best practice” to underpin a responsible global approach to the development and use of intellectual
property. This might include, for example, discouraging attempts to patent the sequences of newly emerging
viruses or virus strains in a way that restricts the development of counter measures, or encouraging public
sector organisations to adopt patent licensing strategies that ensure competition and that favour developing
countries.

15. What interchange exists between States in regard to knowledge of and training in the diagnosis and treatment of
the four diseases or regarding preparations for dealing with outbreaks? What improvements might be made through
intergovernmental action?

15.1 Intergovernmental knowledge and training is largely facilitated by the WHO. Furthermore, within
Europe, the ECDC co-ordinates activities which support the exchange of knowledge between member states.
For TB, informal networks such as the International Union against Tuberculosis and Lung Disease and its
European branch and the European Respiratory Society all contribute to the exchange of knowledge and
training.

16. The International Health Regulations 2005 are intended to provide a global framework for the rapid identification
and containment of public health emergencies. How effective do you consider this response system to be? Do improvements
need to be made?

16.1 The new reporting arrangements under the 2005 IHR have been in operation since June 2007. The system
appears to provide a more sensitive and focussed mechanism for alerting WHO and member states to potential
threats than previous systems operated by the WHO. There is, however, room for improvement, both in the
speed with which WHO undertakes its risk assessment of reported incidents, and in the mechanisms used for
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alerting countries to potential public health events of international concern (PHEICs). Improvements are also
needed on harmonisation of quality of risk assessment to inform whether IHR reporting is warranted, and if
warranted, to better inform recipients of the alert.

17. What intergovernmental planning has been undertaken to cope with the impact of an outbreak of infectious disease
caused by deliberate release of micro-organisms into the environment? Is there adequate liaison between the various
agencies mvolved, including intelligence, law enforcement and health care professionals? How could action by
intergovernmental bodies help further?

17.1 The intergovernmental planning to reduce the impact of an outbreak of infectious disease caused by the
deliberate release of microoganisms into the environment has taken place through initiatives led by the Health
Security Committee of the European Commission (ECDC is a member), and through initiatives led by the
GHSI of G7 (of which WHO is a member).

17.2 There has been adequate and indeed very good liaison between the agencies involved including
intelligence, law enforcement and the Health Protection Agency in the UK. Intergovernmental actions include
the UK hosting a forensic epidemiology workshop for G8 member states and the design of a training course
for the EU. The WHO has also been active in this field and published a response manual. The UK has an
excellent record in using exercise scenarios to test and improve plans. The EU has commissioned the UK to
provide exercises. Future action by intergovernmental bodies should build on this UK experience by utilising
the exercises in many more countries.

17.3 The threat of smallpox has been reduced by the actions of WHO and intergovernmental initiatives in the
Global Health Security Initiative (GHSI) of G7 through measures to improve recognition and response and
stockpiling of vaccine.

18. Though our remit is focused specifically on known infectious diseases, we would be interested to know how you view
the global threat from new or previously unrecognised ones and from the transmission of infections from animals to
humans

18.1 All of the issues raised under Q1 are also factors here (see also New and Emerging Infections—the Threat
to Europe. Borriello, P Eurohealth 11:7-8). Roughly one new disease emerges each year, nearly all from
contact with animals. Some of these have the capacity to form global epidemics (HIV), others cause locally
significant outbreaks of disease with human and economic consequences (Nipah).

19. What resources (subscriptions, staff, traiming, medicines etc) does the UK Govermment commit to
intergovernmental bodies to help in the fight against the four diseases listed?

No response.

20. Do you wish to provide any other relevant information in addition to what you have said in answer to the above?
No.
January 2008

Examination of Witnesses

Witnesses: PROFESSOR PETER BORRIELLO, Director of the HPA Centre for Infections, PROFESSOR MIKE

CATCHPOLE, Deputy Director (with special responsibility for public health), PROFESSOR FRANCIS

DRroBNIEWSKI, Director of the National Bacterium Reference Unit, and PROFESSOR PETER CHI0DINI, Head of
the Parasitology Reference Laboratory and Director of the HPA Malaria Reference Laboratory, examined.

Q137 Chairman: Welcome to the Intergovernmental
Organisations Select Committee. Thank you for your
time. You ought to know that this session will be
webcast. Also, you will see a transcript of the
evidence, so if there is anything you want to correct
of a factual nature you will have an opportunity to do
so. Although questions might come directly to
individuals, all of you should feel able to add

something if you think you have something
important to say. If after this hearing you think there
is something important that has been left out,
perhaps you could tell us about that and write to the
Clerk. That would be useful. When exactly were you
set up?

Professor Borriello: We were formed in 2003 and 1
think the Act was 2005.
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Q138 Chairman: You were born before your
conception!

Professor Borriello: Some people have a different
interpretation of that.

Q139 Chairman: From your evidence, you seem to
take the view that the middle two quarters of the last
century were very good on international health but
that now some of those gains are being offset. I think
you pick out globalisation, urbanisation and drug
resistance. Am I understanding you correctly in
saying that? And, secondly, what about the resistance
issue, the resistance particularly of animal to human
microbes? We want to have a clearer understanding
of that.

Professor Borriello: 1t is easy to forget that primarily
we are in a golden age of health protection. It is very
easy to look back and think things must have been
better because we now have new, emerging
infections. SARS obviously caused a lot of public and
governmental concern but we responded very well to
that. AIDS is still a major problem. It dominates
people’s view of risk. When most of the population’s
concern about infections risk is more about the
possible side effects of the vaccine than the disease
itself, I think that tells us something. When parents
no longer worry about polio or diphtheria and many
other diseases that used to just lay waste to our
population—smallpox is now eradicated—then I
think it is a little easy to think all the problems are
now and not in the past. I think we have overcome
many problems but there are increasing pressures
that increase the risk of the emerging new infections
spreading quickly as well as some existing infections,
which of course are not fully eradicated, re-emerging.
One is, of course, complacency on those that we no
longer consider dangerous and therefore people are
more willing not to have a vaccine or take other
protective mechanisms. The other issue is increased
globalisation, so it genuinely is the case that what you
ate for breakfast today might have been in another
country yesterday. There is also increased travel.
That mobility, that flexibility, increases the risk of
transmission of an infectious disease happening
much more quickly than it used to in the past.

Q140 Chairman: And drug resistance?

Professor Borriello: Drug resistance has always been
with us. Of course it would not emerge as readily and
become as apparent until you had drugs you were
using to kill the germs with, almost by definition.
Otherwise, nobody would be interested in looking.
There is increasing concern—I think rightly so—that
the spread of resistance between germs is now so fluid
and so capable, particularly multiply antibiotic
resistance capability, where increasingly we are
learning that those bits of the DNA that give

resistance can be transferred as a block with lots of
different resistance in it, not just one at a time, that it
is causing people concern. The ability to create new
classes of antimicrobials that work in an entirely
different way to regain the upper hand becomes
increasingly more difficult.

Q141 Chairman: Do you foresee a particular
problem on the HIV-TB one or not?

Professor Borriello: Of course, resistance is a problem
in both organisms and becoming an increasing
problem. One of the lessons we learned from
antibiotic resistance in bacteria was that you are
better off giving more than one antimicrobial at the
same time, because that minimises the risk of one
resistance appearing and then the other one. In crude
terms, you just bash it hard and big. That has been
quite successful for HIV so far but of course there is
resistance emergence.

Professor Catchpole: As 1 am sure Committee
members are aware, resistance to the HIV drugs that
we have has developed but the alarmingly rapid
progress in the early stages would seem to have been
slowed at least by the use of multiple therapies and it
may well be that, as pharmaceutical advances move
on, we can add to that multiplicity. It remains a
concern but I think prompt action when it was
recognised and the role of surveillance in recognition
are important. It has helped us to perhaps slow down
what we thought was looking like an alarmingly
rapid process in the early days.

Professor Drobniewski: For TB the situation is perhaps
more grim. Certainly we have seen a year-on-year
increase in the numbers of cases of multi-drug
resistant tuberculosis, globally which is a benchmark
for the most severe form of drug resistance in
tuberculosis, and there are relatively few new drugs
under development. There have been a number of
international initiatives to try and bring new drugs to
market and some of them are reasonably successful.
It is very safe to say that the numbers of drugs are
relatively small, particularly in terms of new classes
which were mentioned earlier on, so we are seeing
high rates of multi-drug resistance, particularly in
Eastern Europe for example, and also in parts of
China and parts of India.

Q142 Chairman: Although it has to have an
understanding of the diseases concerned, this
Committee’s  primary focus is on the
Intergovernmental Organisations and the way the
UK Government can work through them. Do you
think either the World Health Organisation or the
Intergovernmental Organisations could make any
changes in the way they are working at the moment
in order to deal with the problems that you have just
been talking about?
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Professor Borriello: There may be a need for more
interaction on accepting common approaches to
antimicrobial prescribing. One of the things that is
very different throughout the world is antimicrobial
prescribing as well as access to antimicrobials. A
number of countries have over-the-counter,
unrestricted sales and a number of countries do not.
The hard evidence as to the extent to which that
difference in access contributes to the resistance seen
in those countries is not as readily available but some
agreement and discussion based on evidence that
should be generated to better inform prescribing
practice could be useful at an intergovernmental level
because, just like germs now can travel easily on a
human host, so can their resistances.

Q143 Lord  Avebury:  Which  International
Organisation should be doing that work?

Professor Borriello: From my understanding of it, |
would suspect the WHO would have an immediate
mandate to at least raise the issue and try to convene
such meetings through its Regional Offices.
Professor Drobniewski: Certainly the WHO has taken
a significant initiative in addressing multi-drug-
resistant tuberculosis, speaking specifically on that.
For example, a global task force was called about a
year and a half ago and that created a blueprint for
further activities and action that were needed. This
was a mix of strategic implementation but also
technical implementation and technical requirements
that were felt essential to achieve the strategic goals.
For example, the ability to diagnose drug resistance
much earlier was considered to be something of great
importance. The WHO certainly has taken a lead
along with other organisations: for example, the
Foundation for Innovative and New Diagnostics,
which is based in Geneva and has a close relationship
with the WHO and in terms of new drug
developments, the Global Drug Alliance, based in
New York and, more broadly in terms of new TB
vaccines, the AERAS Foundation. Certainly there
has been a broad, strategic examination and
leadership from the WHO in that area.

Professor Chiodini: I wonder if I can add a little bit on
antimalarial drug resistance because this is the single
biggest factor in the severe malaria situation which
we face at the moment.

The Commuttee suspended from 4.25pm to 4.35pm for a
division in the House

Drug resistance is a major factor in the deteriorating
malaria situation. We lost Chloroquine in the Far East
in the 1970s, in Africa through the eighties, which was
associated with increased child mortality as treatments
were failing and now it is effectively useless in sub-
Saharan Africa. Similarly, sulfadoxine pyrimethamine
is essentially unhelpful in that area, so the WHO is

moving now to combination therapies. We have few
drugs coming through the pipeline and that creates a
big issue for us. There are some useful Public Private
Partnerships, and indeed Baroness Chalker from this
House chairs the Medicines for Malaria venture. I am
sure you will be speaking to her about it later in the
course of this. That is an example of an excellent
Public Private Partnership. It is fair to say that even
with that the need for new drugs to come through
when the current treatments fail, as all treatments
eventually do with malaria I am afraid, is an
imperative.

Q144 Chairman: They all fail eventually?

Professor Chiodini: The parasite that causes fatalities
from cerebral malaria or severe anaemia in children
is very adept at becoming drug resistant. Once it has
become resistant to one drug, its ability to become
resistant to others seems to be more rapid. For
example, in South East Asia after Chloroquine we
had multi-drug resistant malaria. All we were left
with at that time was Quinine. SP (Sulfadoxine plus
Pyrimethamine) and Chloroquine had essentially
gone. There are already reports of possible resistance
to the Artemisinins and those await confirmation,
but it is unfortunately a fact of malariology that
eventually drugs do fail and we have to be prepared
for that and have other drugs in the pipeline. It would
be a shame if what is currently an excellent treatment
giving dramatically good results were to lull us into a
false sense of security. We need a continuing pipeline
of drugs to back that up.

Q145 Chairman: If you think of any further ways in
which the WHO or the Intergovernmental
Organisations can address the concerns you have
raised, please let us know.

Professor Catchpole: Can I add a thought on the role
of the European Commission? I was at a meeting of
the European Centre for Disease Control, which I
know we are going to talk about, at their Advisory
Forum last week with the representative of the
European Commission, DG Sanco. It was mentioned
that antimicrobial resistance has been flagged up ata
meeting of the three countries that have the next three
Presidencies. They have all indicated a particular
interest in antimicrobial resistance as a public health
issue. That does present an interesting and exciting
opportunity because the Commission, of course, has
competences and responsibilities not only in the area
of health but also in terms of industry. That is what
we need to tackle. This problem is where health and
industry are working together.

Q146 Lord Howarth of Newport: Professor
Chiodini, whose responsibility is it? Where does
responsibility lie for commissioning the next
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generation of drugs, for ensuring that that research
and development occurs?

Professor Chiodini: It is a very good point because,
unlike, if one were looking at a Cholesterol-lowering
drug for example, the market for antimalarials is
overwhelmingly in the Tropics, where there is little
money to pay for the drugs. Thus, for a
pharmaceutical company looking at the product they
want to develop, an antimalarial would not be a big
money-spinner for it. There is some money to be
made from antimalarial prophylactic drugs but,
again, that market is not enormous compared, say, to
Cardiovascular drugs. Thus, I think this is one area
where intergovernmental cooperation combined
with the WHO should be involved in the kind of
public private partnership that I have mentioned, so
that funding can be put in to make it more attractive
for manufacturers to produce drugs. At the same
time, we already have good examples of the
pharmaceutical industry donating drugs, for example
for filariasis control. Thus, with some imaginative
funding up front to get the thing running, developed
and then put through the various clinical trials,
thereafter there is an element of pro bono that one
might hope for from industry in there. I do not think
they are ever going to make very big money out of
antimalarials, so there will always have to be some
incentive for that.

Q147 Lord Howarth of Newport: 1 think you are
saying to us that, with the present structure, that
decision is not going to be taken. It is not foreseeably
going to happen. Is that correct? If so, how do you
think structures should be reformed to ensure that a
new generation of antimalarial drugs is developed?
Professor Chiodini: 1 think the situation is now much
better. I did mention the Medicines for Malaria
venture, which is hoping to get a new antimalarial out
by 2010. It is with that kind of model that I think the
compounds can come through. There are many basic
scientists looking at antimalarial chemotherapy and
plenty of promising new compounds, and the
mechanisms through public-private partnerships do
exist. I think they could do with more support.
Everybody makes a plea for funding but until very
recently malaria has always been very much a poor
relation and yet more needs to be put into that.

Q148 Chairman: Professor Catchpole, you led us on
rather neatly to the European Centre for Disease
Prevention and Control. I note you are a member of
it and I note also that the evidence from the HPA is
quite critical of this organisation. I know it is fairly
new but I would be grateful if you could spell out
what that criticism is. What is the link between the
ECDC and the WHO. Is it good? Is it bad or is it just
not functioning? Is it not built up yet? It is hard to get

a picture from what you are saying as to how this is
working or whether it just needs time.

Professor Catchpole: Just to provide a little context to
our response, which I think very much focused on the
“areas for improvement” question that was put to us,
the important thing is that the response is
paraphrased in the “likely areas of questioning”
paper: “. . . ECDC has yet to demonstrate any added
value . . .”. The point we were making is that in one of
the areas of ECDC’s activities, which is surveillance,
there have been some issues. I will come back to those
but I think it is important to make the point that
ECDC has delivered added value in some of its other
areas of work. For example, in the provision of
scientific advice, it did a very good job of
summarising the evidence for the effectiveness of the
many different interventions that we might need to
look to to deal with pandemic influenza. It has done
a lot of work in developing training to improve the
capacity of some of the newer Member States in their
epidemiological response capacity. It has also done a
lot in terms of improving some of the communication
processes we have by managing information systems.
But in the area of surveillance ECDC was not created
in a vacuum. For the last two decades there have been
a number of FEuropean-wide surveillance
collaborations largely funded by the European
Commission for diseases such as Legionnaire’s
Disease and Salmonella. Those have provided a lot of
added European value over the years. With the
creation of ECDC, the strategy is to move the
coordination function for those surveillance
initiatives from the host institutes which are based
around Europe—some of them were hosted by the
Health Protection Agency—to Stockholm. In a way,
it is a tall order to ask ECDC to provide additional
added value for networks that were already there.
ECDC’s main challenge is to improve the standard of
all those surveillance networks. What they have yet
to do is bring up all surveillance networks to the same
standard.

Q149 Chairman: Y our criticism is that this is work in
process but they have not demonstrated they have
done it yet. Is that right? Or are you saying that they
have not quite got their act together and thought
about it?

Professor Catchpole: They have clearly thought about
it. They have not yet got the systems and structures in
place. I think it has taken them longer than probably
they had anticipated to put some of those systems
and structures in place. You quite rightly picked up
on a comment about degrading assessment and
response. There have been a couple of examples in the
early days of their establishment where we felt that
we had to push them on the response to, say,
salmonella outbreaks, but I think things are moving
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on. Just to put it in context, given the word limits we
had, we focused on the areas for improvement. In
terms of the interaction with the WHO, that is an
interesting question. I have been involved in a couple
of joint exercises which involve both the World
Health Organisation European Office particularly
and ECDC, looking at how they would respond to an
emergency, such as a Viral Haemorrhagic Fever case
coming back on an airliner with people from all over
Europe. They are running exercises together which
are helping flush out both the synergies and tensions
between the organisations, and there have been
tensions. They are putting in place shared
surveillance activities, on, for example, TB with HIV.
There will be a single managed surveillance system, as
there has been, but that will be hosted in ECDC,
collaboratively run with the World Health
Organisation European office. There are clear
examples of how they are working together.

Q150 Chairman: Is that working at the international
level of the WHO or the European level?

Professor Catchpole: That is working at the European
level but ECDC, I believe, also has contributed to
discussions at the global level. For example, there has
been a recent need to review some of the procedures
and protocols around dealing with multi-resistant TB
passengers on airlines. An area which is clearly an
area of unresolved tension, for want of a better
phrase, between the World Health Organisation and
ECDC is the area of the new International Health
Regulations and the reporting requirements that
those place on all signatories, which include
ourselves, to report public health emergencies of
international concern to the World Health
Organisation. At the moment, interestingly, ECDC
does not have access to the World Health
Organisation’s information website where it displays
all reports because ECDC have to be a national
Member State. They are not a recognised, legal,
international entity or something like that. It may be
that with the passing of a European declaration
ECDC may then take on that mantle which will allow
them to have access. There is a line in the
International Health Regulations which was
expressly put there so that the European Commission
and the European Union could potentially be a fully
signed up member of the international regulations.
That is the one important area where I see that there
is still some tension about whose role within Europe
it is—whether it is the WHO European Office’s or the
ECDC’s role to deal with this.

Q151 Lord Geddes: Professor Catchpole, an
extremely direct question: on balance and from a
global perspective, would we be better off without
the ECDC?

Professor Catchpole: No.

Q152 Lord Geddes: What is it contributing?
Professor Catchpole: Do you want me to answer that
purely from a UK perspective? What it is
contributing for us is that it facilitates considerably
our ability to communicate with colleagues around
Europe, particularly the newer Member States and
the Baltic states, where for example we not too long
ago had a case of an individual from this country who
unfortunately died of an infectious disease in one of
the Baltic states. We needed to undertake a risk
assessment where they acquired their infection, in
this country or in the Baltic state, and who would
need to be offered appropriate prophylaxis and
treatment. ECDC greatly facilitated making sure that
we could communicate with them, putting us in
contact with the right people. If we had an issue
about not getting a response, they pushed on that.
From a UK perspective, that is one small example.
There are others. More broadly from a European
Union perspective, if you put that question to
someone from one of the smaller states in Europe
they would say they absolutely feel that the get huge
value from knowing that ECDC is there. We are
fortunate in this country. We have a tremendous
resource of experts and expertise that can provide us
with information and advice on how to deal with
SARS or other emerging problems. They do not have
that expertise and depth in other parts of Europe.

Q153 Chairman: Including the Euro Office of the
WHO? Lord Geddes, in a sense, is right. Why two?
Why ECDC and the WHO Euro?

Professor Catchpole: 1f you compare ECDC to the
WHO’s European office, ECDC has more resources
in some areas, particularly in terms of its ability to
provide resources on infectious disease issues, than
are available in the WHO European office. It
provides additional capacity and competence and it
provides additional capacity and confidence in areas
where it is needed.

Q154 Lord Avebury: 1 have a question about
RASBICHAT, which is mentioned as providing an
early alerting capability between Member States of
the European Union. Does that belong to ECDC? Or
is it entirely separate from it?

Professor Catchpole: 1t belongs to the Commission.
Even the system that is operated by ECDC for
communication on purely infectious disease issues,
although it is technically managed by ECDC, is
owned by the Commission. It is formally the system
for the Commission to communicate with Member
States and for Member States to communicate with
each other. All of these systems are owned by the
Commission.
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Q155 Lord Avebury: Similarly to Lord Geddes’s
question, I wonder why we need to have
RASBICHAT, when you say it is a similar system to
the Global Health Security Initiative. Surely there
ought to be one worldwide system for early alerting
of incidents which may lead to serious infectious
diseases spreading?

Professor Catchpole: We agree with that.

Q156 Lord Avebury: Y oudo not think there is a need
for these two organisations?

Professor Catchpole: 1 agree it is helpful to have a
common communication system but what then
follows on in terms of the risk assessment, the
provision of expert advice, the coordination of
response may not mean that it is just one
organisation.

Q157 Lord Avebury: Are you talking about IT
systems in these two acronyms here?
Professor Catchpole: Yes.

Q158 Lord Avebury: Do the IT systems have
common protocols?
Professor Catchpole: They do not at the moment.

Q159 Lord Avebury: How appalling.

Professor Catchpole: There has been a lot of discussion
about the system that the European Commission and
ECDC operate called EWRS, Early Warning and
Response System and about countries like ours being
able to use that to report to the WHO under the
International Health Regulations. The WHO have
said they are prepared to receive reports in that way
but all further communication under the
International Health Regulations requirements they
would not make through that system. They would
choose to communicate back to the Member States
through a different system.

Professor Borriello: 1 feel quite strongly that there is an
intergovernmental role in looking at all the different
early warning and response systems that exist and
also their interoperability. There are some cases
where there do need to be some separate systems and
more dedicated, different access because the
customer base may be different. For the ones on
security and bio-terrorist response, they would need a
particular group of users and reporting lines and also
each of the nation states would wish certain offices to
be alerted and not others, for example. There are also
the food ones. They have been set up. Even within
Europe there are food alerting systems which are not
the same. If you have a food-borne outbreak and
there is Salmonella in food affecting multiple
countries, as a focal point both the International
Health Regulations and the EWRS, which is the role
the HPA plays for the UK, do we go to EWRS and

then THR? Or do we go to both? Is there such a
circumstance when it would only be one and not the
other? Whose role is it to alert the food alerting
systems if it is a food-borne pathogen? One can see
why these systems arose. Although there is some
complication, it is important to remember that we are
in a much stronger position now than we were to the
extent that in the early days you needed some refining
to take the noise out of the system.

Chairman: 1 have picked up from elsewhere that there
is a concern about the international surveillance
system and some restructuring needed. If you want to
give some thought to that, as to what sort of
organisation would be required, we will be taking
evidence on that on a further date down the line. If
you have any views, I would like the Committee to
see them.

Q160 Lord Desai: 1f the only point of ECDC is that
the Euro section of the WHO does not have enough
resources, would it not be better to give resources to
the WHO and not have ECDC? That would save
duplication.

Professor Borriello: ECDC was established by the
European Union to which all nation states have an
input and a vote and they agreed to its establishment.
The debate as to whether or not those functions could
have been discharged by an existing body—I would
be surprised if that was not debated—I think is above
my level to respond to. They do discharge slightly
different functions.

Q161 Lord Desai: Do they interfere? Do they make
it more difficult to coordinate response?

Professor Borriello: The issue that we have already
alluded to is that there needs to be some clarity in
certain areas between the WHO Europe and ECDC.
They are in those discussions but the debate on the
extent to which another body that already existed
could have undertaken those functions must have
taken place elsewhere. It was not one that we were
engaged in.

Baroness Falkner of Margravine: I slightly disagree
with the premise of your question. In addition to the
political or institutional factors which you pointed to
in terms of how it was set up and why, would it not
also have a logic in its existence, ECDC, in the future
direction of travel, which is to have a more integrated
Europe-wide healthcare approach? As our systems
are becoming more integrated, as people are
travelling across the boundaries, there is a more
Europe-wide national health market being created
and that would seem to me to be the logical direction.

Q162 Chairman: 1 understand your point but we are
in danger of drifting into the European Community
here. Do you have a quick response to that? I am not
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saying it is irrelevant but there is a distinct dividing
line between what the House’s European Union
Committee does and what we are doing.

Professor Borriello: At the intergovernmental level, as
healthcare provision becomes more plural within
Europe, there does need to be a body that looks at
healthcare acquired infections for example, and their
associated risks at European level. ECDC as a body
could and probably should do that.

Q163 Baroness Eccles of Moulton: The core of my
question is the integration of animal and human
disease surveillance as a result of the increasing
emergence of new infections which are transmitted
from animal to human. But, before we get on to the
core of the question, I think it would be interesting
and useful to know why it is that this particular form
of transmission from animal to human is becoming of
increasing importance and is an emerging source of
infection and, very quickly, what the reasons are. We
probably do know them but I think it would be
helpful if we could just have that clarified.

Professor Borriello: Zoonose, transmissions from
animals to humans, are not new. TB was probably
one of the first that we can have some accurate
records on. In essence, we need to view ourselves as
part of the mammal population of the planet and
transmission is not one-way; we also infect animals.
In essence, we are part of a big, major, common
reservoir but for centuries our concentration on
identifying the pathogens and/or combating them
has concentrated on ourselves as a species and
ignored the rest of the mammal population and
others. New diseases emerging? The classic example
has to be HIV and probably that is an example of
things that have happened many times in the past
with other infections. The converse is also true. The
reason it happens probably more commonly now is
just that we now recognise them more but of course
there is increased exposure to wild animals by what
you might consider naive populations. Earlier in our
existence there was not a lot of contact. For centuries
then there was none other than with domesticated
animals. Now there is increased contact either in zoos
or with exotic pets or by foreign travel, going to these
sorts of places to see wild animals. Then there is
pressure in Africa and other parts of the world, the
use of bush meat and encroachment. It is increasing
the risk. It is considered or thought that SARS
probably arose that way by association with bush
meat.

Q164 Baroness Eccles of Moulton: 1t comes much
more from animals in the wild than from domestic
animals?

Professor Borriello: CJD would be a classic example
where that was not true but, by and large, that is
probably the case because we have been with
domestic animals and husbandry for so long that
what is there we have already been exposed to and
what is new would be picked up very quickly if it
affected animals because of the economic impact on
livestock.

Q165 Baroness Eccles of Moulton: If we come to the
surveillance point, it says that the two bodies that are
mainly responsible for animal and human
surveillance are not very integrated. They tend to
operate separately. Would you support that?
Professor Borriello: No. 1 will qualify the no. The
animal side and the human side for known zoonose
work very closely together. Of course they could
work closer still but within this country at least they
work very, very closely together. I can give you many
examples in writing later if you wish. The one area
where that interaction is not sufficiently strong is on
what you would call fully integrated surveillance
where we can match patterns of human disease and
newly emerging syndromes in humans to newly
emerging syndromes or diseases in animals and to
have the two bits of intelligence in some way brought
together, analysed and undertaken at that level.
Analysis does take place but it is at the sharing of
intelligence around a table level, not at the IT
supportive level and that is the next step where we
would like to see some improvement. Of course the
problem with zoonose in general is that it always falls
between two areas of responsibility and it always
begs the question who is meant to fund which bit. It
is not quite so easy. If it is health, whatever answer we
get, we know where to go. If it is animals, whatever
answer they get, they know where to go. If it is
zoonose, it is so easy to end up being batted
backwards and forwards.

Q166 Baroness Eccles of Moulton: Even without
that, surely the fact that the emerging infections on
the animal side of the equation are in the wild must
make it incredibly difficult to track down and get
hold of?

Professor Borriello: Absolutely, which is again a
totally different thing. By and large, on the veterinary
side, it is for the analysis of current livestock.

Q167 Baroness Eccles of Moulton: Very little of it is
generated on the domestic scene. It comes out of
the wild?

Professor Borriello: Absolutely.

Professor Chiodini: Certainly from my point of view, |
deal almost exclusively with parasites and here I am
talking about parasites other than malaria, which is
not a zoonosis. In many cases the synergy between
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the veterinary specialist and the medics is crucial to
control. For example, hydatid disease requires good
animal husbandry, de-worming of farm dogs etc.
Trichinosis is another good example. Parasites over
millennia have taken advantage of the proximity of
humans and their domestic animals to infect us. As
parasitologists, we rely greatly on liaising with our
veterinary colleagues in order to work out control
programmes and so on.

Q168 Baroness Eccles of Moulton: 1t is fascinating,
and obviously we could go on talking about sources
and all that. But perhaps we should get back to what
we are here about, which is what you can see as a way
forward in getting closer integration between the
animal side and the human side.

Professor Borriello: A number of committees are
already now in existence which have full
representation of the animal, the human and the food
side. The National Expert Panel for Newly Emerging
Infections has that plus the Devolved
Administrations, so it is fully intergovernmental
within the UK. Across the board, though, it is not
quite so true in a number of countries abroad where
the health, the vets and the food have no linkage
whatsoever.

Q169 Chairman: That is a major part of the
problem, is it not, in some developing countries?
Professor Borriello: 1t is, and in some developed
countries they have evolved separately. To be blunt,
if you went back 20 years in the UK outside
parasitology—Salmonella etc.—there was not that
much interaction. The Memorandum of
Understanding between what was then the PHLS
and the VLA, the Veterinary Laboratories Agency, is
only about 12 years old. Even for us it was a recent
awareness, and structures were put in place to
improve that. In many other European countries it
does not exist at all.

Q170 Chairman: There is a lot of work to be done
there?
Professor Borriello: There is.

Q171 Lord Geddes: What vehicle could be used to
achieve that objective?

Professor Borriello: The OIE.

Professor Catchpole: Tt is the animal equivalent of
the WHO.

Professor Borriello: Possibly it is to look at the existing
international, intergovernmental bodies and to get
them to agree to the creation of fora. In the UK the
Chief Veterinary Officer and the Chief Medical
Officer meet. I cannot say that was a consequence
of BSE.

Q172 Chairman: This might be the question about a
new structure for the international surveillance issue.
That is what I was asking you to look at and come
back to us on, if you could.

Professor Borriello: Yes. Within that we may need to
bring in plants as part of that whole environment of
disease, infection and transmission.

Q173 Chairman: We want to ask you about bio-
terrorism. Can I ask if any of you are constrained on
this issue by the Official Secrets Act?

Professor Borriello: 1 do have clearance but there are
no obvious constraints. I will not know if there are
any constraints until I hear the question.

Q174 Chairman: If you indicate to me, there is a
number of ways I can deal with it. The Clerk is
pointing out to me, quite rightly, that you must know
at the moment that we are in public session. If that
causes you a problem, perhaps you could indicate
to me.

Professor Borriello: 1 will do so.

Q175 Baroness Whitaker: 1 was interested in not
only bio-terrorism but also the International Health
Regulations. My neighbour, who was anxious to ask
the question originally, says that there was a lot of
fear in regard to the Iraqi war in Kuwait that there
would be biological attacks made. I am aware that
there is quite a powerful convention for chemical
weapons. Of course, it does not completely eradicate
capacity and the suspicion is that there are chemical
weapons around. But at least there is an international
norm about chemical warfare. As far as I know, there
is no international norm to deter biological warfare.
Do you think it would be useful to have one? And
would you recommend we take any further steps than
those we may be taking to combat the threat of
potential biological warfare?

Professor Borriello: My answer to the first part of the
question is quite simple, in that I was unaware that
there are not any existing criteria on limitations or
restrictions on biological weapons for warfare, but
that would be my ignorance, not anybody else’s. I
certainly know that there are committees in existence,
international and intergovernmental, that discuss
these issues as well as agree on removal of stockpiles
and agree on no use of certain agents.

Q176 Baroness Whitaker: International agreements?
Professor  Borriello: That is my understanding.
Certainly there is an expert in the HPA, among the
other experts you have access to, who could clarify
that directly, if you wish to put that question, directly
in writing.
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Q177 Baroness Whitaker: That would be helpful.
Professor Borriello: The second part of the question
was?

Q178 Baroness Whitaker: Was there anything else
that we ought to be doing in the absence of a
convention?

Professor Borriello: The use of infective agents as
weapons, we know, is not new and has happened
throughout warfare to varying degrees. The real
question is the extent to which natural agents could
be used, particularly if there were a fear, of course, of
smallpox because the population is now naive: could
somebody release smallpox? The same could be true
in the future, say, of polio. As the world eradicates
certain pathogens, the population becomes naive,
there are no vaccinations, therefore the release of
such an organism, if it is retained, could have quite
devastating effects. There is then the issue of the
extent to which people could engineer pathogens,
could create an animal pathogen to become a human
one. Increasingly, our knowledge and the science
take us to the position where that can be achieved.
That is a slightly different set of control regulations
and considerations, the creation of something
damaging, to make it more dangerous, more virulent,
putting in lots of antimicrobial resistance, putting in
masking agents and all sorts of things, but that is
quite a degree of sophistication. The fact that that
degree of sophistication existed within countries and
was developed at State level shows it is possible to do.
Could any of that still exist and be made available to
terrorists? Or could terrorists ever commission
somebody to make such organisms? I think it is on
those grounds that there is a fairly concerted global
intergovernmental response, saying “How can we
control this problem and how can we be better alerted
to spot it if it starts to happen?”

Q179 Chairman: There are some agreements on
biological weapons actually, but the key bit in a
sense, as Baroness Whitaker was highlighting, is that
some could be produced on a relatively small scale,
almost by individuals; some could be produced in a
way that would constrain their development
geographically, i.e. they could only spread so far;
others could be spread on a much wider basis. I
suppose the key question here is how much are the
Intergovernmental Organisations looking at that, in
your understanding?

Professor Borriello: They are looking very carefully,
and one of the surprising things that comes out of
most of the analysis is how difficult it is to deliver an
agent to cause a massive problem quickly. It is the
delivery end which is where most of the
sophistication is needed. To be blunt, growing
anthrax, even with the restriction of transfer of

anthrax organisms between countries—and there are
great restrictions—any microbiologist could go and
dig up some soil in country Z and stick it in some
broth and grow the thing. It is not that they do not
exist; they are all over the place. Growing it to a
sufficient level and then weaponising it is where the
limitations are. It is certainly true that the risk is high,
the desire to pursue such developments is high, and
the consequences could be high.

Q180 Baroness Whitaker: The desire to pursue such
developments on the part of terrorists?
Professor Borriello: Yes, absolutely.

Q181 Baroness Whitaker: Do you think we would be
correct if we devoted attention in our inquiry on how
to control this particular risk of infectious disease? Is
it a subject of real concern, would you say?
Professor Borriello: 1 think yes, for two reasons. The
key reason actually is a public health one more than
a security one, in that any improvement in detection,
alerting and responding that might be put in place
due to an interest in the threat of bioterrorist release
of a pathogen is very good and useful at improving
the structure for response to any natural infection.

Q182 Chairman: Can I just summarise that, because
it is a very important point? My understanding,
certainly the conclusion I have reached so far,
without committing myself, is that the natural spread
is a greater danger than the unnatural spread or the
spread by terrorists but the spread by the latter is a
very real danger that we should not under-estimate.
Is that a fair analysis of the situation?

Professor Borriello: That is absolutely right and,
again, one of the problems is that consequential to
any outbreak that has been induced artificially is the
associated fear, panic and concern. It is fearful
enough in response to a natural outbreak, but the
fear then of somebody purposely trying to infect
somebody else just adds another dimension to the
problems of control and dealing with the public
response to such an incident.

Q183 Baroness Whitaker: Are you aware of the
Intergovernmental Organisations having a good
hold on all this?

Professor Borriello: G8 are actively involved, in which
the UK has a very strong presence, of course, and G7.
There is also a European Commission global health
response based around bioterrorism. One of the
alerting systems that was referred to, in saying “Why
do we have that?” is put in place exactly because of
this issue, which is to analyse the intelligence, to look
at natural outbreaks to determine whether or not
they really are natural or were a failed bioterrorist
threat attempt.
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Chairman: Thank you very much. I want to move on
to International Health Regulations.

Q184 Baroness Whitaker: This is meant to help with
the surveillance problem, among others. People from
the Government have told us about weaknesses they
see, that there is no provision for enforcement and
that there were problems, for instance, in the case of
Indonesia’s refusal to share influenza viruses, and
you yourselves have said that there is room for
improvement. Would you like to tell us what more
could be done to improve the implementation of the
regulations? Why has this Declaration empowering
the ECDC to access WHO data not been made?
What is holding it up?

Professor Catchpole: A major role for us is in risk
assessment and surveillance and so on. I am going to
focus perhaps a bit more on that than on the response
side. Clearly, we very much welcome the new
regulations. They are a much more all-hazards, risk
assessment-based approach, which is much more
suited to the patterns that have emerged in recent
years—there have been new emerging infections—
assessing the risks, determining what a proportionate
response is. It is a clear step forward on what we had
before. The principle that lies behind those
international regulations is that rapid reporting,
before it is clear what the risk is, so that the WHO and
the reporting country can then rapidly undertake a
risk assessment, should allow us to be in a position to
try and control something at the source rather than
wait for it to be disseminated around the world. All
that is good, and clearly there is a lot of support for
that, both within the WHO and certainly within
Europe, in the Member States I have spoken to. We
flagged up that we felt that there was a bit more to be
done, particularly around the slickness with which
information is moved around and the speed with
which risks assessments are undertaken. I was
delighted to hear at a meeting in November/
December last year that in fact the World Health
Organisation are investing quite a lot of time and
effort into putting in place a new information system
that will actually address some of the issues that led
us to say that we felt there was some room for
improvement. However, that is largely around the
alerting process, the process for rapidly gathering
information, the risk assessment, which may then
lead to a response. I got the impression that in some
ways some of your questions were more about the
response side and touching on the Indonesian
question. I do not feel so well qualified to comment in
detail on that. I do not know whether other
colleagues do. I think that in terms of the surveillance
and alerting side, the risk assessment side, we very
much welcome what we have seen, which is that the
World Health Organisation has taken a little bit of

time to get up to speed with their own system but they
are clearly getting better at that and we are better off
now than we were a year ago.

Professor Borriello: 1 would like to see the evolution of
the IHRs to have a more rapid and broad-based risk
assessment. I would like to see more guidance at the
front end for people in terms of what is reported in
there. What is the definition of a public health event
of international concern? I have not seen the
definition of that so-called PHEIC. By definition,
that is what it is, by its terminology. It is something
that potentially could or already has started to affect
more than one country of the world within the WHO
that we at the moment would be reporting as we have
major Salmonella outbreaks, but WHO would do an
assessment to say “Maybe that is not that critical and
we won’t post it.” It means there is quite a lot of noise
in the system; that is inevitable until the system starts
to mature but I think one needs to actively manage
that, to have a rapid risk assessment so that the
bulletin comes out, you receive it, you read it, and
you think, “Ah, that’s what it means for me.” It is not
just a statement and you think, “So what? What does
that mean for me?” So the messaging could be
looked it.

Q185 Baroness Whitaker: This is lack of capacity
within WHO that you are referring to?

Professor Borriello: 1 think it is simply a learning
process but, like all learning processes, unless you
flag up issues to be learned early, it means they are
not learned till too late or downstream. One of the
areas where things could be improved and would
involve intergovernmental action, in my view—as
well as other bodies with international roles, NGOs
and others—is that the International Health
Regulations make it quite clear that to have
maximum effect you must be able to detect the thing
that needs to be alerted in the first place. If you
cannot detect it, you cannot alert about it. So you
have to be able to detect it, and you then have to have
systems in place so that detection results in a message
going to the right people for some analysis to be done
soitcan then go into an international alerting system.
Many of the countries where people believe
dangerous things could emerge are places where they
are weakest at being able to diagnose dangerous
things. The WHO has put in place a laboratory
twinning programme, for example, so less developed
laboratories will twin with more developed ones.
They are matched, and then there is some interchange
to try and improve the capacity, which must be
improved in a sustainable way—not go in, have a
chat, have some visits, take some material away and
then it is finished. It has to be associated with some
form of accreditation or improvement which is
sustainable. It is terribly difficult to secure funding
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for that. There must be lots of bodies around the
world who are all trying to do the same. One could
argue that there be some improved coordination so
that through the laboratory-twinning process the
WHO has in place, they could say, “We’d provide all
the governance, we’d provide all the accreditation
read-out and the security. Give us the money. We will
do what you are trying to do.” I think things could be
improved from within existing resource and it does
take intergovernmental interaction.

Q186 Lord Howarth of Newport: We have lamented
the deficiencies of coordination between
Intergovernmental Organisations but your evidence
at 5.3 suggests that there are also deficiencies inside
the UK in terms of our capacity to deal effectively
with these IGOs. In particular you suggest that our
influence with the World Health Organisation is not
commensurate with our contribution. Would you
expand on those thoughts?

Professor Borriello: Yes, I am happy to. It is similar to
the comment about the ECDC, where, due to the
page constraints, we did not put all the very positive
things; we just picked up on areas where we felt there
could be some improvement. Of course, being at the
operational end of the business, our definition of
policy might be somewhat different to Government
and Government Departments. Certainly it seemed
to us, at the level of implementation of policy or
putting the detail into policy, when at the strategic
level there has been in our view very good influence
from the UK, in many areas some countries,
particularly the United States and others, take a very
coordinated, joined-up approach to trying to
influence the detail. The detail, of course, can have
effects on any given country. We have raised this with
the Department of Health and we are already in
discussions on how we can improve the way we
interact on understanding what is trying to be
achieved and to ensure that, when some of our staff
and other agency staff in the UK get involved at that
flesh-on-bones, dotting—Is and crossing-Ts level,
there is a better understanding of what the overall
strategy is and what the UK Government position is
on some of that. We also mention the DFID issue. I
know at the moment, as for all Government agencies,
there is a review on how it sources its evidence and
makes use of evidence. We do believe that DFID
could make more use of the expertise in the Health
Protection Agency in forming some of its own
decisions on infectious disease, maybe also chemical
and radiological areas, and certainly for those areas
I think it could draw on the HPA more. Whether it
chooses to accept or ignore or modify our advice is a
separate issue but I think it could draw on the Health
Protection Agency more than it does.

Q187 Lord Howarth of Newport: Can I press you to
be as precise as you possibly can and perhaps give us
an instance of where the Department of Health’s
efforts are falling short, and where in DFID. And are
there particular cases where, as you just now
suggested, the HPA is not enlisted and involved as it
might most effectively be by these departments? Can
you give us some examples?

Professor Borriello: Firstly, examples of where it
works well, which would be on global security,
international bioterrorism, that sort of level; global
warming, climate change. There are lots of very
positive interactions there. But there are other areas,
and we particularly flagged up TB as the example,
where, with both DFID and DH involvement on
some of these activities, we felt that, if we had been
engaged a bit earlier in some of the issues, and then
had been as a consequence of that better apprised, we
might have had stronger representation at the
implementation end with WHO. As I said, those
discussions are now in place. Exactly where that
should have happened is difficult to say but we are
having that discussion now with the Department.

Q188 Lord Howarth of Newport: The Government
suggests that one can sometimes be more effective if
one is not too keen to be seen to be pulling strings or
calling the shots and if you work through others.
Professor Borriello: That is absolutely right, and again
there is the issue, particularly in the public perception
in the UK; they would not make any differentiation
between international interactions and national in
that we are an arm’s length body and the reason the
Health Protection Agency is respected by the public
is that it is believed to be independent of government
and its departments. The way we manage that close
working relationship actually has some issues within
it and we do have to be careful on that.

Q189 Lord Howarth of Newport: In your evidence at
6.1 you suggest that it is down to you to do much of
the coordination. You talk of your role in combating
disease and so forth; coordinating the investigation
and response to outbreaks and other communicable
disease threats and incidents; giving guidance to
government, health professionals and others
responsible for the control and prevention of
infectious disease; providing a national focal point
and competent body functions, et cetera. Who is
supposed to do what? Are you waiting for the
Department of Health or DFID to tell you what to
do? Or are they waiting for you to take the initiative?
Professor Borriello: These are our UK responsibilities,
and it is not fully UK in all areas. Certainly for
infectious diseases, that is not the case for Scotland,
although it is for International Health Regulations.
So there are complexities within the United Kingdom
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in terms of our national role, but all of those issues
are functions that we discharge on behalf of the UK
Government for our population. Of course, with an
infectious agent, using the hackneyed phrase, germs
know no barriers, and it is not possible not to have
international linkages, particularly when the sources
of infection can so frequently be abroad and vice
versa. We have international relationships; we do not
have international responsibilities. So even our role
as the focal point for the International Health
Regulations is to notify the WHO on behalf of the
UK and its territories and dominions, not on behalf
of Spain or to blow the whistle on Poland.

Q190 Lord Howarth of Newport: You suggest that
you should be resourced to carry out more
international work to track infections that threaten
the UK population. What do you have in mind?
Professor Borriello: 1 will pick up a particular issue on
TB, but in general, we did a big study on migrant
health and looking at not just the inequalities but of
course the demographics of infections in particular
groups and where they arise. On that basis, our view
is that that should help to inform our international
strategy in terms of risk to the UK population over
and above just general improvement in global health.
So there are areas in which we have to be involved
and work closely, and a classic example on TB and,
Francis, you had one which you alluded to.
Professor Drobniewski: Yes, indeed. I think there are a
couple of ways to pick up some of the questions that
you raised, a specific example, but also some
examples of how that interaction might occur in an
intergovernmental way. For example, USAID, the
United States development agency and the Centers
for Disease Control in Atlanta have a very strong
synergistic interaction through the International
Division of the Centers for Disease Control. So
USAID sees CDC as one of the principal sources of
impartial, unbiased advice at a technical and policy
implementation level.

The Committee suspended from 5.31 pm to 5.39 pm for a
division in the House

Q191 Chairman: You were in midstream, I think,
were you not?
Professor Drobniewski: 1 was. I had mentioned the
close links between USAID and CDC but there is, for
example, an umbrella programme that the USAID
funds. It is called TB CAP and I think that is a TB
Community Assistance Programme. It is a $150
million programme over five years, where USAID
co-ordinates eight major implementers, of which
CDC is the largest partner, and in that way USAID
is able to nudge those particular implementers in the
direction that it wants to go while at the same time
learning from them how in fact to actually deliver the

particular strategy that they want. You asked us if
there was an example at the WHO where this is
important, that we should be intervening at a policy
and at a more technical level. Last year the WHO
changed quite dramatically the strategy used for
diagnosing tuberculosis. The problem that was faced
was how do you diagnose tuberculosis in an HIV-
positive person? The conventional techniques were
very insensitive, were not doing the job and they do
not tell you about drug resistance either. So, if you
want to know about drug resistance and you want to
be able to diagnose TB in that population, you
needed new technology. The WHO, through its
Technical Advisory Group, endorsed a new rapid
technology, and I think it was the right decision. But
the immediate two consequences of that were the
need to suddenly train hundreds, and indeed
thousands, of technicians in what was a fairly
complex technology within a short-ish period of time,
and also to develop the necessary bio-safe
infrastructure in parts of the world which until now
had perhaps just used a light microscope in a small
room. Those are the two big challenges. How do you
now train hundreds of thousands of people in more
of a civil defence mode rather than the philanthropic
mode that we have tended to use? I and my colleagues
in Europe are often asked whether we can we take
one or two or three or four people to train them up,
but in this sort of problem you really need a strategy
that will train a vast number of people or your
overarching strategy is going to be derailed, it seems
to me.

Chairman: Thank you. We do need to move on.

Q192 Lord Avebury: You said in your evidence in
Paragraph 6.1 that WHO is one of your key partners
in combating infectious diseases. I wondered if for
that purpose you think the WHO is effectively
structured and whether its Regional and particularly
its Country Offices do their job to your satisfaction.
Professor Borriello: Francis and Peter, you have quite
a few interactions from a personal point of view in
specific areas.

Professor Chiodini: Yes. I would like to start, if I may,
and take the example of malaria and then other
parasitic tropical diseases. Beyond the level of the
Country Office there is then the run-off through
which policy and control programmes need to be
implemented and, unfortunately, what we are dealing
with in many areas is a very rudimentary and in some
areas absent health service. So there is no basic health
structure, certainly not diagnostics. Francis
mentioned tuberculosis but most malaria cases in the
tropics are diagnosed clinically. That is now changing
with new methods coming in but it will still be slow,
and the ability not only to diagnose but then to
implement control measures requires a delivery
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system, and in many areas control is being frustrated
simply because those measures which are effective are
not getting out to the people that need them. My own
experience of WHO has been a positive one. [ am a
laboratory person rather than a field worker, but my
own experience with them has been positive. I think
many of the projects to control malaria are not going
to be easy to implement without the detailed run-off
into a health service that can receive the measures
that are required, and I think that is common to
many diseases, not just malaria that I am here to talk
about today, but many other tropical diseases.

Q193 Lord Avebury: In that case, would you have a
view about the WHO’s balance of investment
between improving the basic health services in
developing countries and treating specific diseases
such as malaria?

Professor Chiodini: 1 do, and I think they are in an
almost impossible situation because there are simply
not the resources to restructure the health system in
every country they support at the same time as
providing these control measures. I think people are
going to have to look again at the level of funding—
I will talk specifically about malaria now, where we
need over the next three, four or five decades a
sustained investment and the maintenance of those
control programmes. That is all dependent upon
actually getting them delivered. There is now the
international will to do it and there is indeed much
more funding than there was but, until we can see it
getting out to where the cases are, I am still worried
about the situation. I do not blame WHO for that. I
think they are under-resourced for the problem that
they face across the board.

Q194 Lord Avebury: We have had a lot of evidence
about the multiplicity of organisations that are
involved in these matters. There is WHO and other
health-related 1GOs, business partnerships and so
on. Do you believe that there is any call for a
rationalisation of these efforts?

Professor Chiodini: 1 do, very much so. I think that
there is a danger of parallel tracking. That is wasteful
of resources. Duplication of administration should
be eliminated as far as possible. One model would be
for the WHO to take the lead, obviously with the
governments of the countries concerned, because it is
their responsibility to have their internal plans for
health but I do think some rationalisation and better
coordination between all these bodies with good
intent and, in some cases, extremely good funding
would be beneficial. It would save duplication of
resources and probably get more money out to the
periphery, where it could do most good.

Professor Borriello: 1 would very much support that
but there are two sides to it. Firstly, that the bodies,
many of whom are independent, need to agree that
there is value in them being coordinated, and then
there is going to have to be acceptance by the WHO
that they have a role in coordinating them. It has to
be signed off across the board, but it is certainly the
case in many countries that there will be a number of
organisations undertaking the same activities
unbeknown to each other. The idea maybe of a
central registry which could then have benefit to each
of the component parts which are trying to be active
in this area could be a useful way forward and
something on which Intergovernmental
Organisations could stimulate the debate and maybe
have some conclusion.

Q195 Lord Avebury: Is there a call, then, for a
change in the WHO’s mission statement to include
the coordination of activities with all other IGOs and
to provide for them to have the responsibility of
initiating the central registry?

Professor Borriello: 1 can only answer in a personal
capacity: it would make sense to me. The WHO may
have a different view for very valid reasons, as may
others.

Chairman: This whole area is a very important one
actually and we are paying some attention to it, so
those remarks are helpful.

Q196 Lord Avebury: Finally, you say the WHO is
always short of resources. Are there any areas in
which resources could be better deployed? Are there
some areas that you would prefer to see them
investing in now? Could they have a shift in resources
to make better use of them?

Professor Borriello: 1 think probably the prioritisation
of resource has so many variables to it, not least of
which is the country in which the actual problem
exists, as well as their do-ability, because some of the
things that have a high priority are not easy to
actually make happen. I gave an example of where
some sort of coordination potentially could have a
huge beneficial effect, which is the lab-twinning
project, a role in improving capability in a
sustainable way throughout the world, otherwise the
IHR do not mean very much. For that there are lots
of different bodies all trying to do the same thing. A
simple register of that with some central coordination
in my view would be invaluable.

Professor Drobniewski: Just following on from that
point, one of the real difficulties that the WHO has,
and indeed countries and then the particular cities
and facilities that have expertise brought to them, is
often that the expertise is conflicting. There may be a
British expert for a couple of days this month, there
will be an American next week, perhaps a French
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person, and if they are working to different technical
standards and so on, that may cause more confusion.
So I think there is clearly a role for the WHO to
streamline what actually goes on and to take perhaps
a greater leadership in terms of the bigger picture.
You mentioned training and twinning; we are also
talking about training hundreds of people as opposed
to training the twelve that twelve or so particular
NGOs could do. That could perhaps also be an
intergovernmental aspect where you are using funds
to say “We are going to leave you to decide how best
to do it but here is the money to train across this
larger area, but we are looking for something
imaginative, bold, and that will actually try and
address the problem, perhaps across a wider swathe
of Africa than one small portion of it.”!

Q197 Baroness Eccles of Moulton: Can 1 ask one
very quick question? Where does the WHO’s
authority come from which would enable it to
actually create a coordinated system? It cannot just
march in and say “You do this, and you do that.”
Professor Catchpole: 1t would have to do it through the
World Health Assembly, would it not?

Professor Drobniewski: 1 take it your question in a
more broad sense is that it has the authority because
of its particular position globally but also I think it
would feel more confident about taking that role if it
had a multiplicity of technical expertise so that it
could say “We are an authoritative source of global
advice” in exactly the way its title suggests.

Q198 Baroness Eccles of Moulton: That is what it
needs?

Professor Drobniewski: Yes.

Professor Borriello: Those to be coordinated need to
accept that coordination is useful and the WHO
needs to be given the mandate to be able to
coordinate.

Chairman: The WHO does come under the United
Nations at the end of the day, so that is an important
point. We must finish, I am afraid, but pandemic
influenza does need a question here.

Q199 Lord Howarth of Newport: We are told we
must anticipate another influenza pandemic with
consequences that will be devastating in terms of lives
lost, and in terms of economic and social disruption.
In that kind of situation surveillance is obviously
extremely important. In your view, are the
intergovernmental arrangements that are intended to
detect the first signs of such a pandemic coming
towards us adequate, and the measures that have

' Note by Witness: For example, Lord Crisp, in a recent paper,
estimated that the WHO AFRO Region alone was short of 1.5
million health workers.

been planned to act rapidly to counter this? Is the
structure going to do the job?

Professor Borriello: It is one of those areas where there
has been the most long-standing intergovernmental
action, so the surveillance for influenza to help
inform vaccine policy has been established by the
WHO since 1952 and is still very effective. They used
that network to deal with SARS; it was the influenza
network of the WHO. Since 1996 there has been a
very good European-wide surveillance scheme also
looking for putative emergence of antiviral
resistance. The pandemic influenza issue that is the
concern amongst the population now is—is it all
trailer and no big movie? And, having to deal with
that, sustaining a high level of response when people
have been waiting for something to happen and it has
not happened yet? The point with pandemic influenza
is that it is not an “if”’; it is a “when,” but the scientific
understanding will not allow us to tell you when. All
we can say with certainty is that, if the current avian
influenza strain, which is killing people when it gets
into them, had been able to transmit regularly
between people, we would have been in the midst of
a pandemic now. We still do not really understand
why it has not happened. In terms of preparedness,
we are better prepared than we have ever been
globally. Alerting, even at the syndromic level,
without a lab diagnosis is much enhanced. Our ability
to respond is much enhanced but where the problems
lie—I am not sure you can have excellent plans in
place for it; the UK has a global reputation for being
one of the most pragmatic and best prepared and, in
fact, is helping to train other countries—is the
logistics issue. If there is a pandemic, who is going to
deliver the antivirals? Even if they are not affected,
they are going to be at home looking after relatives,
family etc. The whole logistics issue, that whole
infrastructure issue is a major problem which I know
governments, at least the UK Government, is paying
a lot of attention to. I do not know the extent to
which those plans will hold tight in the face of a
pandemic.

Q200 Lord Howarth of Newport: There is nothing
that we should be doing that we are not doing?

Professor Borriello: 1 do not think so. One of the key
areas of major interest and activity, of course, has
been whether we can develop a vaccine very quickly.
So yes, we might catch the first phase but can we have
a vaccine soon after that? The answer is, technically,
probably yes; but, again, scale-up and distribution is
where the issue is. That is why governments around
the world, including the UK, are saying “Should we
stockpile one that might work just in case, which will
give us a breathing space to hit that first phase or
not?” It is a dilemma to which there is not actually a
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clear-cut, evidence-based answer, to be honest. It is
the best view based on the evidence available.

Q201 Baroness Falkner of Margravine: There has
been quite a lot of reporting around Tamiflu, which
we know of, but is there scientific research going on
across the world, not just in the UK, to develop a
range, to anticipate the virology and to develop a
range? In other words, should Tamiflu fail, are there
back-ups that we know of already?

Professor Borriello: Yes, if 1 understand correctly,
there are three classes of antivirals for flu which hit
different targets, so that if you get a mutation in one
gene to a particular target, it is less likely, or it is very
unlikely, to confer resistance to some of the other anti
virals which hit it at a different place. In crude terms,
one goes for the head, one goes for the heart and one
goes for the legs, so if you develop the hard head, you
still can hit it in the heart. The problem with flu is

that—and I will not go into the detail—because of the
nature of the organism, it does not have a method to
quickly and readily correct mistakes, so the downside
is that, if mistakes in its genetic armoury are bad for
the organism, it kills itself, but if they confer just by
chance a survival capability or a resistance, that can
also happen very quickly. So, because it does not
correct its errors, it is always making them, and
frequently it can be to its advantage. That is what
makes it such a hard target.

Chairman: That is a very cheerful note to end on.
Thank you very much for that. I am very grateful. My
apologies for the interruptions, which are an
occupational hazard here. Again, it enables me to say
that, if there are issues which we have not covered
that you think we should have covered, or indeed one
or two where I asked you to come back on anyway,
please do so. Thank you very much again for your
time.
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Memorandum by Michael Marmot, Professor of Epidemiology and Public Health,
UCL—Department of Epidemiology and Public Health

The principal issues on which the Committee would welcome your views are:

1. A recent report on Communicable Diseases by the UK Department of Health stated that “post-war optimism that
their conquest was near has proved dramatically unfounded”. What is your assessment of the overall position? More
specifically, is it simply that not enough progress is being made in reducing the spread of such diseases? Or is the global
situation actually deteriorating? Would it be an exaggeration to talk of a crisis

Over the long-term, arguably a positive trend globally (Figure 1; relating to changes in social determinants of
health—poverty, living/working conditions, as well as health care and vaccines). This does not address
resurgence (TB, malaria) nor does is account for 49 new or re-emerging infectious diseases declared a global
health crisis by WHO in 1995. It does not address the issue of pandemics either.

Figure 1: Crude death rate* for infectious diseases — United States, 1990-1996T
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§ American Water Works Association. Water chlorination principles and practices: AWWA manual
M20. Denver, Colorado: American Water works Association, 1973.

Disease specific impacts are also positive in many cases (see measles, Figure 2).



DISEASES KNOW NO FRONTIERS: EVIDENCE 83

Reported global measles vaccine
coverage and measles cases, 1980-1998
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A problem to consider from the point of view of health care, vaccines development and the role of the
Extended Programme on Immunisation (EPI) is both the weakness of health care systems to deliver locally,
effectively and equitably (see Figure 3), and the potential for selective PHC emphasis on vertical single-disease
control programmes to alienate populations adversely affected by much wider conditions of poverty and
disempowerment (relative health care but also to the wider social determinants), leading to falling rates of
vaccine uptake (or active refusal) with consequences for herd immunity (see Figure 4; Case example: “The
Congolese are dying of such diseases as kwashiorkor, which are easily treated. Why vaccinate against polio
instead of curing the real killer diseases? Today, the priority of the Congolese children is not vaccination of
any kind. It is first of all and especially to control the malnutrition caused by the war of the multinationals
and the pro-American invaders of the Congo.”)

Figure 1A: Full Immunization Rates among Poorest and Richest
Population quintiles - Regional Averages
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Figure 2: Pertussis deaths & notifications (Eng. Wales) (22)
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The positive trends in the global picture reflect progress in some regions, and may conceal or mitigate
stagnation or actual reversal of disease control gains (for example with TB and HIV/AIDS in the former Soviet
Union and Sub-Saharan Africa).

2. What reliable data exist regarding the numbers of people infected globally with the four diseases' on which the
Commuttee is focusing particular attention? What trends are discernible in both the numbers infected and the patterns
of infection? And what are the main underlying causes of infection and of any changes in its incidence and pattern?

WHO (probably) houses reliable data on trends and numbers; it is arguable that patterns (especially regarding
main underlying causes of infection) could be substantially strengthened—e.g. through the establishment of
a global observatory (under consideration and planning in WHO HQ), and/or the establishment of the more
robust monitoring and reporting framework and mechanism—focusing on health equity and the determinants
of health (see CSDH recommendations).

TUBERCULOSIS

There were an estimated 8.3 million (5th-95th centiles, 7.3-9.2 million) new TB cases in 2000 (137/100 000
population; range, 121/100 000-151/100 000). Tuberculosis incidence rates were highest in the WHO African
Region (290/100 000 per year; range, 265/100 000-331/100 000), as was the annual rate of increase in the
number of cases (6%). Nine percent (7%—12%) of all new TB cases in adults (aged 15-49 years) were
attributable to HIV infection, but the proportion was much greater in the WHO African Region (31%) and
some industrialized countries, notably the United States (26%). There were an estimated 1.8 million (5th-95th
centiles, 1.6-2.2 million) deaths from TB, of which 12% (226 000) were attributable to HIV. Tuberculosis was
the cause of 11% of all adult AIDS deaths. The prevalence of M tuberculosis—HIV coinfection in adults was
0.36% (11 million people). Coinfection prevalence rates equalled or exceeded 5% in eight African countries.
In South Africa alone there were two million coinfected adults.

PPHC under CSDH has been conducting analysis of the factors relating to TB infection (Tables 1 and 2).
I HIV/AIDS, Tuberculosis, Malaria and Avian Influenza.
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Table 1

RELATIVE RISK, PREVALENCE AND POPULATION ATTRIBUTABLE RISK OF RISK FACTORS
FOR TB, IN 22 HIGH TB BURDEN COUNTRIES

Relative risk for active
TB disease (range)

Weighted prevalence,

total population, 22

Population Attributable
Fraction ( Range ) **

HBCs
HIV infection 8.3 (6.1-10.8) 1.1% 7.3% (5.2-9.6)
Malnutrition 4.0 (2.0-6.0) 17.2% 34.1% (14.7-46.3)
Diabetes 3.0 (1.5-7.8) 3.4% 6.3% (1.6-18.6)
Alcohol dependence 2.9 (1.9-4.6) 3.2%** 5.7% (2.8-10.3)
Active smoking 2.6 (1.6-4.3) 18.2% 22.7% (9.9-37.4)
Indoor pollution 1.5(1.2-3.2) 71.1% 26.2% (12.4-61.0)

(Source: WHO 2007)

* Based on global estimate of 6% for men and 0.4% for women (Rehm et al 2007).

** Note that sum of PAFs should normally be <100%, since most causal pathways requires presence of two
or more risk factors simlultaneously or in sequence. The sum is less than 100% in Table 1 simply because
only a few selected factors are considered.

Table 2

POPULATION ATTRIBUTABLE FRACTION IN SIX WHO REGIONS
(HIGH TB BURDEN COUNTRIES ONLY)

WHO region HIV  Malnutrition Diabetes Alcohol Smoking Indoor air
dependence pollution
Africa 28% 47% 3% - 10% 28%
Americas 4% 17% 9% - 18% 6%
Eastern 1% 42% 10% - 17% 27%
Mediterranean
Europe 7% 8% 14% - 32% 3%
South East Asia 5% 37% 6% - 23% 27%
Western Pacific 1% 28% 5% - 29% 28%
HIV/AIDS
Table 1

TRENDS IN HIV INFECTIONS BY REGION
Region No of people living with No of people living with % increase

HIV (endof 1998) [39] HIV (end of 2003) [40] 1998-2003
Sub-Saharan Africa 22,500,000 25,000,000 11%
South and South-East Asia 6,700,000 6,500,000 -3%%*
Eastern Europe and 270,000 1,300,000 381%
Central Asia
Western Europe 500,000 580,000 16%
East Asia 560,000 900,000 61%
Oceania 12,000 32,000 167%



86 DISEASES KNOW NO FRONTIERS: EVIDENCE

Region No of people living with No of people living with % increase
HIV (endof 1998) [39] HIV (end of 2003) [40] 1998-2003
North Africa and 210,000 480,000 129%
Middle East
North America 890,000 1,000,000 12%
Caribbean 330,000 430,000 30%
Latin America 1,400,000 1,600,000 14%
Total 33,372,000 37,822,000 13%

* This apparent decrease is due to inconsistencies in data collection methods between earlier and later years,
as well as revised estimates by UNAIDS.

Table 2

SUMMARY OF DEMOGRAPHIC IMPACTS OF AIDS

Demography [9] Without With Without With Without With

AIDS AIDS AIDS AIDS AIDS  AIDS

1995-2000 2010-15 2020-25

Life expectancy at birth (years) 63.9 62.4 68.4 64.2 70.8 65.9
Number of deaths (millions) 159 170 174 207 193 231
Crude death rate per 1,000 9.0 9.6 8.1 9.8 8.0 10.1
Infant mortality rate per 1,000 66.4 67.5 49.8 51.3 40.9 42.1
Child mortality rate per 1,000 93.9 98.8 68.9 75.8 56.1 62.3
Population size (millions) 3,666 3,639 4,310 4,204 4,805 4,599

* UNAIDS Population Division, 2003.

One of the major reasons for the apparent ineffectiveness of global [HIV/AIDS] interventions is historical
weaknesses in the health systems of underdeveloped countries, which contribute to bottlenecks in the
distribution and utilisation of funds. Strengthening these health systems, although a vital component in
addressing the global epidemic, must however be accompanied by mitigation of other determinants as well.
These are intrinsically complex and include social and environmental factors, sexual behaviour, issues of
human rights and biological factors, all of which contribute to HIV transmission, progression and mortality.
An equally important factor is ensuring an equitable balance between prevention and treatment programmes
in order to holistically address the challenges presented by the epidemic (Coovadia & Hadingham, 2005).
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MALARIA

L

Mo malaria

As of 2004, 107 countries and territories have reported areas at risk of malaria transmission. Although this
number is considerably less than in the 1950s, with 140 endemic countries or territories, 3.2 billion people are
still at risk. Present estimates are that around 350-500 million clinical disease episodes occur annually (2).
Around 60% of the cases of clinical malaria and over 80% of the deaths (1) occur in Africa south of the Sahara.
Of the more than one million Africans who die from malaria each year (1), most are children under five years
of age. In addition to acute disease episodes and deaths in Africa, malaria also contributes significantly to
anaemia in children and pregnant women, adverse birth outcomes such as spontaneous abortion, stillbirth,
premature delivery and low birth weight, and overall child mortality. The disease is estimated to be responsible
for an estimated average annual reduction of 1.3% in economic growth for those countries with the highest
burden (3).

The wide variation seen in the burden of malaria between different regions of the world is driven by several
factors. First, there is great variation in parasite—vector—-human transmission dynamics that favour or limit
the transmission of malaria infection and the associated risk of disease and death. Of the four species of
Plasmodium that infect humans—P falciparum, P vivax, P malariae and P ovale—P falciparum causes most
of the severe disease and deaths attributable to malaria and is most prevalent in Africa south of the Sahara
and in certain areas of South-East Asia and the Western Pacific. The second most common malaria species,
P vivax, is rarely fatal and commonly found in most of Asia, and in parts of the Americas, Europe and North
Africa. There are over 40 species of anopheline mosquitoes that transmit human malaria, which differ in their
transmission potential. The most competent and efficient malaria vector, Anopheles gambiae, occurs
exclusively in Africa and is also one of the most difficult to control. Climatic conditions determine the presence
or absence of anopheline’s vectors. Tropical areas of the world have the best combination of adequate rainfall,
temperature and humidity allowing for breeding and survival of anophelines.

The second major factor contributing to regional and local variability in malaria burden is differences in levels
of socioeconomic development. Determinants include general poverty, quality of housing and access to health
care and health education, as well as the existence of active malaria control programmes providing access to
malaria prevention and treatment measures. The poorest nations generally have the least resources for
adequate control efforts. In many poor countries, exposure to malaria of vulnerable populations is enhanced
by migrations enforced by poverty and/or conflict. http://www.rbm.who.int/wmr2005/html/1-2.htm#box2

5. What do you consider to be the principal blockages to achieving progress in the prevention or control of the four
diseases? And how wmight these blockages be removed by more, or better-targeted or better-coordinated
intergovernmental action?
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Emphasis of concept, policy, finance and action on treatment over prevention (HIV/AIDS (PEPFAR, see
below), TB (DOTS—see Vietnam/Morocco case studies where over 85% case detection and 70% treatment
(Stop TB criteria for effective control and elimination) have not satisfactorily affected trends in infection
downwards—Mario Raviglione, CSDH, October 2007).

The money appears to be available (see below, G8 financing to health), but it is not being channelled in the
right direction (e.g. towards effective action on the underlying causes of vulnerability).

Figure 2: ODA Commitments for Health, 1999-2004
(USS$ billions, 2003 constant prices)
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PEPFAR (President Bush'’s Emergency Plan for AIDS Relief) - offering around USD$15
billion over 10 years, provides a good example of a trend in financing action moving
away from investment in prevention.
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Much of the aid flowing to “Total Health” goes to the large single-disease global programmes—these arguably
limit and distort coherent national and local level coherence of action across the determinants of health, whilst
in some cases establishing parallel structures to the national and local health care system, and drawing off
health workers from that system.
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PEPFAR (President Bush’s Emergency Plan for AIDS Relief)—offering around USD$15 billion over 10
years, provides a good example of a trend in financing action moving away from investment in prevention.

President’'s Emergency Plan for AIDS Relief (PEPFAR)
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6. What role does your organisation play in combaring the four diseases? Do you believe that it is correctly configured
and adequately resourced to do the job? With which other orgamisations do you collaborate? How would you assess the
degree of synergy?

THE CoMMmissION ON SocIAL DETERMINANTS OF HEALTH; UCL INSTITUTE

The CSDH marshalls global evidence on what causes poor health—including both structural factors of social,
economic, political and cultural arrangements (locally, nationally and internationally)—and on what kinds of
interventions are effective in maintaining good health equitably across populations.

7. What are the main non-health causes (e.g. global warming, poverty, changes in land use, international travel,
lifestyle, population) of the spread of the four diseases? To what extent can intergovernmental action in non-health fields
contribute to alleviation of their spread? What action is taking place or planned in these areas? And what more needs
to be done? Do you consider that there is sufficient “joined-up” thinking in approaching the problem?
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9. Tuberculosis is potentially curable by long-term antimicrobial therapies. Yet the numbers of reported cases
worldwide seem to be rising. Are the necessary medicines not getring through to patients? What are the barriers to
effective long-term therapy? Are we now seeing infections which stem from other conditions—e.g. HIV|AIDS? Or are
there other reasons why a treatable disease should be spreading? How might intergovernmental action help to deal with
this situation?

A lack of cooperation between tuberculosis and HIV/AIDS programs is causing deaths from the two diseases
in many countries, Alasdair Reid, HIV/TB adviser for UNAIDS, said on Friday at the 38th Union World
Conference on Lung Health in Cape Town, South Africa

Up to half of reported HIV/AIDS-related deaths are caused by TB, according to Reid. He added that in 2005,
about 7% of people with TB worldwide were tested for HIV and that fewer than one in 200 people living with
HIV/AIDS were tested for TB. According to Reid, testing people who have TB for HIV and vice versa could
lead to earlier detection, increased access to antiretrovirals and the prevention of “thousands of deaths”.

World Health Organization data indicate that 90% of HIV-positive people in Africa die within months of
contracting TB.

IUATLD has proposed a program—called “Integrated Care for TB Patients Living with HIV/AIDS”—to
simultaneously address both diseases. Central components of the strategy include increased collaboration in
addressing TB and HIV, and testing for the two diseases. The strategy is being tested in various countries,
including the Democratic Republic of Congo, Uganda and Zimbabwe. According to Reid, a new funding
model should be developed to address the two diseases. “Currently, money is raised for either HIV or TB, and
funds dedicated for HIV can’t be used for TB or vice versa,” he said, adding, “This has to change. When you
want to tackle HIV you need to tackle TB, especially in Africa where so many people are co-infected” ( Inter
Press Service, 11/11).

Early data from worldwide monitoring of joint TB/HIV activities have indicated some progress compared
with previous years, according to the SAPA/Independent Online. Since 2005, there has been a threefold
increase in the number of HIV-positive people who have been screened for TB and a sixfold increase in the
number of people with TB who were tested for HIV. However, Reid said that without immediate action, “it
will be very, very difficult” to achieve the HIV/AIDS targets in the UN Millennium Development Goals and
that “thousands of people with HIV will continue to die of preventable, treatable” TB (SAPA/Independent
Online, 11/9). TB Alert, 2008.

OvER-EMPHASIS ON TREATMENT: DOTS

DOTS programmes are not reaching the very poorest in communities; there is inadequate monitoring, using
socioeconomic position, to assess equity in access to DOTS programmes.

14. Avre there any difficulties with regard to patents or intellectual property which are impeding the flow of medicines
or other control methods to those infected? Is intergovernmental action needed to improve the situation?

Two well-known WTO agreements directly commodify health. GATS (General Agreement on Trade in
Services) may accelerate health care commercialization or at least preclude efforts to reverse it; TRIPS
(Agreement on Trade-Related Intellectual Property Rights) extends patent protection that already limits some
developing countries’ access to essential medicine and may eventually limit access more broadly, while creating
perverse incentives in medical research.

Crucially, until governments have demonstrated the ability to regulate private investment and provision in
health services in ways that enhance health equity, they should avoid making any commitments in GATS or
bilateral or regional agreements that involve health services. It is not clear that any government, anywhere in
the world, has yet met this test, leading some analysts to urge cancellation of all existing GATS commitments
on health services (most of which were from developing nations) and removing health services from the scope
of the Agreement. Some progress toward allowing easier access to cheaper generic drugs under TRIPS was
made in 2003. The amended rules, however, remain cumbersome and costly,12 leading to calls for moving
intellectual property rights out of binding trade treaties into some other forum for resolution, such as the
World Intellectual Property Organization (WIPO) where such disputes were once settled diplomatically. A
more far-reaching change would involve multilateral agreement on alternatives to financing pharmaceutical
research through private investment in anticipation of patent protected returns (Labonte & Schrecker, 2008).
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17. What intergovernmental planning has been undertaken to cope with the impact of an outbreak of infectious disease
caused by deliberate release of micro-organisms into the environment? Is there adequate liaison between the various
agencies nvolved, including intelligence, law enforcement and health care professionals? How could action by
intergovernmental bodies help further?

N/a

18. Though our remit is focused specifically on known infectious diseases, we would be interested to know how you view
the global threat from new or previously unrecognised ones and from the transmission of infections from ammals to
humans.

There is a strong argument for greater attention to neglected infectious diseases:

Table 1

THE BURDEN OF THE 13 NEGLECTED TROPICAL DISEASES IN TERMS OF ESTIMATED
MORTALITY, MORBIDITY AND POPULATION AT RISK

Disease Abbreviation Mortality Morbidity Disability Population
(annually, (annually, adjusted life at risk
thousands) million) years (annually  (million)

thousands )

Buruli ulcer BUR Incidence: 0.003

Chagas disease = CHAG

Cholera CHOL Incidence: 120 12 N/A

Dengue fever *1 DEN Incidence: 19 528 (2001)

Dracunculiasis DRAC Incidence: 0.016 11 African

(2004) countries

Human African HAT 49 (2001) 1,332 (2001)

trypanosomisasis

Leishmaniasis LEISH Incidence: 59 Incidence: 0.5 2,357 > 350

*2 VL & 1.5CL

Leprosy LEP Prevalence: 0. 177

225

Lymphatic LF N/A Prevalence: 120 5,644

filariasis

Onchocerciasis ONCHO N/A

Schistosomiasis SCHISTO Prevalence: 193 1,759 652

*3

Soil-transmitted STH N/A? Prevalence: 4,705 3,195

helminthes *4 2,000

Trachoma TRACH N/A Prevalence: 81 3,997 10% of world’s

(Trichiasis 7.6, population

blindness 1.9)

There is also a very strong case for much closer international attention to non-communicable diseases,
since they are, if anything, the major critical threat to global health.

February 2008
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Memorandum by University College London

1. A recent report on Communicable Diseases by the UK Department of Health stated that “post-war optimism that
their conquest was near has proved dramatically unfounded”. What is your assessment of the overall position? More
specifically, is it simply that not enough progress is being made in reducing the spread of such diseases? Or is the global
situation actually deteriorating? Would it be an exaggeration to talk of a crisis?

Post-war optimism was founded on declining death rates from infectious diseases due to improved social and
housing conditions, vaccines and antimicrobials. Despite these improvements, infectious diseases remain a
major cause of morbidity and mortality and the decline in disease burden in the developed world has not been
matched in many parts of the developing world. Globally infections cause over a fifth of all deaths and a
quarter of all illnesses and disproportionately affect resource-poor countries. Worldwide it is estimated that
around 5.5million people die from HIV, TB and malaria and over a million children die from vaccine
preventable diseases. Should an influenza pandemic occur the vast majority of deaths would be in resource-
poor countries. In the UK infectious diseases account for over 10% of deaths and a third of consultations in
Primary Care.

In the last few decades, we have witnessed the unpredictable emergence of major new public health threats such
as HIV, SARS and antimicrobial resistance. Globally, we have failed to achieve comprehensive vaccination
coverage (or achieve eradication eg polio) or deliver effective therapeutics. This has resulted in a failure to
control transmission and/or effect cure eg TB, Malaria, Hepatitis B. The continuing emergence of new classes
of antimicrobial resistance in a range of infections (eg MRSA, TB, Malaria and more recently HIV) and the
absence of discovery of novel classes of antibiotics for common bacterial infections present further threats.
The ever present possibility of a major flu pandemic, while not new, poses real challenges for control, clinical
management and potential social and economic impact

2. What reliable data exist regarding the numbers of people infected globally with the four diseases® on which the
Commuittee is focusing particular attention? What trends are discernible in both the numbers infected and the patterns
of infection? And what are the main underlying causes of infection and of any changes in its incidence and partern?

Surveillance data are collated from State surveillance systems by WHO. For HIV, data are also collated by
UNAIDS. Significant investment goes into providing estimates of the burden of disease based on a variety of
sources (eg diagnosed cases, sentinel laboratory data, ad hoc surveys). For example for HIV this includes
incident cases of AIDS and AIDS deaths, new diagnoses of HIV and community surveys of the prevalence of
infection.

The incidence of flu is highly seasonal and much infection never comes to the attention of health care
professionals. Knowledge of the particular type of virus circulating is based on a network of participating
laboratories coordinated by WHO. Ultimately, even the best surveillance systems will not record all cases and
the quality and completeness of surveillance data varies considerably around the world. For example, case
definitions may vary according to available resources, eg smear vs culture-confirmed TB. Surveillance data are
also limited in terms of the risk factor and outcome data collected. International figures are therefore “best
estimates” of the burden of disease and take into account assessments of the completeness of data etc. Of the
surveillance systems for the four diseases, that for HIV/AIDS is probably the most comprehensive.

We do not present here detailed trends for the four infections as these are best reported and are widely
available from those specifically responsible for national and international surveillance.

In the case of HIV, we note the continuing transmission in all parts of the world. Transmission of all infectious
agents depends on the interaction between the biological properties of the organism, particularly its ease of
transmission, the characteristics of the population into which it is introduced (size, density, living conditions,
sanitation etc) and human behaviours, individually and collectively.

The HIV epidemic, for example, is driven primarily by patterns of sexual behaviour, particularly unprotected
sex and rates of partner change as well as the high incidence of untreated sexually transmitted infections in the
worst affected parts of the world. Underlying trends in sexual behaviour are many social and economic factors
including poverty, migration, conflict, social position of women and education. These problems are
compounded by the lack of health systems infrastructure to deliver prevention and treatment programmes.

2 HIV/AIDS, Tuberculosis, Malaria and Avian Influenza.
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3. What intergovernmental surveillance systems exist to give early warning of outbreaks of infectious diseases? Are these
systems adequate? And what improvements might be made?

Warning of outbreaks of infectious diseases are largely coordinated by WHO through their international
surveillance systems which draw data from State surveillance systems. Recent UK reports recognise the
importance of investment into coordinated international surveillance systems. The Office of Science and
Innovation Foresight Report “Infectious Diseases: Preparing for the future” emphasised the importance of
harnessing new technologies for detection, identification and monitoring (DIM) systems for early detection
of the appearance of disease, rapid and accurate identification of infectious agents causing outbreaks and
monitoring of control programmes. Foresight also recognise the importance of interdisciplinarity in the
surveillance and control of infectious diseases “Understanding the future risks of infectious diseases, and how
best to use DIM to help manage those risks is an interdisciplinary problem. A key challenge is to bring together
relevant skills expertise to deliver properly integrated scientific research and development and to provide suitable
opportunities for capacity building”; “How DIM technology is used is just as important as the technology itself
and considerable benefits are foreseen from improving the systems in which the technology operates”.

Both WHO and Foresight identify a need for greater investment in surveillance capacity in poorer countries.
Similarly the recent Nuffield Council on Bioethics Report on Public Health: Ethical Issues recommended that
“countries such as the UK should seek to enhance the capacities of developing countries to conduct effective
surveillance of infectious diseases”, a recommendation guided by the ethical framework of the stewardship
model.

4. Given the continuance of current or planned intergovernmental programmes to prevent or control the four diseases,
what predictions can be made of their likely spread and pattern over the next 10 years?

Infectious disease will continue to be driven by existing burden of disease in different populations, as well as the
level of immunity to specific infections through vaccination or natural infection. Despite massive investment in
prevention and treatment programmes in many parts of the world HIV transmission continues at high levels.
Even in the UK where prevention and treatment programmes are well developed compared with parts of the
world most severely affected such as Africa, transmission of infection is continuing, particularly amongst
homosexual men.

While great progress has been made in the distribution of antiretroviral therapy to reduce morbidity and
mortality from HIV, there remains an urgent need for greater integration of prevention and treatment efforts
to reduce transmission and recent spread to parts of the world that previously had limited epidemics. The
emergence of antiretroviral resistance is a further concern. This will need both careful surveillance and
monitoring of roll-out of antiretrovirals for maintenance of appropriate drug supplies and effective clinical
management programmes.

Reliable predictions about the timing or extent of an influenza pandemic cannot be made and their remains
great uncertainty about our ability to contain the spread of the emergence of a transmissible and virulent new
strain, although significant progress has been made in the development of pandemic plans. These plans tend
to be more poorly developed in resource poor settings. Many predictions are based on mathematical models.
These are important in exploring future scenarios but are based on a range of assumptions, themselves using
incomplete surveillance and/or behavioural data and often have wide uncertainty limits.

5. What do you consider to be the principal blockages to achieving progress in the prevention or control of the four
diseases? And how wmight these blockages be removed by more, or better-targeted or better-coordinated
intergovernmental action?

Controlis likely to be influenced by wider global issues, eg economic conditions, political imperatives, religion,
climate change, war and conflict. Blockages to progress need to be considered in the context of the broader
agenda of health inequalities. Social and economic determinants of transmission are key factors in the
transmission of all four diseases. That said, blockages to progress include the lack of health infrastructure in
many parts of the world to institute population programmes for control, the need for integrated prevention
and treatment services. In the case of HIV there is a need for continued and population-wide prevention
programmes accompanied by high level commitment from governments, and the availability of effective
distribution systems for the delivery of both prevention and treatment interventions. Generally,
intergovernmental support to make affordable drug and vaccine supplies available are critical.
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6. What role does your organisation play in combating the four diseases? Do you believe that it is correctly configured
and adequately resourced to do the job? With which other organisations do you collaborate? How would you assess the
degree of synergy?

University College London is a multi-faculty university. Our primary role is in research and education. We
undertake multidisciplinary research, exploring pathogen, host and societal impacts on the spread of
infections both through our large Faculty of Biomedicine, as well as through anthropology, economics,
geography, the built environment etc. Our work has a particular focus on HIV and TB and more recently on
influenza. Our clinical scientists, in addition to their clinical care of infectious diseases (with a strong focus on
HIV), undertake observational and experimental studies of the impact of therapy on the clinical outcomes.
Our laboratory scientists are engaged in a wide range of research including vaccine development and the
national and international surveillance of antiretroviral resistance. We have an international programme of
studies into the behavioural determinants of HIV acquisition through studies of sexual behaviour in high risk
and general population groups and behavioural intervention studies in both a UK and international setting.
We are involved in international trials of tuberculosis treatment. With the Medical Research Council clinical
trials unit we participate in trials of HIV antiretroviral delivery in UK and Africa and of evaluation of the
efficacy of vaginal microbicides in preventing HIV transmission. We are undertaking studies in the UK to
better understand the transmission of seasonal influenza and developing collaborations with international
colleagues.

In recent years we have enhanced our interdisciplinary collaborations. Through our newly formed Institute
for Global Health, we are promoting cross-faculty links within UCL and wider international collaborations
to extend our educational and research programmes in effective interventions for the control of infectious
diseases.

Many staff at UCL contribute to national and international policy through engagement with Government
advisory bodies (eg National Expert Panel on New and Emerging Infections (NEPNEI), Specialist Advisory
Committee on Antimicrobial Resistance, Expert Advisory Group on AIDS, Foresight), advice to funding
bodies (eg MRC, Wellcome Trust, DFID) and to international groupings (eg WHO, CDC). We collaborate
closely with colleagues at the Health Protection Agency and undertake joint programmes of research.

7. What are the main non-health causes (eg global warming, poverty, changes in land use, international travel,
lifestyle, population) of the spread of the four diseases? To what extent can intergovernmental action in non-health fields
contribute to alleviation of their spread? What action is taking place or planned in these areas? And what more needs
to be done? Do you consider that there is sufficient “Joined-up” thinking in approaching the problem?

As indicated in our previous responses, social and economic factors are major influences on the spread of
infectious diseases. Sexual behaviour patterns are critical to HIV spread, but these in turn are driven by
demography, migration, status of women etc. War and Civil conflict have a major impact on disease control
programmes. Migration facilitates the transmission of all four diseases but is particularly important in the
rapid dissemination of emerging outbreaks such as pandemic flu where early detection is critical to control.

The interaction between the HIV, TB and malaria epidemics exacerbate one another and greater joining up
of programmes is needed which take greater cognisance of social, economic and behavioural drivers.
Alleviation of poverty is important in all these conditions but there is a particular need to focus on raising
education levels and training clinical and public health personnel to implement effective evidence-based
programmes.

In some settings drug use and addiction related problems exacerbate the problem eg as a direct risk factor for
disease or complicating management.

Global warming is likely to impact directly on the transmission of some infections, eg the geographical
extension of malarial zones. It is also likely to create the social and economic conditions which will result in
food insecurity, population migration and national disasters which enhance the spread of infectious agents
and hamper control programmes. All these are major challenges which require the engagement of many
disciplines (eg economics, political science, geography and the built environment), government departments,
and intergovernmental working in identifying sustainable solutions.

Greater interaction between experts in animal and human health is needed in tackling some of the newly
emerging infections, eg SARS, avian influenza to ensure that early warning systems are in place, to limit the
risks of outbreaks and to improve control measures.
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8. Cases of Tuberculosis fell progressively in the UK until the mid-1980s but started to rise again in the early 1990s.
Around 6,500 cases are now reported each year, an increase of about a quarter since the early 1990s. What are the
main factors of the revival of Tuberculosis infections in Britain? And how could intergovernmental action help to reverse
the trend?

The majority of tuberculosis cases in the UK occur in those born abroad. Migrants to the UK tend to come
from areas with high tuberculosis incidence: of the top 10 source countries of recent immigrants to the UK,
six have a tuberculosis incidence of over 150/100,000 population. In addition, there is considerable travel from
the UK to visit friends and family abroad, particularly to the Indian Sub Continent.

It is tempting to think that the solution to the problem lies in screening of new entrant groups but there are
difficulties with this approach. The majority of foreign-born patients who develop tuberculosis do not have
active disease on arrival and may only develop this years later. Identification of TB risk may perhaps be better
tackled by a process that begins with the new entrant check when individual register with primary care and
by ensuring ready access to high quality tuberculosis services when needed.

Work published in the New England Journal of Medicine demonstrates the “Enlightened Self Interest”
phenomenon whereby rich countries can achieve greater reductions in their domestic levels of tuberculosis at
a lower cost by investing in control overseas than by screening new migrants. Schwartzman K, et a/, N Engl
J Med. 2005 Sep 8;353(10):1057-9. Intergovernmental action to strengthen tuberculosis control in resource
poor countries is fundamental to global control.

A relatively small but very important group of patients with overlapping risk factors of illegal drug use,
homelessness and imprisonment make a significant contribution to transmission particularly in major urban
settings. Such patients tend to be diagnosed late, have highly infectious disease and poor compliance with
treatment leading to transmission and the development of drug resistant disease. More action is needed to
ensure that tuberculosis services can engage effectively with this group.

9. Tuberculosis is potentially curable by long-term antimicrobial therapies. Yet the numbers of reported cases
worldwide seem to be rising. Are the necessary medicines not getting through to patients? What are the barriers to
effective long-term therapy? Are we now seeing infections which stem from other conditions—eg HIV|AIDS? Or are
there other reasons why a treatable disease should be spreading? How might intergovernmental action help to deal with
this situation?

Maintaining drug supplies for TB is an essential pre-requisite for control but clinical delivery is difficult
because effective treatment requires at least six months of uninterrupted treatment and adherence is often
poor. Directly Observed Therapy (DOTS) has been widely adopted as a strategy globally to ensure patients
take their treatment but there remain challenges in delivering effective DOTS programmes in different settings

Tuberculosis incidence has risen sharply in countries with severe HIV epidemics. HIV increases the risk of TB,
through immunosuppression, but also indirectly, through onward transmission of M tuberculosis from the
increased caseload. Wide scale rollout of antiretroviral therapy (ART) is needed. However this alone is
unlikely to reverse the rising incidence of TB, since the increased risk of TB occurs soon after HIV
seroconversion, before ART is likely to be given. Enhanced active case finding, for both HIV positive and HIV
negative individuals, needs to complement a sustained TB control programme based on the DOTS strategy.
HIV and tuberculosis programmes need to work together, including screening for symptoms of tuberculosis
as part of HIV counselling and testing. The impact of innovative approaches, such as mass isoniazid
chemoprophylaxis and novel diagnostic methods, need to be investigated. Only with a shift in paradigm, while
continuing measures that have been shown to be effective, are we likely to reduce the risk of tuberculosis in
HIV-infected individuals, and reduce transmission in the population as a whole.

10. To what extent do you believe that the 2004 Stockholm Convention imiting the use of DDT against Malaria-
carrying mosquitoes has been a factor of increases in the spread of the disease? Has any risk analysis been carried out
comparing the relative dangers to human health posed by DDT and Malaria?

No response.
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11. What intergovernmental action is planned or in hand for early detection of the transmission of Avian Flu from birds
to humans and of human-to-human transmission in potential source countries? Is this proving sufficiently effective to
prevent an Influenza pandemic? What more could be done?

Although there is relatively intensive activity to identify spread from birds to human and subsequent human
to human spread it is possible that identifying and acting around such incidents may delay rather than prevent
a pandemic. If a strain that is well adapted to humans emerges and spreads efficiently from person to person
then intergovernmental co-operation may ameliorate impact but is unlikely to stop it.

Stockpiling of antivirals is a key part of many countries’ pandemic response but emergence of antiviral
resistance threatens to limit their impact. Better international surveillance of antiviral resistance in influenza
isneeded. Even in the absence of antiviral resistance their use may have limited impact on disease transmission.
Antivirals have however been found to be effective at preventing contacts of influenza from developing active
disease but their use in this capacity does not seem to be being considered. Better understanding of how non-
pharmaceutical interventions can interrupt transmission (eg hand hygiene, surface cleaning, mask use etc)
needed. This could be addressed through large scale community studies of interventions to prevent influenza
transmission using seasonal influenza as a model..

International co-ordination of the key data-sets and specimens that should be collected around early cases of
avian influenza in humans is needed. There are also political and “scientific” sensitivities about sharing of such
data which need to be overcome if we are to understand the problem better.

For example, the Nuffield Working Party on Public Health Ethics drew attention to the issue of sharing virus
isolates internationally in the control of pandemic flu. “WH O should not merely facilitate access to virus isolates
for commercial companies, leaving the question and availability of vaccines to market forces. It should use its
authority to impress on pharmaceutical companies their social responsibilities. We urge WHO to explore, in
liaison with Governments and relevant industries the notion of viewing virus isolates as a form of “public good”
and to take a flexible approach to patenting and intellectual property protection”.

Investment in planning for research that would be conducted in the event of a full-blown pandemic is needed.
Without such planning it will be difficult to conduct clinical research in a pandemic situation, especially within
modern research governance structures.

12. To what extent do you consider that the rise in infections in the four diseases is attributable to increased microbial
resistance to antibiotics? What intergovernmental action is taking place in this area?

In these four diseases antimicrobial resistance is an important problem but is unlikely to be a key driver of
increases in cases. It can however, make cases substantially harder to treat. Although outside the scope of the
four diseases, antimicrobial resistance in common bacteria such as Staphylococcus aureus infection and
Escherichia coliis a major emerging threat. Antimicrobial resistance has been a problem in hospitals for many
years and there is increasing evidence that resistant strains are now becoming important community
pathogens. Surveillance systems are often not well equipped to identify this because they tend to focus on
isolates from secondary care settings. The problem of antimicrobial resistance in resource countries poor
countries where prescription of antibiotics is unregulated has not been adequately studied.

13. In a number of countries, including the UK, there is a problem with hospital-acquired infections. What
intergovernmental sharing of knowledge is taking place to help bring this problem under control?

Although there have been initiatives to encourage sharing of ideas in infection control between countries and
there are a number of EU funded projects in this area it seems that more could be done to understand
international variations in hospital acquired infections and to develop research networks that are able to
investigate these in a more systematic way.

14. Avre there any difficulties with regard to patents or intellectual property which are impeding the flow of medicines
or other control methods to those infected? Is intergovernmental action needed to improve the situation?

See response at 9 and 11. We also note the important rolls of community organisations, NGOs etc in
campaigning for the equitable delivery of affordable medicines for eg the African Treatment Action Campaign
for access to antiretroviral therapies.
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15. What interchange exists between States in regard to knowledge of and training in the diagnosis and treatment of
the four diseases or regarding preparations for dealing with outbreaks? What improvements might be made through
intergovernmental action?

Recent reports have highlighted the need for international cooperation in training and capacity development
in resource—poor settings (For example Crisp Report and Chief Medical Officer’s report on global health).
There is undoubtedly a need for capacity and infrastructure development in this area in developing countries.
Research funding agencies are beginning to address this through new capacity development funding
inititiative encouraging North-South and South-South research partnerships (eg Wellcome Trust, MRC).

16. The International Health Regulations 2005 are intended to provide a global framework for the rapid identification
and containment of public health emergencies. How effective do you consider this response system to be? Do improvements
need to be made?

No response.

17. What intergovernmental planning has been undertaken to cope with the impact of an outbreak of infectious disease
caused by deliberate release of micro-organisms into the environment? Is there adequate liaison between the various
agencies volved, including intelligence, law enforcement and health care professionals? How could action by
intergovernmental bodies help further?

18. Though our remit is focused specifically on known infectious diseases, we would be interested to know how you view
the global threat from new or previously unrecognised ones and from the transmission of infections from animals to
humans.

Whilst there has been much pandemic planning in relationship to flu it should be recognised that other
pathogens possibly new to human-pathogens could lead to a pandemic. There is therefore a need to consider
“generic” pandemic plans that would be of use whatever the infection.

19. What resources (subscriptions, staff, traiming, medicines etc) does the UK Govermment commit to
intergovernmental bodies to help in the fight against the four diseases listed?

20. Do you wish to provide any other relevant information in addition to what you have said in answer to the above?

No.
February 2008

Memorandum by the University of Oxford
3. There are the WHO systems: GOARN, the global influenza surveillance network and FluNet.

Many countries now have thermal scanners at points of entry. For example UAE will scan entrants and give
febrile individuals a rapid diagnostic test (looking particularly for malaria). Infected individuals will be offered
treatment. It is not clear what an infected individual’s options will be for entry thereafter.

Proper consideration of the role of migration on the spread of infectious disease is needed. It is not sensible
to let considerations of political correctness stop us from detecting and treating infected and infectious
migrants. Both for their own good and for the good of the societies they join.

4. HIV/AIDS depends on how good drug distribution programmes are and how at-risk populations change
their behaviour. The emergence of highly transmissible multi-drug resistant strains will also have a high
impact.

Avian influenza (or any emergent influenza). The acquisition of the ability to transmit easily amongst humans
is a process so poorly understood that it has to be treated as stochastic. It is not the case that HSN1 avian
influenza is the only threat, a new pandemic strain might arise from a different genetic background that
currently does not infect humans.

TB The increase in XDR TB needs to be followed very carefully to assess the global threat.
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Malaria. Discussion of eradication is widespread. The problem is financial, not anything else. The Global
Fund has dispersed 2.4bn in the last 5 years with a reasonable match to malaria prevalence. In terms of
financing what is needed to move towards eradication things are in a good position. If The Gates Foundation
follows up their apparent interest in eradication with substantial funds it may become a possibility.

7. For malaria global warming is often cited as a risk factor for extensions in the range of spread. This is
probably a red herring and drug resistance has been a much more important risk. Now that a new family of
drugs (the artemisinins) is available prevalence is falling across Africa.

The thought that global warming would bring malaria back to N Europe pre-supposes a complete breakdown
in the health infrastructure.

9. TBhasalways been hard to treat. The drugs have to be taken for a long time, including long after the patient
feels well. Many countries use directly observed treatment strategies (dots) in which health workers visit
patients every day to watch them take their medicine. This is costly in terms of man power, but can be very
effective.

10. The adverse effects of DDT were from agricultural applications, not malaria control. For malaria control
you would perform residual spraying to the inside of a hut. Janet Hemingway at the Liverpool School of
Hygiene would know about this.

12. Different answers for different pathogens
HIV drug resistance is not yet the major reason for continued spread.
TB drug resistance is an important contributor to continued spread.

Malaria drug resistance has been the most important factor in the past. If drug resistance to the new family
of drugs arises it will have enormous impact. MMV the medicine for malaria initiative considers this possibility
and seeks out new drugs for the pipeline. Again we are in a better position than 5-10 years ago.

Avian influenza is not spreading amongst humans yet. However, I think it is extremely likely that an avian
influenza that became capable of efficient human-to-human spread would very rapidly acquire drug resistance
which would then render useless our proposed drug-based control strategies.

16. The 2005 THRss allow WHO to “use” unofficial sources although it states that it will “verify with countries
before taking any action”. This is an important step forward as it allows WHO to (at least partially) benefit
from internet based sources of information. I assume you know about Promed www.promedmail.org.
However the IHRs are largely about sharing information and expertise. It would be a mistake to rely on them
to prevent the spread of infection. We would just know about it sooner and be able to help a source country
with interventions. That could stop a pandemic for some infections but almost certainly won’t for something
like pandemic influenza.

18 We think there is a real threat from Dengue. Bacterial infections of childhood and from food are an
important and growing threat to health. Our past vaccines have mostly remained effective for a long time.
Newer vaccines may be much less durable (because of differences in the underlying biology of the pathogens
they protect against). It would be prudent to be aware that vaccine resistance may become a public health
problem in the future.

1 February 2008

Examination of Witnesses

Witnesses: PROFESSOR SIR MICHAEL MARMOT, Head of the Department of Epidemiology and Public Health,

University College London, PROFESSOR ANNE JOHNSON, Director of the Division of Population Health

University College London, PROFESSOR ANGELA MCLEAN, Director of the Institute of Emergent Infections,

University of Oxford, and PROFESsOR NEIL FERGUSON, Director of the MRC Centre for Outbreak Analysis &
Modelling, Imperial College London, examined.

Q202 Chairman: Welcome to the Select Committee
on Intergovernmental Organisations. First of all,
these sessions are being recorded. You will have an
opportunity to send in any written corrections,
factual corrections, that you think need to be made.
I would also want you to feel free to send in any other
additional comments that you feel need clarifying or
you need to add something totally new. Please do not
feel that this is the end of your contribution. Each of

you does not have to answer every question but, if
you want to come in on something, do please
indicate. Let me just say to you, because of your
particular backgrounds, that we are primarily
interested in the intergovernmental organisations
and the effectiveness at dealing with communicable
diseases and the British Government’s involvement
with that. In order to do that we do need a better
understanding at times of the medical side. We
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particularly need, and are beginning to get, having
taken a certain amount of evidence now, an idea of
where the problem areas are. We are not expecting
you to have great knowledge of intergovernmental
organisations per se, but it would be very, very useful
if you flag up where you think things are not being
addressed on an international level, if you like, as well
as they could be or where the UK Government might
be able to make its contribution more effective. Be
fairly flexible in how you deal with this, do not worry
if most of your knowledge is medical and not so much
of the intergovernmental type. Just understand that
is the bridge we are trying to cross here. Can I
perhaps start by asking you to introduce yourselves
so we have got a better understanding. Perhaps you
could start, Professor Marmot?

Professor Sir Michael Marmot: 1 am Michael Marmot,
Professor of Epidemiology and Public Health at

University College London. 1 also chair a
commission set up by the World Health
Organisation, the Commission on  Social

Determinants of Health, of which Amartya Sen is a
member. I have a little bit of experience of how one
particular intergovernmental organisation works,
the WHO.

Q203 Chairman: This is very useful, Professor.
Professor Johnson?

Professor Fohnson: 1 am Anne Johnson. I am a
Professor in Infectious Disease Epidemiology at
University College London. I have a particular
interest in HIV and sexually transmitted infections
and also some interest in other areas, such as
influenza and tuberculosis. I am involved to some
extent in international research programmes in HIV
in an African context.

Q204 Chairman: Professor McLean?

Professor McLean: 1 am Angela McLean. I am
Professor of Mathematical Biology in the Zoology
Department in Oxford. In that department I direct
something called the Institute for Emergent
Infections of Humans. My research interest is the
evolution of infectious diseases.

Q205 Chairman: Thank you. Professor Ferguson?

Professor Ferguson: 1 am Director of the Medical
Research Council Centre for Outbreak Analysis and
Modelling at Imperial College. Again, I have a
background in mathematical epidemiology. I have
worked for many years on novel infectious disease
epidemics ranging from BSE to foot-and-mouth
disease on the animal side, but most recently on
SARS, bioterrorism and preparation for a flu
pandemic. In all of those contexts I have worked
quite closely with both governmental and
intergovernmental  organisations.  Until  the

introduction of the International Health Regulations
I was a member of the World Health Organisation
Global Pandemic Task Force, which would advise
the Director-General on when to call, say, a Phase 4
pandemic. My group worked quite closely with
Margaret Chan, who is now Director-General of the
World Health Organisation, during the SARS
outbreak. Whilst I would not say I am an expert in
WHO, I am there about every two-three months or
SO.

Q206 Chairman: Thank you. We will have some
questions on terrorism and biological threat. If you
have problems, if you are affected by the Official
Secrets Act, which I suggest you may be, let me know
and indicate that.

Professor Ferguson: Not in the context of the WHO.

Q207 Chairman: Let me know if there is a problem
anyway. Thank you very much for that. Let me start
by asking you this. We have been made aware of what
seems to be a very crowded and fragmented
architecture between the various intergovernmental
organisations, both the voluntary private bodies and,
indeed, the international organisations. One of the
things we are trying to work out is, whether there is a
need for some sort of rationalisation of these
organisations. Do they overlap in a way that is
productive? Or is there overlap which actually causes
confusion? I wonder if any of you feel able or not to
talk about that particular area.

Professor Ferguson: 1 would just say I find it
unsurprising given the numbers of actors involved
and given the scale and number of challenges
involved.

Q208 Chairman: You do not find it surprising?
Professor Ferguson: 1 do not find it surprising at all. I
also think scope for rationalisation is somewhat
limited because those different actors have different
funding, different constituencies, and answer to
different interest groups. I am encouraged by the
degree of co-ordination now compared with ten or 15
years ago, and maybe we will come back to the
drivers for that. I think there is an implicit sense in the
question perhaps of global health being something
which is more akin to a centrally planned economy,
whilst T think really it is a free market of different
interest groups interacting. My perception is that it is
a market working quite well generally at the moment,
at least in the areas I have dealt with. It is not perfect
but it works quite well and arguably better than the
alternative of a more directed approach, even if that
were feasible.
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Q209 Chairman: 1If there is not too much
fragmentation or the interaction is good enough, if
you like, in a way the question is: who is making sure
it is good enough? Is that the role of the WHO as you
see it? And is the WHO doing it well enough?
Professor Ferguson: It has varied over time and there
was a hiatus, under the last Director-General. Some
things went very well and some things went
backwards. But under the current Director-General
they have really picked up the gauntlet of co-
ordination. I think the other big player on the scene,
which is an NGO but it has got a far larger budget
than WHO, is the Bill & Melinda Gates Foundation.
Those two organisations working together, which
has not been a perfect interaction, have achieved a
good deal more co-ordination than has been seen in
the past.

Q210 Chairman: Before I bring in my two colleagues
who want to come in on this, just let me ask whether
your comments are affected by a different approach
to the regional structure of WHO or the central
structure of WHO? One of the things we hear is that
the regions are very variable.

Professor Ferguson: 1 think that is true. First of all, I
should say most of my interaction is with the centre
and I have been specifically, mostly in the recent past,
interacting on acute outbreaks and things like avian
flu, where there has not been as much mismatch
between regional interests and central interests as is
sometimes the case. So in that sense I have seen co-
ordination, not necessarily at its best but close to its
best. I have also been quite impressed that, compared
with a few years ago, WHO and other key players are
willing to be rather more confrontational of Member
States than they used to when faced with lack of
openness, for instance. In the past that did not occur
partly because of the effect of regional offices’
representational nature of WHO.

Q211 Chairman: So you see it as more of a country-
level problem or a regional-level problem?

Professor Ferguson: 1 honestly do not see it as a
problem. Things are evolving over time. In other
disease areas there are issues about different agendas
at the centre versus regions, and probably my
colleagues can talk more about that. Particularly in
the acute planning for a pandemic, the next SARS
emerging infections, those issues are a little less acute.
They may be more acute when we get other issues, for
instance, like the interaction between WHO and OIE
and FAO where there are some more fundamental
challenges, but within WHO 1 see less of an issue, at
least on that side.

Q212 Chairman: Before 1 bring in Lady Whitaker
and Lord Geddes, would any of the other three
witnesses like to add anything?

Professor Sir Michael Marmot: 1 see it slightly
differently, I have to say. Looking from a country
perspective, my Commission met in Nairobi, for
example, before the recent disastrous chaos there and
the impression we were given was of a huge
bewildering variety of specific programmes from
specific sources, each with a demand for “Do it this
way. Account for it this way”. The countries did not
have the resources for the accounting that was
required by this bewildering variety of specific
programmes. Looking at it from a country point of
view, what they saw was total lack of co-ordination
and they found it very difficult.

Professor Fohnson: In the field of AIDS I think there is
some similarity with what Professor Sir Michael
Marmot has described insofar as there are great gains
that have been made by some of the vertical
programmes, for example in the roll-out of anti-
retroviral therapy. But in one area you may have
several different programmes operating in one town.
That may have advantages but it may have significant
disadvantages if they are operating in different ways
as described. The second thing is how do we build
capacity within those countries. We are talking about
intergovernmental agencies, the role of WHO. But
there is, of course, the whole question of the role of
governments within country and the capacity of
governments to develop their own health services, to
develop the skilled people capacity. This is critical, to
deliver programmes over which they have some
greater degree of autonomy, which I think has to be
a long-term aim.

Q213 Baroness Whitaker: In a way my question is
just another way of putting Professor Johnson’s
point. Professor Ferguson, when you mention actors
and interests, I quite see that there are a number of
what in some contexts would be called producer
interests, very many professionals and very many
organisations. But from the point of view of the
people who are going to get ill, would you say there
was an integrated set of organisations?

Professor Ferguson: 1 am not sure if anybody speaks
for the people who are going to get ill in those cases.
We have governmental representation and WHO is
an intensely political organisation. The thing I have
had most dealings with recently has been the
Indonesian controversy over virus-sharing and the
response to that. There has been concerted action by
individual countries and groups of countries achieve
changes relating to intellectual property, and to get
more investment in certain basic infrastructure,
although I have to say with a lot of political edge to
the whole controversy. These actors are countries,
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they are not people speaking for the individual.
Turning to Professor Johnson’s point, it is perfectly
true that, if you actually look on the ground—not
necessarily in avian flu, which is an exception, but in
many control programmes for well-established
diseases, such as malaria and HIV—you will see a
bewildering variety of programmes in many
countries. I would not necessarily say that this is
WHO’s responsibility or fault, however. They
attempt a degree of co-ordination, but really the
situation is that lots of individual NGOs are coming
to agreements with individual Member State
governments to put in yet another programme
without necessarily any degree of co-ordination. The
failure of governance, if there is one at that level, is
really with the individual country involved.

Q214 Lord Geddes: 1 am homing in on very much the
same point as Lady Whitaker. In your opening
remarks, Professor Ferguson, you kept referring to
“interest groups” and I wonder what you meant by
“interest groups”. Do you mean the people who are
funding? Or political interest groups? Or, as Lady
Whitaker said, is it what I call the recipients? They are
all interested groups.

Professor Ferguson: It is a combination of both.
Because global health is almost a synonym for the
health of developing countries, quite often the
funders and the people behind them, have the
controlling interests in those discussions. The
sectional groups within organisations such as the UN
and World Health Organisation are other interest
groups. By sectional interests I mean they are very
technical organisations fundamentally, so you have
people with backgrounds in particular disease areas
who advocate those disease areas. There is not
necessarily the overview of scope, a truly
comparative assessment of, say, the cost benefit of
interventions for different diseases across disease
areas which you might wish if you were planning this
from scratch. The data do not exist to allow one to
balance investment in a malaria programme versus
investment in another vertical programme, such as
HIV. So what you get are very powerful interest
groups which are almost built organically between
scientists, professionals, policy people within those
organisations and partner organisations, NGOs,
academic units, which typically advocate particular
vertical programmes. In my view, the things which
suffer in this are arguably the less sexy horizontal
programmes which are much more difficult to
implement because they involve much more
challenging interactions with Member State
governments on the ground and are more difficult to
motivate. That is why it is encouraging in the last few
years that organisations like Oxfam have got more
involved in interactions with Gates and the WHO,

and also organisations like MSF which is growing in
importance. These interactions are on both the
vertical and the horizontal sides. So overall, interest
groups are rooted in subjects and diseases. That is
what it is easy to raise money for and people are
trained in specific areas.

Q215 Lord Geddes: 1f 1 may do a follow-up, and I
would be interested to hear from our other three
witnesses. One of the great advantages of being a
member of this Ad Hoc Committee is I have never
met so many professors in such a short space of time
in my life. It is a bit awe-inspiring for us on the
Committee.

Professor McLean: We are delighted you think that is
a good thing.

Q216 Lord Geddes: Be that as it may, what you have
just said, Professor Ferguson, frankly frightens me
because, if these interest groups are as powerful as
you say they are, and I can understand the logic of
why they are, is that not by definition a recipe for
disorganisation overall?

Professor Ferguson: 1 do not want to paint too bleak a
picture. People are aware of this and there are
attempts to join the dots horizontally. There are some
big initiatives. One of them is funded by Gates, which
is a follow-up to an earlier study by somebody called
Chris Murray on The Global Burden of Disease.
Whilst it has its methodological flaws, the current
study and the previous study have the big advantage
of being the only attempts to compare across all
disease areas the relative importance, impact and
severity of different diseases and also, to some extent,
how easy it would be to mitigate that impact. That
inter-sectorial comparison is starting to happen, but
part of the challenge is lack of crucial data. Part of the
challenges overall in this area are for the non-
research intervention programmes. The research
programmes have well recognised metrics of success
though even these could be better defined because,
but for the intervention programmes quite often
measurement of success is done in a very ad hoc
manner and not in an easily comparable manner
between programmes.

Q217 Lord Desai: Professor Ferguson, you gave a
very good analogy that it is not like a central bank, it
is like a market. But at the same time Professor
Marmot said what we have heard, and there are lots
of other specific things. It seems to me that specific
agencies and programmes give money which is non-
fungible and it is like a market with different foreign
currencies operating, but there is nobody to trade
between foreign currencies. Do you think that
reduces the effectiveness of the resources because
people cannot transfer money. They have to do it the
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way X tells them to do it and, although Y may tell
them to deliver the same, it is in another way? Is that
a problem with the architecture?

Professor Ferguson: Yes, in part. There are some finite
resources and the finite resources are the capacity of
the global community at any one time to implement
a certain number of programmes. There is a limited
number of people with the technical background and
experience to put in place certain programmes on the
ground and quite often those people have worked on
a whole range of different programmes in different
disease areas, so there is a degree of competition
there. I would agree in general with your remark.
Officially, NGO funding is earmarked for particular
areas, and different NGOs raise their money from the
grass roots and they want to implement their own
thing. But, if you tell them “this is not necessarily the
best way of investing money”, it is not a zero-sum
game—the money will disappear.

Q218 Lord Desai: Would it be better if all the money
was put in a nice big pot and then spent?
Professor Ferguson: You could try to do that.

Q219 Chairman: 1 think Professor McLean wants to
come in.

Professor McLean: 1 was going to say I think Professor
Ferguson has just touched on a very important issue
which we have not discussed yet, which is local
manpower, local healthcare worker power. There are
just not enough people to deliver all of these things.
As I am sure you all know, the problem is getting
much, much worse with healthcare workers leaving
developing countries to go and work in wealthy
countries, and that is a huge issue.

Professor Sir Michael Marmot: Lord Desai said it as if
it were an off-the-cuff suggestion, putting all the
money in one big pot, but surely that is what
governments do. I do not pay my taxes towards the
NHS or education, I pay my taxes to the Government
and the Government decides what to do with then.
The idea that I would pay my taxes only for HIV/
AIDS control and not for anything else we have
decided is an unworkable proposition, and yet so
much of the money coming in for healthcare in
developing countries is hypothecated. Not only does
it take away from local people to decide what is
important to them, it takes away from governments
to decide what is important. Take the issue in
Nigeria: 2,000 women die for every 100,00 live births
and in Sweden it is three; so that is the range. If you
have a programme for HIV/AIDS, it does not touch
that maternal mortality at all. If a country says, “We
have got these billions coming from PEPHAR and
Gates and everywhere else for HIV/AIDS but we are
not doing anything about the fact that a majority of
women who give birth are not attended by skilled

personnel, sorry, there is no money for that. You
can’t decide what to do because there’s all this specific
money coming in”, we would not run our
government that way and why should other countries
run their systems that way. I think Lord Desai’s point
is really a very good one. It may not be just throwing
it into one big pot, but it may be working with
governments to decide how best to use the resources
for their needs.

Lord Hannay of Chiswick: I want to follow up on this
point because I think quite a lot of what one hears is
that, indeed, it is the lack of health infrastructure in
many developing countries which means that,
however many resources you pour into targeting
particular infectious diseases, you are not going to
have terribly good outcomes. Having described that
as the problem, I think one of the questions we are
asking people like you is, in that case, how do we get
it better? Should a committee like this be saying that
too much money is going into specific, very high-
profile diseases and not enough is going into less well-
known ones? That is perhaps the more
straightforward problem. The most difficult problem
of all is that nothing like enough is going into
healthcare systems in poor countries and, if you put
more money into healthcare systems, then a smaller
quantum on the individual diseases might actually
produce better results. I do not know what the
answer to that is, but if you are able to guide us I
think this is one of the biggest issues we are looking
at.

Chairman: I am going to bring in Lord Jay on this
because in a way this is very much the question you
were going to ask and it is a very logical follow-on.
Lord Jay of Ewelme: That was the question I was
going to ask and I do not think I need to re-ask it.

Q220 Chairman: That is fine. This is the horizontal
versus the vertical, as we understand it.

Professor Fohnson: 1 think this is an absolutely critical
issue. I think it is very easy to throw out the vertical
programmes completely, and one should not do that.
The vertical programmes have, undoubtedly,
achieved a great deal in certain areas—anti-retroviral
therapy is making a difference and so are TB
programmes, vaccination programmes, and so on.
But the difficulty that arises is, if they are being set up
without the underlying horizontal infrastructure with
which they can interface, you begin to distort the
health economy, so you get people coming out of
what little infrastructure exists, which is often very
little indeed, and further pushing resources into the
vertical programme. To give an example, HIV
programmes are being rolled out, HIV screening is
being undertaken in ante-natal settings, because at
least part of maternal mortality is due to death from
HIV and neo-natal problems due to transmission of
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HIV. But then people stopped screening for the
entirely treatable condition syphilis, and therefore
you get the reappearance of congenital syphilis, to
give an example. To develop that infrastructure in
health systems it does seem to me to have the need to
work very closely with Member States and
governments, as Professor Marmot has said we have
to build the kind of infrastructure which may be less
glamorous for certain NGOs that are single-focused,
to build district health services and systems. That
requires huge investment in the training of
individuals. In Malawi, for example, there are very,
very few doctors. In other countries, as you know, we
are seeing net importation of trained staff into
developed countries, into the Western world, so we
have to invest quite heavily in that, and I think Lord
Crisp has written about how we can assist in the UK
in doing this. People are now talking about diagonal
programmes. That is, of course, trying to invest in
vertical programmes but making sure that they
interface with horizontal programmes. We have
vertical programmes, remember, in this country
which work like that. We have vertical programmes
for tuberculosis control in this country. It could not
be done just by managing in primary care; we need to
use the primary secondary interface and specialist
services.

Professor Mclean: I think there is reason to be hopeful,
because all that vertical money could leave a legacy.
Remember, the ultimate vertical programme was the
eradication of smallpox, and for some time after
smallpox was gone the childhood vaccination
programmes that have been set in place by it
functioned well, and in many places they still do
function well, so we do have a model where a vertical
programme leaves a legacy behind it that can do
other things too.

Q221 Lord Jay of Ewelme: Developing the same
point a little bit further. The consensus I get is that
you need both: you really need some vertical
programmes, you need some  horizontal
programmes. Do all of you think that at the moment,
the way that funds are being allocated, there is either
a risk of, or there is, an actual distortion of priorities
away from what you would think would be the right
balance between the building up of basic healthcare
systems and the focus on individual diseases?

Professor Sir Michael Marmot: 1 think there is another
issue that I am sure you have come across in your
deliberations. In 1978 the World Health
Organisation had its Alma-Ata Declaration on
Health for All and said that the means to achieving
health for all was comprehensive primary healthcare.
That meant building health systems—not a new idea.
1978 was the Alma-Ata Declaration. It will be
revisited this year in Alma-Ata, 30 years on. What

happened, in practice, was that health system reform
essentially meant marketising health systems. It was
seen as a very bad thing to have everything controlled
by the state, by the centre, “public” was a bad word,
and the structural adjustment programmes that were
foisted on low-income and middle-income countries
also affected health systems. So the bold declarations
of Alma-Ata did not happen by and large. They were
vertical programmes and countries were told to
privatise everything in sight to do with health
systems. In most low-income countries the majority
of healthcare expenditure is out of pocket. There is
good empirical evidence that, the higher the out of
pocket expenditure, the worse the health figures.
Whether that is a causal link between out of pocket
health expenditure or there is some common factor to
do with poverty and disorganisation. But it is,
nevertheless, the case that, the greater the proportion
of healthcare expenditure that is out of pocket, the
worse the health record. Rich countries do not do it
that way, by and large. In Europe we do not do it that
way, very little of our healthcare expenditure is out of
pocket, and we have good health records. But, when
you hear about Nigeria, two-thirds of its healthcare
expenditure is out of pocket and the majority of
women, as I said a moment ago, do not get skilled
care during their maternitiecs. The whole idea of
developing a health system just foundered after 1978.
We have had the vertical programmes but there has
been almost nothing else, and, at long last, WHO is
rediscovering the importance of primary healthcare,
and that is one of the things Dr Chan is hoping to
make part of her legacy in WHO and that is why this
year’s World Health Report will be on primary
healthcare, to bolster it. It is not just that there is a
mix. I would say the only game in town has been
vertical programmes and we need to rediscover how
important health systems, primary healthcare must
be to make vertical programmes work better, quite
apart from the fact that they are needed for all the
other things that are left out of the vertical
programmes.

Professor Ferguson: 1 would agree with much of that.
I think there are some positive steps to be taken in a
gradualist approach rather than tackling health
system reform head on. Organisations like the Gates
Foundation are deliberately forcing 90 per cent or so
of funding of their big programmes to be in-country
and increasingly are moving to enforcing that there is
a transitional hand over from initial governance of
those programmes, typically in academic or other
expert institutions in the West, moving to being
sustained on the ground without necessarily that
same input. The transition from a sustained, self-
directed, if not self-funded, vertical programme to a
horizontal programme is an easier one to see than, in
essence, flying in experts who run a programme for
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four years whilst they have funding and then fly out
again. So, for instance the Schistosomiasis Control
Initiative, which is run out of my department, has
treated 45 million people with a very simple drug
against one of the so-called neglected tropical
diseases. It has been a relatively cheap programme,
but it has been effected by nearly all the delivery being
done through local healthcare systems rather than a
single one-off additional programme with additional
staffing. There are other examples along those lines.
Also, there is the rediscovery of simple interventions
rather than necessarily complex therapeutic
interventions—for instance, going back to bed nets
and vector control for malaria, gives programmes
which can be implemented easily on the ground—
similarly, some of the ones for diarrhoeal diseases.
They are not necessarily the programmes that
scientists in the West want to get involved in and
other people want to advocate though.

Chairman: Can we move on to WHO leadership,
which we have touched on in a way already, but it is
becoming relevant.

Q222 Lord Geddes: We have, indeed, Lord
Chairman. It is difficult now to know how to phrase
the question. If I can put words into your mouth, the
pendulum has swung too far into vertical and you
would like to move back a bit to horizontal. Those
are my words and not your words. If that were to
happen (and the consensus of opinion from the
evidence we have had so far all points towards the
WHO), is the WHO geared up to take on that role?
And, as has come out in a question, there is a big
difference between WHO centrally and WHO in the
regions. There are two parts to each of my two
questions, and I would very much appreciate hearing
from all four of our witnesses.

Professor Sir Michael Marmot: In answering that, can
I raise another issue. We have been talking about
vertical programmes and horizontal programmes,
but there is a third issue which relates to the
commission that I am chairing, the Commission on
Social Determinants of Health, which is based on the
understanding that the main drivers of the health
status of the population lie outside the healthcare
system.

Q223 Chairman: In poverty, and so on, you mean?

Professor Sir Michael Marmot: Yes, it is arguable that
the best intervention to improve infant and child
health is education of mothers, not more healthcare,
and it is actually cheaper. I would never, for one
moment, argue that we should not have healthcare
for infants and young children; we should have it, but
we should also have education of mothers. It would
make a huge difference. When you talk about lack of

joined-up architecture, it is not just the lack of joined-
up thinking among the various actors interested in
healthcare, but it is lack of joined-up action in the
various actors concerned with the main factors that
affect health. There are good reasons for dealing with
child poverty, apart from poverty being a bad thing,
because poverty affects the health of the next
generation. But it is not being combined, it is not
being sorted out, it is not being co-ordinated to, for
example, invest in early child development, which is
very important for subsequent health. One of the
areas that my Commission is going to emphasise is
the importance of early child development, not just
child survival but physical development, linguistic
and cognitive development, social and emotional
development of children. It is absolutely vital. It is
not just a concern of rich countries, it is a concern of
all countries; it is a global concern. There is nobody
really tasked with that. There are bits—UNESCO,
UNICEF, WHO—there are bits and pieces all over
the place, but lack of co-ordination.

Q224 Lord Geddes: What is your answer?

Professor Sir Michael Marmot: 1 have been
struggling with this a great deal, and it is one of the
things my Commission is wrestling with, and I see an
issue that is quite similar to issues of governance
within a country. The question is what is the role of
the Minister of Health, in this country the Secretary
of State for Health, if you argue that the key drivers
of health lie outside the healthcare system? The levers
which the Secretary of State for Health can reach are
all within the healthcare system, so those are the ones
for which he tends to reach, but the main drivers are
elsewhere. It seems to me (and I think it gets back to
your question about WHO) that the Minister of
Health, the Secretary of State for Health, has a key
role, because nobody cares as much about health as
she or he ought to be doing. Nobody has the added
capacity to look at the drivers for health other than
those that tend to lie within the sphere of influence of
the Ministry of Health. The Minister of Health has a
key role as an advocate, as an analyst, in monitoring
how well things are happening and measuring health
status and, more importantly, the distribution of
health, health inequities within countries; so the role
of the Minister of Health, I think, is vital, a leadership
role, and I think that is the role that WHO ought to
be playing here. I think WHO ought to be playing a
leadership role among other international
government organisations looking at the key drivers
that affect health globally because of their concern
particularly in low-income and middle-income
countries. That is very difficult. I work in a university.
We talk about cross-disciplinary work, and getting
people to talk outside their own academic
department is extraordinarily difficult. Everybody
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tries it and everybody finds it very difficult. I have
been advising, in one way or another, across
government in this country for a long time. We talk
about  cross-department  working. It s
extraordinarily difficult. People pay lip- service to it,
but it is really very difficult. Since my Commission
got started, we have been to ILO, we have been to
World Bank, we have been to UN DESA to talk to
people about how they might link up, and everybody
says, “Yeah, great idea”, and then, when I get out of
the room, they go back to business as usual, so it is
extraordinarily difficult. But, to come back to your
original concern, what would the role of the British
Government be? The British Government has a very
respected voice, certainly in WHO and, I presume, in
other inter-governmental organisations, but it is a
highly respected voice in WHO. It could play a very
powerful role in trying to bolster, push, encourage a
WHO leadership role among the various actors in the
healthcare system but, more broadly, among the
various actors whose core business is to effect the key
drivers of health and health equity.

Q225 Chairman: That was a very full and helpful
answer, but would any of the other three like to
come in?

Professor Ferguson: 1 would agree whole-heartedly but
would voice maybe a slight cynicism. The WHO
annual budget is about 1.65 billion US dollars per
year, of which about one-third is core budget, which
can be applied to both administration and horizontal
programmes. Most of the rest is earmarked for
vertical programmes by Member States such as our
own. We, the Japanese, the Germans and, of course,
the United States are big donors to WHO and,
increasingly, the Chinese, but overall it is a tiny
budget to do any significant amount of global
development. Even if you took the sum across all the
UN agencies, we are talking about a tiny budget. If
you compare it with what the Bill and Melinda Gates
Foundation has to spend, then the people who are
actually going to determine what is spent on the
ground and, because they are not having to filter the
money to governments, have much greater ability to
implement things on the ground are going to be those
NGOs, and influencing those NGOs to have a
broader health perspective, I think, is where, to some
extent, WHO but also governments have a role. To be
fair, I think the Gates Foundation is moving in that
direction already. Even from the outset they
identified population concerns, women’s health,
women’s education as key determinants. They have
not invested as much in that and they are internally
getting rather siloed at the moment, just because of
the difficulty of spending money fast enough, but if
you take a market approach, and follow where the
money is, then influencing Gates and the other NGOs

is where the focus should be, given they collectively
spend as much as all the UN agencies on developing
per year.

Professor Johnson: 1 want to return to this issue of
education, training and human resources. If one
takes the view, which I do, that primary healthcare
and health systems are important for the long-term
sustainability of these programmes and the
developing world, then you have to have a strong
education infrastructure. That goes right through
from primary education, through secondary
education, through tertiary education. Education is
absolutely at the root of human development, in the
kind of things that we have been talking about. If
people have education, so employment follows, so
greater prosperity follows, child development
improves, nations improve their overall wealth. It is
extraordinarily important, as is women’s education
along the lines that have been described, but you
must then invest in those education programmes.
You cannot educate five-year olds without teachers
and you cannot have teachers without tertiary
education and, indeed, universities. You cannot have
doctors and nurses without a sustainable
infrastructure in the education sector. One thing I
have recently engaged with is a Wellcome Trust
scheme, which is trying to develop a programme of
improved infrastructure for research in an African
context and trying to get greater interaction between
UK universities and African universities. It is
pushing the African universities to take the
leadership role in building that kind of infrastructure.
That seems to me an extraordinarily important place
to invest if you are going to start from the kind of
grassroots that you describe, which will alter the
parameters which ultimately affect health. We cannot
continue in a situation where those human resources
do not exist and we are always trying to take people
from outside in. When people get trained up, as
Professor Mclean has described, they often migrate
out again. That is a key area for investment, but with
encouragement of leadership from developing
countries.

Chairman: Lord Desai, we have covered some of your
points on European Centre for Disease Control. You
might also want to pick up some of the other regional
ones as well, I am not sure.

Lord Desai: In the structure, where does the
European Centre for Disease Control fit in? Is it an
extra leg that we could do without? Or is it a very
helpful thing to have?

Q226 Chairman: The witness is smiling here. I am
puzzled by this. Go ahead anyway, Professor
Ferguson.
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Professor Ferguson: 1 do not think it is relevant on the
global health scene in terms of what we have talked
about; its remit is entirely within the European
Union. It should be compared with WHO Regional
Office for Europe. Actually the Regional Office for
Europe for WHO is mostly looking east towards
Russia and the less developed Eastern European
countries rather than the European Union. ECDC
has a small budget at the moment, and a very limited
influence. We could have an entirely separate meeting
about ECDC . I think it does some things well, in
terms of co-ordinating information and meetings,
and in other ways it is achieving very little, overall the
European Union does not have much of a role in
health anyhow by statute, and what activity exists is
also fragmented. I deal with bioterrorism at both
ECDC and something called DG SANCO, the
Directorate-General of Health, which actually has a
much larger budget but almost no political remit
within the European Union. So I would to some
extent leave ECDC to one side, because neither of
those organisations is significantly contributing to
what we are talking about with respect to WHO.
Chairman: I want to bring in Professor Mclean and
Professor Johnson on this because they are both
looking with some interest on this. Lord Desai, did
you want to pursue this?

Q227 Lord Desai: No, but I want to ask a
supplementary without forgetting the first question.
Would it help us, as a committee, not to think about
developed countries at all, just parcel them out, and
only worry about effectiveness in combining policies
in poor countries?

Professor Fohnson: Developed countries, since they
have control over quite a substantial amount of
resources, are very important in the way they impact
on global health. The responses of developed
countries with respect to key issues—for example, a
flu pandemic—is clearly critical as that is a very big
and sudden global health problem. But, if you are
concerned about where the major burdens of disease
lie in infectious diseases, then you are talking
primarily about the developing countries, although
infectious diseases remain a really significant cause of
morbidity and mortality in the UK, just at lower
rates.

Professor Mclean: 1 do not think you should leave the
developed countries out, because the way we behave
has such an impact on what happens. For example,
the way that we hire nurses from developing
countries has an enormous impact in developing
countries, and I think these issues that we were
talking about, about co-ordinating roles and a role in
education, are just very, very important. We know
that we have to stop hiring nurses from overseas. I do
not think we have stopped yet, we know we need to,

but there are other things we need to learn about
education. Setting up yet another MSc in London is
not what we need.

Q228 Chairman: Setting up what?

Professor Ferguson: Setting up yet another Master’s
degree course in London in order to---.

Professor Sir Michael Marmot: In Oxford!

Professor Mclean: It would be fine if it was in Oxford.
Setting up yet more postgraduate training here is just
not what is wanted by the people who are trying to
establish in-country healthcare.

Chairman: But you are dealing with a slightly
different thing. The issue of the ECDC, I think, is
next.

Q229 Lord Desai: Yes. We have this thing about
ECDC. Perhaps we should ignore ECDC altogether
and really concentrate on the impact of disease on the
poor countries. Developed countries appear as
suppliers of advice, money, and so on, and sometimes
the takers-away of resources.

Professor Fohnson: Absolutely.

Chairman: I know Lord Avebury wants to come in
on this.

Q230 Lord Avebury: 1 am a bit puzzled, because in
the announcement of ECDC’s Mission by
Commissioner Kiprianou, he said that it was to co-
ordinate all activities regarding risk assessment,
surveillance, detection and investigation. He then
went on to describe how its goal was to co-ordinate
existing networks on communicable disease. That
implies a global role, but you said it was purely
European.

Professor Fohnson: My understanding is that the role
of ECDC is to co-ordinate the activities in the
European Union. Therefore, they have a role in
working with Member States, as I understand it, to
bring together surveillance data, to work with
Member States on the number of policies in relation
to the control of infectious diseases but, primarily,
round the EU setting. Of course, they must also be
responsible if there were an outbreak. If pandemic flu
started somewhere in the EU, then of course they
would have a very important role in control and, I
think, in liaising with WHO, and so on. I think it is a
little unfair to dismiss ECDC in any sense when it is
a very new organisation. It is just building up its
capacity and beginning to develop its teeth, to be fair.
I think perhaps a better analogy might be with the US
CDC, where the US CDC has a very important role
in infectious disease surveillance and control and the
development of policies within the United States and,
obviously, interfaces with the WHO but is entirely
independent thereof. The analogy is obviously not
complete, because there are so many Member States
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in the EU. It is parallel but not within the WHO
family in quite the same way.

Professor Ferguson: 1 would agree. ECDC would like
to model itself on the CDC, but the CDC has an
executive function.

Q231 Chairman: Can you remind me what CDC
stands for?

Professor Ferguson: CDC is the Centres for Disease
Control, but the Centres for Disease Control have a
budget which is roughly 30 to 40 times that of ECDC.
Most importantly, they have an executive function.
They retain a lot of the US public health service,
which has a statutory responsibility and authority to
deal with public health, which supersedes that,
indeed, of states within the United States. ECDC, by
its formation, has absolutely no power to do
anything at all. It can only co-ordinate. I think it has
done quite a good job in some areas, but I would say
the two organisations are only similar in name really,
perhaps aspiration.

Q232 Chairman: Professor Marmot.

Professor Sir Michael Marmor: It relates to Lord
Desai’s supplementary. If I interpret the questions of
this Committee as being about intergovernmental
organisations where communicable disease is an
example, the question is: should we ignore the
developed countries? If we look at the global burden
of disease—Professor Ferguson pointed to the global
burden of disease—for every region of the world
outside Sub-Saharan Africa, the poorest of the low-
income countries, non-communicable disease makes
a bigger contribution to loss of disability-adjusted-
life-years than does communicable disease. If we are
worried about global health and global health
inequities, we cannot focus only on communicable
disease, we must focus on non-communicable disease
as well. My concern the whole of my research life, and
the concern of my Commission, is with health
inequity, or, putting it positively, health equity.
Should we ignore the developed countries? Life
expectancy for men in the most deprived part of
Glasgow is 52. The average for men in India is 62.
You have got worse health in the most deprived part
of Glasgow than in India. I would argue that, if our
focus is on health inequity, then the global health
agenda and the domestic health agenda come
together. We actually have to be concerned as to how
these health inequities arise and how we can deal
with them.

Chairman: I want to move on, I think, to the
investment and international use of funds. Lord
Avebury, you had an interest in this.

Lord Avebury: I think we have covered a lot of that.

Chairman: You are right: we have covered a lot of it.
I wondered if you wanted to talk about the
intergovernmental organisations or the voluntary
funds. But, if you are happy with what we have had,
that is fine.

Lord Avebury: I would like to ask another question.
Chairman: It is the balance of investment between
surveillance, prevention and treatment that I was
thinking of particularly.

Lord Avebury: Before we come on to that question, I
want to ask: at Question Time today we were dealing
with the UNICEF report on the state of the world’s
children, particularly the very poor records in the
West African region as regards progress on the
reduction of infant and child mortality. I was
wondering whether, considering that there is a huge
variation in this figure between one region and
another and the West African region is miles behind
any of the rest of the world, what funds should DFID
be allocating to international organisations to correct
that imbalance? Is that the task of the WHO to look
at the Millennium Development Goals and to
remove these disparities? It touches on what
Professor Sir Michael Marmot has just said about
inequities in health. Here is a gross inequity in health;
it is an order of magnitude between some of the states
in West Africa and the developed countries of Europe
in terms of child mortality.

Chairman: This is the issue of distribution within
regions, is it not?

Q233 Lord Avebury: Is that something that the
WHO should be addressing. And where should we
put our money if we want to make a difference?

Professor Sir Michael Marmot: Once again, we have
thought about and grappled with this issue on the
Commission on Social Determinants of Health, and
one of the things we will put to WHO is that WHO
should take a Ileadership role with other
organisations. The revolution in child survival came
from Jim Grant, not from WHO. It came from
UNICETF, not from WHO. One does not want to see
turf warfare here, but it is very important to realise
that there is more than one agency that is likely to
have interest in this. If UNESCO’s interest is in
education for all and UNICEF is interested in child
survival and WHO is interested in child health, you
have got to bring them together. I personally do not
have a big issue with who has the leadership role.
What I do think, though, with current issues about
UN reform on the table, we hear so much about the
Security Council of the UN and so little about
ECOSOC. I would have thought ECOSOC would
have been more important than the Security Council,
much more important. In fact, there would probably
be less need for the Security Council if we had got
economic and social development right. So,



108

DISEASES KNOW NO FRONTIERS: EVIDENCE

3 March 2008

Professor Sir Michael Marmot, Professor Anne Johnson,

Professor Angela McLean and Professor Neil Ferguson

ECOSOC really ought to be where we are putting our
emphasis and ECOSOC could then help these
organisations get together. WHO could well play the
leadership role in child survival, but when I heard a
minister of health from West Africa point to the
problem of rising infant and child mortality in her
country and say, “Our solution is to empower the
private healthcare sector”, my blood ran cold. She
not once mentioned anything about education for
girls, the fact that all over West Africa, in fact
globally, girls are enrolled in school to a much lower
extent than boys. It is just an issue of social justice to
get this right, and that must be a key driver of child
survival.

Q234 Lord Avebury: Is it entirely a question of the
leadership role? Or is it just a matter of money? These
are the statistics that we read from UNICEF, and
they, as you say, have a primary interest in the
reduction of infant and child mortality. The World
Health Organisation does not have the money to
fund the delivery systems that would be necessary?
Professor Sir Michael Marmot: Absolutely; no.
Professor Fohnson: It is not their role.

Professor Sir Michael Marmot: That is why they could
play the leadership role. They are not going to deliver
the services themselves.

Q235 Chairman: Can 1 intervene here? One of the
things I wanted a clear answer to here, because it is
one of the important issues, is the balance of spending
between surveillance, prevention and treatment,
because that, it seems to me, would be a core part that
we need to understand about the spending issue. Do
not let me take away from any other answer you want
to give there, but that I want an answer to, because it
is one of the things that keeps coming up.

Professor Johnson: Could I take the issue in relation to
HIV/AIDS programmes? There has been huge
investment in treatment for HIV in the last few years,
but actually that has not gone hand in hand with
investment in prevention. It is not just investment in
prevention, it is the attempt to try and integrate
prevention and treatment services. Arguably, we
have a long way to go in this country too in
integrating prevention and treatment services. HIV is
a life-long condition. We are treating a lot of people
in this country; we are treating a lot of people in
Africa. If they remain infectious, they will go on
transmitting the infection, so life-long management
of HIV, particularly as people live longer, also has to
involve prevention services in a clinical setting. It also
requires that we have very strong and continuing
prevention programmes at the national level,
through widespread advertising and education
programmes in schools, and so on, which have to be
sustained, just like vaccination programmes. You

have to sustain them and refresh them if you are
going to go on through time to achieve that. I think
a lot of agencies now would see that we have got a
mismatch between investment in treatment and
prevention, which often happens. Once a treatment
hoves into sight, the prevention agenda gets
forgotten. While we may be seeing globally a
relatively stable prevalence of HIV, that is because
people are dying so you are maintaining a number of
new cases. On the surveillance front, the surveillance
systems vary enormously between countries and the
sophistication varies enormously between discases.
The Foresight programme on infectious diseases, on
which I was a member of the expert group,
emphasised the need for improved surveillance
programmes and systems which harness new
technologies to improve surveillance. These things
are critical to understanding the future transmission
dynamics of these infections.

Q236 Chairman: Do you want to come in on this,
Professor Ferguson?

Professor Ferguson: Coming back to child healthcare,
we know how to reduce childhood mortality. I would
actually be more direct and say that, quite often it is
a failure of governments in the countries concerned.
They are largely simply failed states and it is very
difficult to operate in that backdrop. Coming to
detection, I think one needs to distinguish between
routine surveillance for endemic diseases where the
goals of surveillance, are really to monitor treatment
programmes, monitor trends in incidence and
prevalence and take corrective action if the trends are
in the wrong direction or at least to understand the
trends. Then the newer sense, post-SARS
particularly, of surveillance being outbreak
detection, and response. I think a lot has been done
on outbreak detection and response, particularly for
acute respiratory diseases, even in some very
challenging settings, with limited infrastructure such
as rural Indonesia or Cambodia, where we are
picking up single cases and certainly clusters of cases
in a relative short timescale. I am quite positive
here—I think the moves are in the right direction—
and we are also putting in generic capacity; there is a
degree of capacity—building going in on the ground
on that. There are questions from individual
countries about what they get out of such systems,
but CDC, in particular, has put a lot of money into
it. Where 1 would agree with the others is on
monitoring of burden of disease. In particular, to
monitor disease prevalence and incidence through
time. Those systems are much more patchy. They are
also more expensive quite often, because you are not
just looking for an early warning, and it is
particularly easy just to get a signal; you are having
to do quantitative, representative monitoring of the
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whole population in a setting where, as we have just
commented, there is no infrastructure and primary
healthcare to actually do what we would normally do
in this country to monitor. It means it is a very
challenging issue.

Q237 Lord Hannay of Chiswick: 1 would like to
come back to this question which we have been
circling round about WHO, horizontal, vertical, and
so on. All the answers we have had from you seem to
indicate that, first of all, you think the WHO does
play a very valuable role in co-ordination in so far as
it has authority to do so now and, secondly, that it is
really the best place to do that with your remark
about ECOSOC. I have to say, having been to rather
a lot of ECOSOC meetings, that I would not share
your enthusiasm. The trouble about ECOSOC is that
it is in a worse position than WHO: it has no
resources at all. It actually has no budget or money.
It strikes me that in terms of the WHO, if it were to
have a wider remit, a co-ordinating remit, it probably
will not be very effective at it if it does not have also
some more money, though not, I hasten to say,
oodles more money, drawing it away from other
financial centres. But, am I right in thinking that, as
far as co-ordination is concerned, as far as striking a
balance between healthcare systems and individual
diseases, and so on, really it has to be the World
Health Organisation which provides the forum in
which you can try and get a balancing-off of these
items? In which case, should one not be saying that
the WHO needs a wider, more fully supported remit
of a co-ordinating kind than it already has now and
that, if it is to be taken seriously, it almost certainly
needs some more money as well? Or have I got that
completely wrong?

Professor Sir Michael Marmot: If I may, I would say
you have it completely right. Its co-ordinating role at
the moment, I would say, is more potential than
actual, but it has real status. If you did not have
WHO, you would have nobody else. Bill and Melinda
Gates—it is wonderful that a philanthropist wants to
use his money to improve global health. But WHO
has real status in the system, and people love to
criticise it; but, if we did not have it, we would need
to start again and develop it and then people would
criticise it all over again. I think we cannot do without
WHO. We ought to support it, build it up, try and fix
the creaking problems, give it an expanded role
model. So, I would endorse that completely.
Professor Ferguson: It is difficult to underestimate. I
have experienced it just once in South East Asia. How
dominant is WHO? It is the first point of call of most
developing countries’ ministries of health if they have
any crisis whatsoever, particularly an infectious
disease crisis. They will call on the WHO local office
and then on Geneva, and WHO has status because it

is perceived as being representative. Frankly, while
such organisations waste money, WHO needs ten
times the budget, then they really could actually do
something, they could actually start implementing
programmes and have real clout. The problem WHO
has at the moment is just too limited resources to
actually implement programmes on the ground.
Chairman: I want to move on to health and non-
health intergovernmental organisations. Baroness
Whitaker?

Q238 Baroness Whitaker: We have touched on the
social determinants of world health. In fact, I was just
wondering if WHO did not show some joined-upness
in setting up your Commission already. What I
would like to know is what is the picture of co-
ordination between health and non-health IGOs?
You have mentioned education, of course, poverty
itself, but there is also trade, migration, there are a lot
of other things which affect healthy habitat too. I
know that UNICEF has quite a unified programme,
which they call “wellbeing” and which encompasses
quite a lot of what you call “child development”. Can
you tell us, first of all, are there people from other
IGOs on your Commission apart from distinguished
independents? Is it UN-representative, as it were?
And are there some other co-ordinating entities? Or
ought there to be? Is that one of the creaking
problems?

Professor Sir Michael Marmot: This is such an
important issue. The only representative of another
organisation on the Commission is from UN-
HABITAT. Anna Tibaijuka is a member of the
Commission. All the other commissioners are
independent. For example, Ricardo Lagos, the
former President of Chile, who is a Commissioner,
has been very much involved in UN reforms; he was
on the committee looking at UN reforms, so
although he does not represent another UN
organisation, he certainly has been close to UN
activity. The issue of co-ordination, I would say, is
not working well. I described before going in and out
of offices of other members of the UN family and
getting a very warm reception, but then I go back and
talk to people at the secretariat level and say, “I have
met the Director-General of ILO, he is very keen on
our agenda, he wants to work with us. Can you make
some link?”, and it does not happen. I go to the
World Bank and I get the same very positive
reception, and then I report back to the colleagues at
WHO and say that World Bank in their new health
strategy recognises explicitly that their lending in the
non-health sector has a huge impact on health and
that they need to monitor the health impact of what
they do, and I put it to World Bank, “You need
WHO to help you do that.” They say, “Yes,
absolutely right.” I go back to WHO and say, “There
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is a real opportunity here for you to play a key role”,
and it does not get picked up. I think it is a vital issue,
the co-ordination issue. I am not sure I know how to
do it.

Baroness Whitaker: That was my next question!

Q239 Lord Geddes: Why does it not get picked up? Is
it lethargy? Are they frightened?

Professor Sir Michael Marmot: 1 think there is a lot of
human nature in these organisations! I think it is why
a Professor of Medicine has difficulty talking with a
Professor of Anthropology in the university. People
understand their own turf. In setting up the
Commission on the Social Determinants of Health I
did not realise at the time what a bold move J W Lee
had taken, because as I now have seen it play out,
everybody within the organisation, by and large, is
involved in vertical disease control programmes and
they were quite threatened initially, saying, “We do
not know what all this is about. We do tuberculosis
control, we do malaria, we do smoking, we do HIV/
AIDS, we do cancer, diabetes.” What has happened
now, and it is very positive, is a group of these people
from the different disease control areas, say, “We
cannot do our work properly unless we take these
issues on board”, and we have actually, in a rather
subversive way, I think, got people involved in these
different programmes at WHO talking to each other
and recognising that the issues we are talking
about—to do with human settlements, with
employment conditions, with education—help them
do their work in tuberculosis control better, in safe
pregnancy, in violence, and so on. The next step, in a
sense, 1s to institutionalise that within the
organisation and to get the forum right (and I am
naive but that is why I was thinking of ECOSOC) to
make it easier to talk across organisations, and there
is nothing like money to give an incentive. If there
were money to get these organisations to talk to each
other, they would talk to each other.

Q240 Baroness Whitaker: That is one thing we can
consider, of course, but everybody always
recommends more funding. We shall be talking to
WHO, and I quite see that it is not your job to reform
the whole of WHO. But are there any mechanisms,
any institutional measures which you think should be
adopted to improve this, because it seems to me this
is a really important weakness?

Professor Sir Michael Marmot: 1 think Dr Chan is very
receptive to this. Once the organisation accepts that
health equity is a core value for the organisation (and
she is very receptive to this idea that it is a core value),
then you cannot achieve health equity without taking
action across the whole terrain that I have been
laying out, and that means that, for her organisation
to deliver on that core value, it has to function in a

different way. There are mechanisms that she can set
up. For example, there is a cluster devoted to
evidence for policy and information. It seems to me
easily feasible to set up a cross-cluster activity, as we
have been doing with these key people who are
working in different vertical programmes. We have
got a priority Public Health Conditions group that
meets. I went to meet with them to encourage what
they are doing. So we have actually set up a potential
mechanism which she could support easily and make
it part of the way the organisation functions. It would
mean bringing in some extra expertise, so when
people say “We do not know about education”, bring
in some people who do know about education, and
they would help you to interface with the other
relevant organisations.

Chairman: Before I bring you in, Professor Mclean,
Lord Desai, you wanted to come in.

Lord Desai: I just wanted to try out an idea. When
governments or NGOs want to give money, they
probably find that a vertical programme is much
more directly effective, they can see it can actually
fight disease. Forget about clean water, development,
education; it is very hard to raise money for that. Or,
they may think, you are not getting the bang for the
buck: “We actually put this money in to fight disease
and you are telling me you have started a primary
school.” So it is partly a matter of showing from
previous example that education of mothers, for
example, is effective, but beyond that I think it would
be difficult for horizontal programmes to command
respect. That may be a conceptual difficulty rather
than an administrative difficulty.

Q241 Chairman: Would you like to respond,
because I suspect this might be an area of your
interest too, Professor Mclean?

Professor Mclean: 1 was very taken with Baroness
Whitaker’s question about, apart from giving money
to WHO, how could one change it. Partly I am
interested for personal reasons. My life plan, when I
was in my twenties, was that [ would train myself up
as an epidemiologist and then go and work at the
World Health Organisation, because it secemed like
such an amazing organisation. Then, fortunately for
me, my PhD supervisor said, “Perhaps you had better
spend a summer there first.” So I did, and it was like
swimming through treacle. I do not know if you have
been there. I am sure that at moments of emergency
it all gets pretty exciting, but it is not an energetic
place. I think that is a very interesting question,
especially if one had some clout, because you might
be thinking about putting in some more money.
What could you do so that there are some little
moments of energy? I think perhaps there are things
one could do. One could think about sending people
in for a while, bringing them out again, sending in
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people to do specific things, not necessarily vertical
things. So I think that is a really fascinating idea. I do
not understand why international civil service has to
be like that.

Professor Ferguson: 1 think some of that is happening
now. Part of a recent criticism of WHO is that it is
almost entirely staffed by CDC people, and a few
HPA people, and they are drawing hugely on the
expertise of short-term people, particularly on
programmes they want to get moving quickly. The
downside of that is there has been a degree of
resentment between long-time, arguably less
competent, staffers within the core organisation and
the new brought—in people, and also that they lose
that expertise when people leave. They gain quick
expertise in priority areas and then it is not sustained
within the organisation. I think a lot of the
institution’s inertia is about the constitution of the
organisation, it being governed by the World Health
Assembly formally and the same inertia exists with all
UN organisations in trying to achieve major change.
I think also the quality of some of the people they get
has not always been what it needed to be . I have seen
different areas, say on the avian flu side, where a lot
of money and expertise and effort has gone in and it
has been a priority and it has actually been quite fast-
moving as an organisation.

Q242 Chairman: There is a very big issue around
this. I want to move on, though. I will do this fairly
briefly, because to some extent you have covered it,
but it is an area between intergovernmental
organisations to which I think we have to pay a bit
more attention. It is this one between those which
monitor human health and those which monitor
animal health. I wonder if you could say a word
about that.

Professor Ferguson: Diplomatically?

Q243 Chairman: Not too diplomatically!

Professor Ferguson: My interactions with OIE I have
found intensely frustrating, FAO is a little better, but
they really do have different perspectives on health. I
think WHO, for all of its faults, is principally targeted
on trying to improve the health of humanity. OIE is
nominally targeted on that, but it is not entirely
evidence-based and a lot of the infrastructure of
international regulations on animal health has been
developed, over a very long period of time and, I
think, act in a largely negative way in some cases.
You have a certain list of designated diseases—foot-
and-mouth disease being one, avian influenza being
another—which, should a country which is “free of
that disease” discover the disease on its territory, a
whole set of very damaging economic consequences
fall on that country. This is because OIE designates
disease-free areas and areas with disease and they are

not allowed to trade with each other. Many people
(and I am not unique in saying this) have said this is,
in essence, a way round WTO rules, to maintain
protectionism in agriculture. Some countries in the
world can afford to control some animal diseases like
foot-and-mouth disease, other countries cannot
afford to control the disease. In fact, foot-and-mouth
disease is not a very important animal disease; it is
not a highly lethal disease; we create it as a disease of
importance. The relevance of this to human diseases
has been sharply shown in avian influenza crises, that
countries have been slow to report outbreaks and,
indeed, avian influenza activity in countries has been
detected via human cases rather than by ministries of
agriculture in those countries reporting outbreaks. I
will not give a list of those countries because I work
with them, but in many cases I have talked to people
in ministries of health who have been aware of
agriculture outbreaks, who say their ministry of
agriculture is aware of the outbreak and they have sat
on the data for two or three months before reporting
it to OIE because of economic concerns. It is
fundamentally amiss. There are some efforts now to
change this. I was reading an editorial, written by the
new director of OIE, commenting on these issues,
saying that in the future countries should not use the
international animal health regulations as an indirect
method for inhibiting free trade, but at the moment
the economic consequences are such that it is very
deleterious to accurate surveillance for animal
diseases.

Chairman: Unless any of the three of you would like
to come in on that, I am happy to move on. Lord Jay,
the drugs issue. This again is about whether people
are operating in their own closed areas or whether
they are crossing boundaries, but perhaps we need to
clarify the drug issue.

Lord Jay of Ewelme: Thank you. I should have
declared an interest earlier on as Chairman of the
Trustees of the medical aid NGO Merlin. That is
going to be an interest Lord Geddes would
disapprove of! Anyway, there we are.

Lord Geddes: I do not disapprove of it!

Q244 Lord Jay of Ewelme: 1 mean the organisation.
Just a question on drugs. I think better and better
drugs exist, but I am certainly struck, in travelling to
some pretty difficult bits of the world, that they very
often do not get to where they are wanted at the time
they are wanted: or, if they do get there, they are then
cut off and then more are needed. I suppose the
question is; whose responsibility is it to try to
overcome that problem? Is it international
organisations? Is it WHO, is it WTO and the TRIPS
organisation? Is it national governments? Is it the
drug companies themselves? Can we make more use,
or could more use be made, of commercial
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distribution systems within countries? I think Coca-
Cola are developing a system of distributing drugs.
Can more be done in that way? I am just interested in
your thoughts on that in the face of what Professor
Ferguson was saying about the success, as I
understood it, in getting schistosomiasis drugs
through to people who needed them. Maybe there are
some lessons to be learned from that?

Professor Ferguson: Yes, totally.

Professor Sir Michael Marmot: Could I start by saying
something that I should have said in answer to
Baroness Whitaker as well. Again, we are toying with
the idea of an equity gauge to look at all policies as
they affect health equity. If you take the argument
that health of the population is basic and we should
not pursue policies that are detrimental to the health
of the population and the further argument that
health equity should be a fundamental value, then we
should look at all policies with an equity gauge. If we
then come to WTO and intellectual property, we
should look at it with a health equity gauge, both the
agreements that we reach under WTO generally, and
in relation to pharmaceuticals and intellectual
property. What impact do they have on health
equity? You do not have to be a genius to look at the
impact they are having on health equity, which is
extremely adverse. The self-serving arguments about
how global health will benefit by restrictive practices
do not hold water, and if we said that we wanted the
issue of health equity to be on all WTO agreements,
not just those that apply to drugs but that apply to
everything, that is in a way saying we want to look at
how fair WTO agreements are. I think we ought to
apply it specifically to pharmaceuticals, and then the
other side of it is that, if you can get the drugs into the
countries at affordable prices, if you have got a
horizontally-developed healthcare system, you can
get them to people.

Chairman: The International Health Regulations.
Lord Geddes?

Q245 Lord Geddes: 1 am hoping to get through this
rather quickly. Could we have your comments,
please, on the International Health Regulations, on
which we have heard a considerable amount of
scepticism. In your opinion, are they useful? And,
even if they are or are not, are they enforceable?

Professor Ferguson: 1 think they are useful because
they state a country’s responsibilities and what
countries expect of the WHO, which was implicit
before but not fully stated, and so from that point of
view I do you think they are valuable. They give
countries an obligation to report certain diseases, i.¢.
building on the SARS, experience and expectations
of WHO. As to whether they are enforceable, then if
you tell me an international law regulation or treaty
which is enforceable fundamentally, I would be glad

to hear it. Particularly at a UN level rather than
necessarily an EU level, there are not the mechanisms
in place for enforcement but I think, (again, China
learnt this lesson in SARS) being a good global
citizen is the implicit enforcement mechanism.
Countries have signed up and WHO is already
starting to do naming and shaming exercises when
countries start to slide back on their responsibilities.
So I would be actually quite positive about the
international health regulations.

Q246 Lord Geddes: Is that view held across the
board?
Professor Mclean: They are better than what we had
before.

Q247 Lord Geddes: That does not say an awful lot!
Professor Mclean: No.

Q248 Chairman: 1 pick up from what some of you
are saying that you feel there have been changes in the
WHO which mean that it is working more
effectively—I am jumping back a bit—than it was
before, because you actually seem to have been less
critical of the WHO now than it was previously. Is
that right? Do you think the WHO is getting better?
Professor Johnson: It is a difficult question to answer in
the absolute. I think in some of the areas that you
have highlighted, particularly the response to things
like SARS, the point that Neil has made is important.
The fact that WHO is seen as the body that is
respected and is seen probably to deal a fair hand, I
think that is very important too. The recent efforts,
for example, around flu pandemic plans is one
internationally that WHO has had a very important
role in. I would certainly support the view that this is
an agency which needs to have that leadership role
internationally, but all the problems that have been
described pertain, such as funding. There are
obviously a lot of different political interests in how
WHO operates. One issue is that there is quite a high
staff turnover, because people come in with relatively
short-term secondments and there is a lot of reliance
on consultants coming in for relatively short periods.
This has the advantage that you bring new blood into
the organisation, but, on the other hand, you have
got quite rapid throughput of staff from a large
number of Member States. Broadly, some of these
new efforts in infectious diseases, I think, have borne
fruit. I know relatively little about the new
regulations, but they are new and, as understand it,
Member States are still trying to explore how best
they be interpreted, and I suspect that will be an
ongoing process for some time to come.
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Q249 Baroness Whitaker: A quick question. Of
course the new regulations are an enormous advance
in their reach from the previous ones, but as for the
premium they put on surveillance systems, obviously
many countries just have not the capacity to
implement those properly. Is it not possible that,
because of the existence of the regulations and their
mandatory obligations, countries might get more
funding from the developed world to improve their
surveillance systems? You do not necessarily know
the answer to that, but would that be a desirable
outcome?

Professor Johnson: There is no doubt that across the
piece people are recognising the need for investing
and strengthening surveillance systems, and that has
been said by a whole range of organisations.
FORESIGHT said it loudly, WHO said it
presumably also partly through the regulations and,
I suppose regulations do always provide a sense of
imperatives which may allow money to follow, but I
think there are a number of other bodies trying to
strengthen that area in addition.

Q250 Lord Hannay of Chiswick: Following up this
line of thought, it must, surely, be fairly evident that
a lot of very weak countries are going to find it very
difficult to grapple with these new regulations but
that it is in our interests as a developed country that
they should succeed in grappling, not just for their
good but for our good too. In which case we and
other developed countries ought to be giving them
more help to do it, not saying we doubt whether these
regulations were enforceable, which I am sure they
are not in many weakly administrative bodies, but
(and this is what Baroness Whitaker, I think, was
saying) giving them more assistance to actually
implement regulations which it is in our interests they
should implement.

Professor Ferguson: The US has been doing this to
quite a significant degree, particularly in the avian
flu area.

Q251 Lord Hannay of Chiswick: Have you?
Professor Ferguson: 1 honestly do not know the answer
to that, but the US, through WHO and bilaterally
with countries on the ground, has given probably in
excess of $100 million, maybe quite a lot in excess of
that. That has involved, to be fair to them, quite good
programmes of building up surveillance systems,
data systems and lab capacity on the ground. It has
been quite productive and WHO has co-ordinated
much of the effort. Some of the issues have been
thrown into sharp relief by the Indonesian crisis and
in some ways that has accelerated the increase in local
capacity for lab diagnosis as well. But as regards
monitoring the burden of disease more generally, I
think hugely more work needs to be done there.

Q252 Chairman: It has been said that the
International Health Regulations cannot be enforced
in a literal sense and therefore you are looking for a
way for WHO, or individual governments like CDC
in the US, or whatever, to do it. I think that is what
I am struggling with, I do not know about my
colleagues, but it is very hard to see how you can best
help. If individual nations just give that sort of help
on a one-to-one basis, if you like, do you do it
through the WHO, do you do it through regional
structures? What do you do? How do you do it?
Professor Ferguson: WHO, via their website, in the
documents they produce, represent a huge body of
knowledge about how you actually do a lot of basic
heath-related  activities, particularly in the
developing world. They act as a library of knowledge
for practitioners on the ground and I think with the
IHR, their protocols on how you implement
surveillance systems, what should you do, should not
be underestimated in how they will have influence.
People really do just follow the guidelines WHO
issue.

Q253 Chairman: And governments can do that
individually, even though in many countries you are
talking about governments which are not very
effective, to put it mildly.

Professor Ferguson: In Sub-Saharan Africa, a lot of
activity is just trying to follow WHO guidelines, from
the people on the ground to the ministries of health.
The grey area is countries like Indonesia, Thailand,
Vietnam, China, where they do not just follow, they
have more capacity than just to follow guidelines, but
even for those countries on needs to realise that ITHR
would not have got through without Chinese support
and China was the country most criticised in SARS.
I think the lessons have been learned there as well.

Q254 Chairman: 1 am sorry; did you want to come
in?

Professor Fohnson: 1 was going to say, on surveillance
and investment in surveillance, that this is an issue of
Global Stewardship, to take a phrase from the
Nuffield Working Party on Public Health Ethics of
which I was a member. Investment in these areas in
developing countries is extraordinarily important for
identifying new and emerging infections and being
able to deal with the public health consequences. It is
also a form of enlightened self-interest, because, as
you identified in your original questions, infectious
diseases move very rapidly round the world because
of the social, economic and other circumstances in
which we currently live. There is a massive amount of
population-mixing which allows problems to emerge
quite rapidly, So there is, a responsibility for
investment in these areas and working with WHO in
that capacity.
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Chairman: Anyone else on this before I move on to
bioterrorism?

Q255 Lord Hannay of Chiswick: Would I be right in
thinking that it is not really sensible to think of
bioterrorism as a separate subject in its own right,
because in fact the impact on world health,
international security issues, and so on, of a major
bioterrorist action would not be particularly different
from an outbreak of a highly infectious new disease,
like SARS or avian flu, that had crossed the line, and
so on. Therefore, basically we should not be putting
the two things into completely separate boxes, we
should be looking at them as similarly catastrophic
events against which we are probably not very well
prepared but which developed countries are infinitely
better prepared than developing ones. I am not
talking about the security aspects of stopping people
using biological weapons, I am talking about what
happens if they do use them like, for example,
ensuring that there are enough drugs to deal with a
situation positioned in particular places where they
can be available quickly, that there is some
machinery that links up the WHO with organisations
that are involved in security, like the Security Council
and so on, if it came to closing off a particular part
of the world, or whatever it is, in a controlled fashion
rather than a completely uncontrolled and anarchic
fashion. These are all issues that could just as well
arise from SARS or avian flu crossing the line as they
could from one of Osama bin Laden’s merry men
getting hold of something very nasty and releasing it
somewhere.

Professor  Johnson: 1 think the concerns about
bioterrorism probably have strengthened our health
protection function in this country. I think it has been
one of the drivers for improving the health protection
structure. The Health Protection Agency has been
significantly strengthened over the last decade and
taken on a broader range of activities. So, I think I
agree with your point that the same mechanisms will
be put into place, and to some extent the same
protection functions would be put in place by
government, as would be the case if there was a threat
of avian flu, and with concerns about H5NI1 in
poultry flocks recently in the UK. Those same sort of
mechanisms are put in place to protect the health of
the public. So, yes, I think it is important to think of
the two going hand in hand and not requiring entirely
separate infrastructures for the management of the
protection of the population. The Ministry of
Defence issues are entirely different, but the human
containment issues would wuse the same
infrastructure, as I understand it.

Q256 Lord Hannay of Chiswick: Following on from
that then, has the WHO got a handle on this sort of
thing? Are the huge range of developing countries
even remotely capable of operating any of these
necessary disciplines and prophylactic measures and
goodness knows what else? Or are we, again, living in
aworld in which we are all preparing ourselves for the
worst, probably quite -effectively, but we are
forgetting about the rest of the world which has got
no defences at all?

Professor Ferguson: One has only to look at the threat
assessments to see the catastrophic scenarios of an
infectious disease release are actually very unlikely.
The only real candidate is smallpox but we were more
concerned about that a few years ago. The developed
world is much more prepared than the developing
world for smallpox. All the other potential candidate
agents are non-infectious. Without doubt, the
developed world is, again, much more prepared than
the developing world here as well but those agents do
not pose quite the same cross-border risks you were
perhaps implying. In my own honest opinion, having
worked in this area for quite a while now, the threat
is very minor. The capability of potential people who
might use biological agents is very limited at the
current time. That is not to say it should be
completely dismissed, because that capability will
grow significantly, but at the moment I would agree
with what Ann said. It is actually a lesson the US
learned in the last few years in terms of their
investment in this area. It is much more cost-effective
to invest in dual capability response measures which
can be used against acute natural occurrences as well
as deliberately introduced agents than very specific
counter measures against particular pathogens which
may or may not be used. Specific counter measures
are very expensive to develop and you do not get very
good value for money for the size of the investment.
The Bio-shield initial investment in the States was not
terribly productive for such a large amount of money.
The second generation of that initiative post—HS5N1
avian flu has been much broader in its scope and
arguably better invested. In terms of WHO, there are
a few discussions of these things, but the general
consensus there, if I was to be a little bit cynical, is
that most people, I think, view it as a threat which has
been invented in the States and propagated in the
Anglophone world and it is really not a serious public
health threat. They may be being a little narrow-
sighted in that, but I think the perspective is that
there has been such a distortion of spending in the
United States on this issue that they will focus on
what they are doing and let the US invest.

Q257 Lord Hannay of Chiswick: If you are agreeing
with the analysis that there is not a huge difference
between how you handle SARS and this, then WHO
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should not have to ask themselves too many
questions about how real the threat from
bioterrorism is?

Professor Ferguson: 1 feel, and others feel, the real
threat in bioterrorism is not in the human health side,
it is much more likely to be deliberately introduced
animal pathogens targeting developed countries.
That is easy to do and has economic impact.

Q258 Chairman: 1 was going to ask you about that,
because my understanding is that the problem for
anybody choosing to do this, be it a state or a non-
state organisation, is actually weaponising it, making
it something you can transport. But some of the work
that has been done by some of the countries that were
looking at it, and they were actually developing
countries, if you look at Hans Blix’s report on Iraq,
it was things like wheat germs, so it was targeting
crops. Is that not right?

Professor Ferguson: If you take the foot-and-mouth
virus—and the United States Homeland Security are
very concerned about this—it is very easy to
transport, you can deliberately cause an outbreak
which has no human health consequences but has a
very significant economic impact. I would agree,
again, that some of the plant pathogens are a risk
as well.

Q259 Chairman: The answer, in a sense, is still this
issue of having a really good detection, identification
and monitoring programme which applies whether it
comes about from natural or unnatural sources. Is
that right?

Professor Mclean: And a contingency plan and
practice.

Q260 Chairman: You need both or separately?
Professor Mclean: 1 agree with the point that the two
would be the same.

Q261 Chairman: Right.

Professor Ferguson: The US has a slightly different
perspective. They agree that you want multi-use
strategies, particularly response and contingency
plans. But the forensic aspect of investigation, of
identifying culprits and responding is very important
to them as well, and talking to people in the Home
Office that is also a concern here and does lead to
some differences in how to go about doing things.

Q262 Chairman: But not the essential—
Professor Ferguson: Not in terms of the human
response, but in terms of how you maybe investigate.

Q263 Chairman: So it may be a security response
rather than if you like—

Professor Ferguson: It is a broader response because it
involves the security apparatus as well.

Chairman: Any other questions?

Baroness Whitaker: Could 1 be really messy and
jump back.

Chairman: Please jump back for a few more
moments.

Q264 Baroness Whitaker: This very potent idea of
health equity: in respect of patent medicines, what
happens if the WTO is not prepared to adopt the idea
of the primacy of health equity? What if it only wants
to enable trade and for manufacturers to make a lot
of money? How does the WHO on this co-ordinated
committee sell health equity as a criterion for patent
law to the WTO?

Professor Sir Michael Marmor: The civil society
organisations who have been co-operating with my
Commission from the beginning say: “You give us
the ammunition, we will run with it.”

Q265 Baroness Whitaker: They will make a fuss?
Professor Sir Michael Marmot: They will make a fuss.
Baroness Whitaker: Which has actually happened to
some extent.

Lord Desai: 1 think there is a conflict there, because
somebody could argue that trade encourages
development, which improves health, and so it is not
always clear that some of the NGOs who do not like
free trade are necessarily on the side of development.
Chairman: If you can answer this in one minute, you
will do rather better than the rest of us put together,
but have a shot at it.

Q266 Lord Hannay of Chiswick: Surely it is another
aspect of the environmental issue with trade, which is
exactly the same thing?

Professor Sir Michael Marmot: 1 can answer it easily
by saying we are not against trade. We do not buy the
argument. We are not against globalisation.

Q267 Chairman: 1t is not an either/or you mean?
Professor Sir Michael Marmot: Globalisation is a force
for good, the problem is the way it is operated; and
trade is a force good, the issue is the way it is
operated. That is why we would want to have the idea
of an equity gauge in the context of agreements about
trade. Similarly, tariff reduction. Tariff reduction, if
it promotes trade, is potentially a force for good, but
where it is a main source of government revenue for
poor countries, there have got to be transitional
arrangements. So we are not against trade, we are not
against the markets, we are not against any of those
things. Some NGOs that we have talked to are
against those things, but we are not. We are in favour
of operating in a way that is fair and just and our
criterion is health equity.
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Chairman: Thank you very much indeed. We are very  have not touched on, or if there is anything you want
grateful. You have given very full and very helpful to elaborate on, as I have indicated, please contact
answers. If you feel there are other issues or thingswe  the Clerk. Meanwhile, thank you very much indeed.




DISEASES KNOW NO FRONTIERS: EVIDENCE 117

MONDAY 10 MARCH 2008

Present Avebury, L Hannay of Chiswick, L
Desai, L Howarth of Newport, L.
Eccles of Moulton, B Soley, L (Chairman)
Falkner of Margravine, B Steinberg, L
Flather, B Whitaker, B
Geddes, L

Memorandum by Royal College of General Practitioners

1. The College welcomes the opportunity to comment on the Intergovernmental Organisations Ad Hoc
Committee inquiry into Intergovernmental Action to Control the Spread of Communicable Diseases.

2. The Royal College of General Practitioners is the largest membership organisation in the United Kingdom
solely for GPs. It aims to encourage and maintain the highest standards of general medical practice and to act
as the “voice” of GPs on issues concerned with education, training, research, and clinical standards. Founded
in 1952, the RCGP has over 33,000 members who are committed to improving patient care, developing their
own skills and promoting general practice as a discipline.

3. Whilst recognising that “no country is an island” when considering infectious disease, the
intergovernmental structures for tackling them have little day-to-day impact on the working lives of GPs.
Consequently, many of the questions raised, whilst fully valid for exploration, are not those which the college
feels competent to give evidence upon, particularly with regard to intergovernmental structures.

4. The college would, however, wish to see the problem of communicable diseases raised as a priority on a
national and international stage. We would also like to draw attention to other pressing issues related to world
health: supplying clean water; providing adequate food and sanitation; supplying preventative medicine,
including immunization programmes; lifestyle challenges, such as smoking, alcohol, sexually transmitted
diseases and obesity.!.

REDUCING HEALTH INEQUALITIES

5. The college would like to highlight the fact that GPs have a duty within their ethical code, as laid down by
the General Medical Council, to provide care in the best interests of patients and the public health, regardless
of their socio-economic status. This is particularly relevant to this inquiry because allowing equitable access
to healthcare is vital to our efforts to control the spread of communicable diseases.

6. Reducing health inequalities and improving patient safety are national priorities that have international
counterparts. We suggest that proportionate study is given to the major public health problems and that
resources are realistic for preventive work in disadvantaged communities. It is more important than ever to
enhance the self esteem of vulnerable families, to take simple steps to intercept transmissible disease and not
have our attention monopolised by borderline technological advances that benefit a fortunate few.?

INTERGOVERNMENTAL COLLABORATION

7. To tackle the issue of communicable diseases effectively, a joined-up approach is necessary on a national
and international level. A recent RCGP response to a Department of Health consultation on Pandemic Flu
documents® argued the case for government departments, principally the Department of Health and the
Cabinet Office, to work in close collaboration to respond to a pandemic influenza epidemic. A national
framework must be brought into existence to encompass all the departments involved. A joined-up approach
is also necessary on an international level, both within the EU and elsewhere. The consequences of an influenza
epidemic will be exacerbated by global interconnectedness.*

I RCGP response to the Department of Health Consultation: Health is Global: Proposals for a UK Government-wide Strategy,
May 2007

2 RCGP response to the DH Consultation: Health is Global
RCGP response to the Department of Health Consultation: Pandemic Flu Discussion Documents, May 2007.

4 The Royal Society, Report of a Royal Society/Academy of Medical Sciences symposium on pandemic influenza held on 27
November 2007
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PuBLic ENGAGEMENT

8. Public engagement is critical if measures to tackle communicable diseases are successful. This will depend
on the extent to which governments and/or healthcare systems are able to engender the trust and confidence
of the populations they serve. Any policies in place to respond to the problem of communicable diseases must
be patient-centred and developed from the perspective of the patient, particularly those with complex and
interrelated health problems e.g. those with positive HIV status suffering from additional infections, such as
pneumonia.

PoLicy FORMULATION

9. Policy decisions must be based on advice from a wide spectrum of scientific disciplines. It is, for example,
not sufficient for governments to rely exclusively on the advice of virologists or modellers. Medical historians
and behavioural scientists could provide valuable insights and ensure that appropriate lessons are adaptively
learned from past experiences.’ To illustrate this point we can use the example of planning for an influenza
epidemic. From the GPs perspective, the following expert disciplines will need to be incorporated:

— Operations research, using modelling and algorithms to determine the most efficient ways to act
— Queuing theory, for example to evaluate probable waiting times and numbers waiting
— Logistics, for managing the supply chain

Intergovernmental organisations must take account of these varied disciplines and consider how skills can be
utilised from a number of sectors. They also need to consider how leadership expertise can be drawn from
multiple sectors, including the military and media as well as business and academia in order to support
objectives for panic minimisation, assessment of economic impact, scenario-based decision-making and
optimisation of telecommunications resilience. Academies could potentially play a greater leadership role in
the future.®.

10. Planning on an intergovernmental level must take account of the vast disparities which exist between
countries in terms of food supply, utilities, transport infrastructure, availability of essential medicines, support
for the healthcare workforce and access to specialist advice. The increasing prominence of Africa in the spread
of influenza is a great concern, at an international as well as national level, given the weakness of infrastructure
and reporting systems in some African countries.’

11. It must be recognised that there is variation between healthcare systems in individual countries, some of
which have greater capacity than others to deliver healthcare services to their populations. Furthermore,
different types of healthcare systems may affect our ability to implement policies to control communicable
diseases. It may, for example, be more difficult to implement policies in a country whose health system is based
on privatisation and/or outsourcing because private companies will have a specific contract as opposed to the
potentially open-remit of public sector organisations.®.

THE IMPORTANCE OF PRIMARY CARE AND THE ROLE OF THE GP

12. It is essential that individual countries have effective primary health care systems in order to implement
policies successfully. In the UK, frontline primary care accounts for 90% of the contacts with the NHS. In the
case of a pandemic, it will be the GP’s role to assess those patients at particular risk or who are developing
complications and to provide urgent care for non-pandemic problems which may be exacerbated by the
pandemic, in particular by the increased difficulty in admitting non-pandemic patients to hospital.’

RESEARCH AND ETHICAL CONSIDERATIONS

13. All action to control the spread of communicable diseases should be carried out within an ethical
framework. Research into the prevention of communicable diseases should not be driven by commercial
interests. Furthermore, the process of using modelling when planning for a pandemic must take account of
additional variables when setting parameters.'? These should include the greater frequency of co-morbidities
in the elderly when comparing with children to select target populations for intervention, and the impact of
population density on behavioural change.

RCGP response to the DH Consultation: Pandemic Flu Discussion Documents
The Royal Society, Report, 27 November 2007
The Royal Society, Report, 27 November 2007
RCGP response to the DH Consultation: Pandemic Flu Discussion Documents
The Royal Society, Report, 27 November 2007

O The Royal Society, Report, 27 November 2007
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OTHER PoOINTS

14. The RCGP feels that our educational and primary care expertise should be shared with our counterparts
abroad. Those delivering health education and those delivering health care need to be adequately trained and
supported. The opportunity to influence the continuing professional development of health care clinicians can
be seized as we consider practice quality and re-accreditation here in the UK.!!

15. The college believes that GPs are better able to prepare for the consequences of a new pandemic rather
than try to prevent it.

16. With reference to Issue 12, there is some concern that GPs will be blamed for over-prescribing anti-biotics
and thus contributing to the increased microbial resistance to them. There is arguably pressure on GPs to “play
safe” and give antibiotics to those who might not require them. For example, a GP may face recrimination
for missing an emerging pneumonia in a toddler but also face criticism for treating an infant’s sore throat with
amoxicillin.

17. T acknowledge the contributions of Dr Simon Stockley towards the above comments.

6 February 2008

Memorandum by The Royal College of Pathologists

Ql: A recent report on Communicable Diseases by the UK Department of Health stated that “post-war optimism that
their conquest was near has proved dramatically unfounded”. What is your assessment of the overall position? More
specifically, is it simply that not enough progress is being made in reducing the spread of such diseases? Or is the global
situation actually deteriorating? Would it be an exaggeration to talk of a crisis?

A: The situation varies in different countries. Some diseases are much less common where the benefits of
public health (water, sewerage, nutrition, housing, environment), vaccination and antibiotics have been
realised. Poverty often equates with lack of public health benefit, and is a major influence on infectious disease.

Substantial progress has been made in some areas, such as the eradication of Small pox. Some of the others
like Malaria and TB have proven to be far more difficult to eradicate than previously thought. In many cases
evidence about how to reduce the burden is available but there is lack of action e.g. poor diagnosis and
treatment of Malaria.

There are increased risks from: new diseases e.g. SARS; travel, lifestyle, war, breakdown of infrastructure;
medical advances can create new ecological niches e.g. immunosuppression, polypharmacy; antimicrobial
resistance. Lack of infrastructure also means that when the developing world is faced with new challenges it
is less able to cope (HIV, drug resistant TB).

Q2:  What reliable data exist regarding the numbers of people infected globally with the four diseases'? on which the
Commuttee is focusing particular attention? What trends are discernible in both the numbers infected and the patterns
of infection? And what are the main underlying causes of infection and of any changes in its incidence and pattern?

A: WHO and HPA will have figures. Surveillance mechanisms could be improved in rural areas in developing
countries, but confirmation of diagnosis will also depend on laboratory diagnostic facilities being available.

Malaria will continue to be a problem but hopefully the use of ACT, insecticide impregnated nets and spraying
of insecticides will reduce cases.

Despite development of drug resistance and increase of TB in HIV/AIDS patients, improvement in detection
of smear positive TB cases and DOTS will hopefully result in reduced transmission of infection.

Similarly the availability of relatively low cost ART to increasing numbers of HIV patients, especially in Africa
provides some hope given the size of the population. However diagnostic facilities to support the use of ARTs
and follow disease progression are generally lacking. The HIV epidemic in India continues to pose a major
threat. Recent reliable surveillance data suggests that this epidemic is declining slowly through the sustained
commitment of the national government and inter-governmental organisations like WHO and charitable
organisations.

Avian influenza HsN; currently does not appear to transmit very readily either to or between humans.

Changes in incidence and pattern are affected by population growth, shifts from rural to urban living without
adequate infrastructure, and cultural issues.

' RCGP response to the DH Consultation: Health is Global
12 HIV/AIDS, Tuberculosis, Malaria and Avian Influenza.
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Q3: What intergovernmental surveillance systems exist to give early warning of outbreaks of infectious diseases? Are
these systems adequate? And what improvements might be made?

A: WHO and demographic health surveys internationally. HPA will be able to give information on UK and
European surveillance systems. It is impossible to say if they are adequate for all situations e.g. detection of
cases in rural areas poorly served by healthcare facilities; for some diseases spread is likely to be more rapid
in urban areas with high person-to-person contact. Providing accurate data about public health in developing
countries continues to be a major challenge.

Q4: Given the continuance of current or planned intergovernmental programmes to prevent or control the four diseases,
what predictions can be made of their likely spread and pattern over the next 10 years?.

A: Political stability and conflict are major factors that affect spread of diseases, and undermine progress
made. They need to be included in any model (not underestimating the difficulty). Travel, migration, drug
resistance, and success of control programmes will influence spread and pattern.

Q5: Whar do you consider to be the principal blockages to achieving progress in the prevention or control of the four
diseases? And how wmight these blockages be removed by more, or better-targeted or better-coordinated
intergovernmental action?

A: The four diseases are most prevalent in the developing world. The major blockages are: poverty; poor
public health; insufficient diagnostic facilities and ineffective use of laboratory services; political instability;
poor governance; educational and cultural issues.

BETTER MANAGEMENT SYSTEMS AND SUPERVISION TO ENSURE POLICIES ARE IMPLEMENTED PROPERLY

Better diagnostics—the UK has enormous expertise in this area, but there is little support for “time out” for
doctors or scientists to spend time abroad—either those in training or established in their careers (despite the
recommendations in the Crisp report).

BETTER CO-ORDINATION BETWEEN INTERESTED PARTIES AND IMPROVED LIAISON

Outside the political solutions to these underlying problems the availability of medication, education and
research should improve the situation.

Most government health services now recognise that TB control must go beyond DOTS, but the broader Stop
TB strategy is not yet fully operational in most countries. Although the funds available for TB control have
increased enormously since 2002, reaching US$ 2 billion in 2007, interventions on the scale required by the
Global Plan to stop TB would cost an extra US§$ 1.1 billion in 2007.

IN HIV there are many people involved with no clear strategy/plan given the complexity of the disease. Strong
vertical programmes, like HIV, risk diverting resources away from other priority areas like TB and Malaria.

Q6: What role does your organisation play in combating the four diseases? Do you believe that it is correctly configured
and adequately resourced to do the job? With which other organisations do you collaborate? How would you assess the
degree of synergy?

A: The Royal College of Pathologists promotes excellence in the practice of pathology and is responsible for
maintaining standards of practice through training, assessments, examinations and professional development.

Members of the College, both medical and scientists, are experts in the diagnosis and management of disease,
including infectious disease. They provide a spectrum of laboratory and clinical services which varies from
specialty to specialty. Many laboratory services, microbiology, virology, haematology, chemical pathology
for example are critically important in the diagnosis, treatment and control of many communicable diseases
including Malaria, TB, HIV, and Avian Influenza.

The RCPath has an international committee co-chaired by a Vice President of the College. This committee
aims to further the aims of the College in other parts of the world in a context sensitive manner, and members
of this committee have contributed to this paper. Many international members of the College are frequently
leaders in medical microbiology and virology in their countries and have considerable influence in the
detection and control of the four communicable diseases.



DISEASES KNOW NO FRONTIERS: EVIDENCE 121

We believe the Academy of Medical Royal Colleges could enhance its co-ordinating role for College
International activities. Also we believe that UK quality assurance in diagnostics (such as through CPA (UK)
Ltd) could be helpful in relevant context specific ways.

Members of the RCPath are frequently the first to detect infections with the four diseases and alert other
clinicians and public authorities in the UK, contributing to surveillance via HPA and others.

R CPath liaises with Department of Health, academic institutions, professional and scientific organisations in
the UK, CPA (UK) Ltd, and other Royal Colleges.

Q7: What are the main non-health causes (e.g. global warming, poverty, changes in land use, international travel,
lifestyle, population) of the spread of the four diseases? To what extent can intergovernmental action in non-health fields
contribute to alleviation of their spread? What action is taking place or planned in these areas? And what more needs
to be done? Do you consider that there is sufficient “Joined-up” thinking in approaching the problem?

A: Poverty and weak management systems are very important. Lifestyle—HIV; global warming and
population movement—Malaria; international travel—all 4. No, there is not sufficient joined up thinking (viz.
Crisp report and lack of NHS support for overseas placements)—but this also needs to be complemented by
joined up activities in overseas governments (e.g. between ministries of health, education, finance, agriculture,
water, etc.).

The lack of laboratory diagnostic facilities to enable accurate diagnosis is important—they underpin effective
treatment, control and surveillance. There needs to be better support for simple good quality diagnostics.

Q8: Cases of Tuberculosis fell progressively in the UK until the mid-1980s but started to rise again in the early 1990s.
Around 6,500 cases are now reported each year, an increase of about a quarter since the early 1990s. What are the
main factors of the revival of Tuberculosis infections in Britain? And how could intergovernmental action help to reverse
the trend?

A: Therise in TB in the UK is largely due to migration from countries of high prevalence, and drug resistance
is also a threat.

Intergovernmental action should: make efforts to reduce TB in the countries from where the migrants
originate; address underlying reasons for migration be it political, economic or social or AIDS/HIV related;
work to reduce stigma, thereby promoting better care-seeking.

Q9: Tuberculosis is potentially curable by long-term antimicrobial therapies. Yet the numbers of reported cases
worldwide seem to be rising. Are the necessary medicines not getring through to patients? What are the barriers to
effective long-term therapy? Are we now seeing infections which stem from other conditions—e.g. HIV|AIDS? Or are
there other reasons why a treatable disease should be spreading? How might intergovernmental action help to deal with
this situation?

A: See earlier comments. However HIV is driving the TB epidemic in Africa. MDR TB is the main challenge
in Russia and Western Europe; XDR TB in Africa and in high HIV settings is another emerging threat. There
is failure to detect smear-negative cases (especially in HIV and paediatric cases) and improvements in
laboratory diagnosis are required.

Q10: To what extent do you believe that the 2004 Stockholm Convention limiting the use of DDT against Malaria-
carrying mosquitoes has been a factor of increases in the spread of the disease? Has any risk analysis been carried out
comparing the relative dangers to human health posed by DDT and Malaria?

A: There is some evidence that reduction in use of DDT has resulted in increase in Malaria. There is also now
more interest in vector control (see Gates investment for work based at Liverpool School of Tropical
Medicine).

Q11: What intergovernmental action is planned or in hand for early detection of the transmission of Avian Flu from
birds to humans and of human-to-human transmission in potential source countries? Is this proving sufficiently effective
to prevent an Influenza pandemic? What more could be done?.

A: WHO is the main organisation for human (globally), HPA major role UK. Will however depend on
infrastructure and arrangements in various countries.
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Q12: To what extent do you consider that the rise in infections in the four diseases is attributable to increased microbial
resistance to antibiotics? What intergovernmental action is taking place in this area?.

A: The rise in Falciparum Malaria and the associated morbidity and mortality has been attributed to
increasing drug resistance to antimalarials and the resistance of mosquitoes to insecticides. This is being
addressed with aggressive ACT combination therapy together with the use of long lasting insecticide
impregnated nets and DDT spraying. There is however evidence that ACTs are not being used effectively; also
use of ACT has not been linked to the need for a confirmed diagnosis of Malaria. National policies in
malarious areas are in a state of flux—leadership from WHO is ambiguous on some topics e.g. Malaria and
anaemia diagnosis.

The increase in MDR TB has contributed to increasing TB in certain parts of the world, though overall the
majority of the strains remain sensitive to standard ATT.

Primary resistance to ART is not thought to have contributed significantly to the HIV epidemic but lack of
laboratory support to detect resistance is lacking, so problem may be under-estimated.

Q13: In a number of countries, including the UK, there is a problem with hospital-acquired infections. What
intergovernmental sharing of knowledge is taking place to help bring this problem under control?

A: There is very little formal intergovernmental sharing of knowledge of HCAI. The scale of HCAI both in
terms of morbidity and mortality is not known in many countries, plus definitions will differ making
comparisons difficult. HCALI is influenced by many factors including configuration of services and staffing
levels. With increasing international travel and health tourism, there are many opportunities for spread of
HCALI. Many developing countries either do not have (or only have) rudimentary surveillance systems.

Q1l4: Are there any difficulties with regard to patents or intellectual property which are impeding the flow of medicines
or other control methods to those infected? Is intergovernmental action needed to improve the situation?

A: The issue of intellectual property rights is a sensitive issue in the area of Al—regarding the development
of a vaccine as well as for newer drugs. An intergovernmental body bas been created to discuss this, the last
meeting was held in Singapore last year. Also issues around patients on medicines for Malaria and HIV.

Q15: What interchange exists between States in regard to knowledge of and training in the diagnosis and treatment
of the four diseases or regarding preparations for dealing with outbreaks? What improvements might be made through
intergovernmental action?

A: WHO has extensive Guidelines on all four diseases, though for some the evidence base is not robust. The
challenge at country level is translating paper into action. That is where the difficulty arises in developing
countries whose resources and capabilities are already overstretched and/or weak.

16: The International Health Regulations 2005 are intended to provide a global framework for the rapid identification
and containment of public health emergencies. How effective do you consider this response system to be? Do improvements
need to be made?

A: Itis better than previous arrangements and will be the mechanism of response to a Pandemic in the future.
There will be improvements to be made.

Q17: What intergovernmental planning has been undertaken to cope with the impact of an outbreak of infectious disease
caused by deliberate release of micro-organisms into the environment? Is there adequate liaison between the various
agencies nvolved, including intelligence, law enforcement and health care professionals? How could action by
intergovernmental bodies help further?

A: HPA has worked on this and liaised with NHS and others.
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Q18: Though our remit is focused specifically on known infectious diseases, we would be interested to know how you
view the global threat from new or previously unrecognised ones and from the transmission of infections from animals
to humans.

A: Many of the issues mentioned in Question 1 are relevant.

There is a lack of appreciation of relationships between diagnostics, clinical management of infected patients
(including use of antimicrobials), healthcare associated infection, health protection and health promotion—
all services currently provided by UK Medical Microbiology Departments working with others. The current
UK preoccupation with “tests” being done as cheaply as possible threatens this valuable integration of
knowledge. UK could provide expertise in providing evidence about cost effectiveness and clinical
effectiveness.

Q19: What resources (subscriptions, staff, training, medicines etc) does the UK Government comwmit to
intergovernmental bodies to help in the fight against the four diseases listed?

A: Global fund with direct government support through SWAPs disease. Specific international research
programmes.

Q20: Do you wish to provide any other relevant information in addition to what you have said in answer to the above?
A: No.
February 2008

Memorandum by the Royal College of Physicians

1. The Royal College of Physicians (RCP) plays a leading role in the delivery of high quality patient care by
setting standards of medical practice and promoting clinical excellence. We provide physicians in the United
Kingdom and overseas with education, training and support throughout their careers. As an independent
body representing over 20,000 Fellows and Members worldwide, we advise and work with government, the
public, patients and other professions to improve health and healthcare.

2. The RCP has a number of specialties with an interest in this issue, and our evidence reflects their views.
The following responses are based on opinion among a number of key specialties with an interest in this issue,
including from our Joint Specialty Committee (JSC) on Genito-urinary Medicine, and our JSC on Infection
and Tropical Medicine.

QL. A recent report on Communicable Diseases by the UK Department of Health stated that “post-war optimism that
their conquest was near has proved dramatically unfounded”. What is your assessment of the overall position? More
specifically, is it simply that not enough progress is being made in reducing the spread of such diseases? Or is the global
situation actually deteriorating? Would it be an exaggeration to talk of a crisis?

3. Global population increases and the vastly increased movement of populations, such as through the
increase in travel globally, increasing numbers of refugees and economic migrants, can all impact on the spread
of disease. Although the world-wide level of infectious diseases has remained similar, there are some specific
increases/decreases in certain disease areas, and with increased drug resistance and new emerging infections.
In the context of tuberculosis, plans to increase the number of patients who are successfully diagnosed with
tuberculosis have had only minor success. It is the opinion of some of our colleagues working in this area that
the burden of tuberculosis is approximately stable, but the problems associated with drug resistant disease are
increasing and provide an increased threat to the UK. The burden of disease could be considered a crisis. Other
new infectious diseases continue to emerge and assessing their relative impact in advance is difficult.

SExuAL HEALTH

4. Itis a pertinent and useful example therefore to consider sexually transmitted infections including HIV in
the UK. In 2005 the Health Select Committee described the “sexual health crisis”, and the government swiftly
responded within the White Paper “Choosing Health” to highlight sexual health as a priority. This was backed
with the announcement by the Secretary of State for health that there would be “targeted” funding to achieve
improvements in services to improve access, to shorten the time to diagnosis and treatment, and to prime
innovative outreach services to increase the diagnosis of HIV and other infections.
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5. This approach was extremely well received by specialists and at the time the RCP convened a working party
on sexual health, with a multidisciplinary group with representatives from different colleges, the BMA and the
HPA. At the time that Choosing Health was launched, particularly around the funding announcement, our
working party felt its work in making the case had been achieved, and agreed to disband itself. This was,
however, alongside the warning from the working party that as the money earmarked by government to
achieve public health improvement was not ring-fenced, there needed to be close scrutiny of how that money
was effectively delivered to provider services.

6. Assurances were given by the Department of Health that this would be achieved by performance
management through strategic health authorities, for example for PCTs achieving reductions in access time
to genitourinary medicine services and implementation of the national Chlamydia screening programme. RCP
and speciality associations (such as BASHH) continued to monitor this, and along with the independent
advisory group on sexual health have since sadly documented the failure of the mechanism for delivering
funding targeted at public health through primary care trusts. The financial problems in the NHS in 2006-07
have resulted in numerous examples of where money targeted by government to improve sexual health of the
population was used to make up the deficits. Multiple examples of PCTs failing to implement Chlamydia
screening have also been documented. Indeed, when this issue was raised with the Department of Health,
specialty societies were advised to “keep up the pressure on PCTs’.

7. These concerns about the lack of delivery were so strongly felt at the highest level that a national support
team for sexual health was created to try to assist PCTs with their plans and implementation.

8. There are a number of lessons that can be learnt from this with regards to other aspects of the public health
control of communicable diseases. Certainly it is clear that the PCTs, even when given targets which are
included in the NHS top 6 targets, cannot be automatically relied upon to deliver those resources to enable
services to meet public health targets because of the priority given to dealing with the short term financial
problems within the NHS. Whether this scenario would also apply to pandemic flu or MDRTB is conjecture,
but this does illustrate the great dilemma for public health improvements which may require investment for
a longer period and in the main are not supporting acute services.

9. Despite the limitations on resources, specialists across all disciplines in sexual health services have achieved
improvements in access targets by modernisation. However, the sustainability of this is now threatened by the
implementation of Payment by Results (PbR) and other new systems of funding without appropriate
communication. Furthermore, if the management of HIV and other services are to be funded through such a
PDR route then there must be a reality check regarding the importance of public health in commissioning
bodies. In the experience of some of our colleagues, this has been lacking and there appear to be great concerns
regarding the impact of privatisation on public health.

Q2. What reliable data exist regarding the numbers of people infected globally with the four diseases'3 on which the
Commuttee is focusing particular attention? What trends are discernible in both the numbers infected and the patterns
of infection? And what are the main underlying causes of infection and of any changes in its incidence and partern?

10. Factual data regarding numbers of people infected globally should be provided from this consultation by
the WHO. There is recent published data on HIV infection and the burden of HIV disease worldwide has been
adjusted downwards, but this still leaves very large numbers of people involved with no room for complacency.
Figures for tuberculosis suggest the disease is constant since tuberculosis is essentially a disease of man. More
robust data on patterns of transmission, duration of infection and better isolation procedures could be used
to decrease disease. In terms of tuberculosis, approximately one third of the world’s population (1.6 billion
people) is estimated to be infected with the organism and therefore it is unlikely that there will be a major
decrease in disease numbers in the medium term. However, tuberculosis reactivation is associated with poverty
and it is clear that the major decline in this disease in the UK was associated with improved social and
economic conditions rather than with drug discovery or vaccination. This concept is pivotal in the
understanding of tuberculosis. Multi- and now extensively-drug resistant (MDR/XDR-TB) have emerged and
are on the increase.

11. Reliable data in the UK come from CDSC (part of the HPA), particularly with HIV and TB. The WHO
has reasonable data on TB and malaria and UNAIDS produces data on the global HIV problem. In addition,
EuroSurveillance provides information on a variety of communicable diseases of public health import. One
of the most important issues is the link between HIV and TB; a lot of the new cases of TB in the UK are linked
to HIV infection. These are often related to immigrants and many can be related to the terrible situation in
Zimbabwe, forcing people to flee that country.

13 HIV/AIDS, Tuberculosis, Malaria and Avian Influenza.
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Q3. What intergovernmental surveillance systems exist to give early warning of outbreaks of infectious diseases? Are
these systems adequate? And what improvements might be made?

12. UK surveillance of communicable diseases is considered to be very good, among the best globally. The
current systems are good but threats to the HPA budget may impact on this. However, if there is an increasing
trend to use private suppliers of diagnostics, some of the established notification systems may be threatened.

Q4. Given the continuance of current or planned intergovernmental programmes to prevent or control the four diseases,
what predictions can be made of their likely spread and pattern over the next 10 years?.

13. Those who are involved in such programmes may predict decreases in incidence but to date success had
been limited and it is hard to be optimistic about the future. In particular, the worldwide incidence of
tuberculosis and malaria are unlikely to change. In terms of pandemic flu, a need for an extremely rapid
response at the country of origin in the face of the emergence of a new strain requires prior agreement from
a great number of countries to divert significant resources to a resource poor nation, and there is no good
evidence that this is likely to occur.

14. If the conflicts around the world continue, particularly in Africa, there will be increasing numbers of HIV
and TB-infected people. Perhaps more important numerically in the next 10 years is the epidemic of HIV in
Asia, particularly in India and China. If HIV increases, so will TB. Malaria is likely to increase as a problem
because of global warming so that some regions previously free of malaria may become endemic again. It is
also possible that some transmission may occur in southern Europe.

Q5. What do you consider to be the principal blockages to achieving progress in the prevention or control of the four
diseases? And how wmight these blockages be removed by more, or better-targeted or better-coordinated
intergovernmental action?

15. The principle blockade to achieving progress in the prevention of control tuberculosis, malaria and HIV is
economic and social deprivation. In the short term, in tuberculosis there is a major issue with a very prolonged
duration of drug therapy required, which is for a minimum of 6 months, and could be tackled by new drug
regimens. Better diagnostics for tuberculosis are also urgently required.

16. Another block to progress on these important 4 diseases is the relative lack of infection specialists in the
UK compared to Europe and the USA. Reducing risk to travellers needs better education of the public and
infection specialists can raise awareness. Communicable diseases presenting to UK hospitals may be missed
if there are inadequate numbers of physicians with expertise in infectious diseases. Better education of clinical
staff will help. Intergovernmental involvement in the promotion of training and education in infection can
help, as can continued provision of funding for research. New vaccines will be required, as will new
antimicrobials.

SExvuAL HEALTH

17. From the perspective of our colleagues working in GUM, it is clear that the major block to improvement
in STT rates in the UK was not government, which provided leadership and strategy at the highest level, nor
clinicians and managers in provider services, but was in commissioning bodies where competing priorities
meant that public health investment, even when targeted, lost out to addressing the financial deficits, which
necessitated making savings.

18. Our JSC on Genito-urinary Medicine calls for the reintroduction of ring-fenced money to ensure that
primary care trusts are not able to divert funding away from national strategic health priorities.

19. This issue is particularly pertinent as only a few weeks ago the European Union has taken forward a call
for action to increase the uptake of HIV testing to reduce late presentation of individuals with AIDS. To
implement greater testing in the UK requires investment by primary care trusts but will then, if successful,
lead to increased numbers of individuals diagnosed with HIV who will require antiretroviral treatment. In the
absence of a national tariff for the management of outpatients, it would be up to commissioners in different
areas to find different solutions for a problem that must be nationally equitable and accessible to achieve the
expected economic and public health benefits of improved management and fewer transmissions of HIV. This
equally applies to problems associated with this infection such as MDRTB and co-infection with hepatitis. We
trust that in preparing changes in the way in which these services are funded that the Department of Health
will ensure that clinical priorities and public health are paramount and guides the mechanism of funding rather
than the converse.
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Q6. What role does your organisation play in combating the four diseases? Do you believe that it is correctly
configured and adequately resourced to do the job? With which other organisations do you collaborate? How
would you assess the degree of synergy?

20. The RCP interacts with specialist societies such as the British Infection Society and the Royal Society of
Tropical Medicine & Hygiene which are involved in disseminating research findings, developing local
guidelines and international protocols for the management of influenza, tuberculosis and malaria. However,
these organisations do not have a front line role in dealing with diseases that are largely based internationally.

21. The RCP is closely involved with infectious diseases training and professional standards through its
Medical Specialties committees and through joint working with the RCPath, and Medical Microbiology in
particular. It is also allied closely with the Medical Research Council and the Wellcome Trust, both of which
fund important research in this area.

Q7. What are the main non-health causes (eg global warming, poverty, changes in land use, international travel,
lifestyle, population) of the spread of the four diseases? To what extent can intergovernmental action in non-health fields
contribute to alleviation of their spread? What action is taking place or planned in these areas? And what more needs
to be done? Do you consider that there is sufficient “joined-up” thinking in approaching the problem?

22. Tuberculosis, as discussed previously, is closely linked to poverty and social crowding. Influenza is
affected by lifestyle, social crowding, sharing space with animal reservoirs and international travel. Malaria
is predominantly related to lifestyle and changes in land use, and HIV is related to lifestyle and poverty.

23. Global warming is also important for communicable diseases in 2 main ways. Firstly, there is a higher risk
of increasing the breeding sites for vectors of disease, such as mosquitos, so that disease transmission is
facilitated. Secondly, because of increased flooding and increased regions of drought, there will be a rise in the
number of waterborne diseases such as cholera.

24. Increased travel by UK residents increased their risk of acquiring infections abroad (including HIV) and
bringing these diseases back to the UK. They potentially increase the reservoir of infection in the UK. More
importantly, the unrest in the world will increase the pressure on the UK from refugees and economic migrants
who may bring infections with them. Providing proper health care, and research into the health needs of
migrants, is one way that intergovernmental agencies can help. Things are not as “joined up” as they should
be—for example, the work of the Home Office in moving asylum seekers around the country disrupts their
health care in detrimental ways, interrupting treatment regimens for serious conditions like TB and HIV.

Q8. Cases of Tuberculosis fell progressively in the UK until the mid-1980s but started to rise again in the early 1990s.
Around 6,500 cases are now reported each year, an increase of about a quarter since the early 1990s. What are the
main factors of the revival of Tuberculosis infections in Britain? And how could intergovernmental action help to reverse
the trend?

25. Action to alleviate poverty would have a major effect on all these diseases but cannot be undertaken by
a single government alone and requires commitment at levels far greater than are currently considered. The
main factors driving the rise in tuberculosis in the UK are migration and poverty with relatively little
contribution from HIV. The restriction of access of migrants, refugees and asylum seekers to health services
both the primary and secondary care which is currently ongoing is conducive to the spread of tuberculosis in
the community. This approach is not ethical and significant financial savings to the NHS cannot be made by
preventing refugees and asylum seekers accessing healthcare, but the health detriment is significant. This trend
could and should be reversed if there is a serious intention to combat the rise of TB; such people should be
encouraged to have health checks independently from immigration procedures. The prospect of financing this
by appropriate charging of outpatient and primary care use by those who should pay (eg US visitors & others
with whom there is no reciprocal health care arrangement) needs investigation. This requires governmental
rather than intergovernmental action.

26. The increase in TB cases is largely related to increases in immigration from countries with high TB
prevalences but is also linked to the increased numbers of people with HIV in the UK. At the same time, the
expertise to diagnose and manage TB is limited with too few specialists in infection so that often patients are
managed by those with less knowledge and experience. Laboratories need to be strengthened so that they have
the resources to use new methods of rapid diagnostics and rapid assessment of drug resistance in TB isolates.
Intergovernmental cooperation in providing better screening for TB in asylum seekers and new immigrants
will help, as will raising the awareness in general practice about the presenting features of TB. Although the
dispersion of asylum seekers in the UK may make sense from a Home Office perspective, this should not be
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pursued for those in the middle of treatment programmes for TB. Having to move home or city during a
treatment course will lead to poor adherence to the treatment programme, will lead to risk of disease relapse
and possibly increase the risk of drug resistance evolving.

QO. Tuberculosis is potentially curable by long-term antimicrobial therapies. Yet the numbers of reported cases
worldwide seem to be rising. Are the necessary medicines not getting through to patients? What are the barriers to
effective long-term therapy? Are we now seeing infections which stem from other conditions—eg HIV|AIDS? Or are
there other reasons why a treatable disease should be spreading? How might intergovernmental action help to deal with
this situation?

27. There are many reasons why tuberculosis appears to be on the increase. Firstly, approximately 50% of
patients with the disease are not diagnosed. The gold standard for worldwide diagnosis is microscopy, which
has 50% of the sensitivity of culture which is the standard used in more affluent countries despite that the fact
that there are tests available which are both cheap and culture based. (N. Engl. J. Med. 2006; 355:1539-50).
Secondly, the crowding of people together in poor urban centres increases transmission of tuberculosis
generally. Thirdly, there is a major interplay between tuberculosis and HIV. HIV increases the rate of
reactivation of tuberculosis and conversely tuberculosis drives the HIV genome to replicate.

28. Intergovernmental action could be used to support the development of appropriate diagnostics and new
short course regiments for treatment. It could provide funds for such diagnostics and for laboratories in
resource poor environments to be properly equipped such as to protect the workers from the diseases in which
they encounter. In addition there could be action to improve healthcare facility design reduce nosocomial
transmission of disease in outpatient and inpatient settings which would have a broad range of benefits.
Reducing disease transmission is also a priority in prisons which tend to be run by governments.

29. Most of the failure of TB treatment is due to the fact that the resources are not available in many countries
to provide the supervision of therapy that is needed. Directly observed anti-TB therapy is the ideal but is rarely
realised, even in developed countries. Treatment courses take at least 6 months and this can be difficult for the
patient without encouragement and support. There can also be problems in maintaining adequate supplies of
TB medication for patients in some settings.

30. In addition, HIV affects the way that TB presents and may lead to delayed diagnosis so that the infected
individual may have longer to infect others before receiving treatment. Many countries do not have the
resources to culture specimens for TB so both under- and over-treatment occur. Very few places do adequate
surveillance of drug resistance. Resistant TB is an increasingly recognised issue. In addition to risks to the
individual patient in not being cured, the risk of infecting others increases with inadequate therapy. Also,
second line treatment for resistant TB is considerably more expensive than standard treatments.
Intergovernmental efforts to improve diagnostics in high prevalence areas would help, as would research in
to better diagnostics. There should also be encouragement to produce better drugs for TB that act more
quickly and could, therefore, shorten treatment times.

Q10. To what extent do you believe that the 2004 Stockholm Convention limiting the use of DDT against Malaria-
carrying mosquitoes has been a factor of increases in the spread of the disease? Has any risk analysis been carried out
comparing the relative dangers to human health posed by DDT and Malaria?

31. Although the DDT ban will have had some effect, there are more fundamental issues to do with resources
that governments use to combat mosquitoes and other insect vectors of diseases.

Q11. What intergovernmental action is planned or in hand for early detection of the transmission of Avian Flu from
birds to humans and of human-to-human transmission in potential source countries? Is this proving sufficiently effective
to prevent an Influenza pandemic? What more could be done?.

32. There s certainly a (probably realistic) assumption that intergovernmental efforts to prevent spread of flu
at source are unlikely to work since a great deal of effort is being put into pandemic flu planning, such as the
DH Expert Panel and HPA. It is vitally important that universal sharing of data, which has been a problem
in certain areas (see section 16) and reciprocal agreements for highly effective treatment campaigns at sites of
emergence for pandemic should be supported at an intergovernmental level.

33. The preparation for and response to avian “flu has been very good, particularly in the UK. The problem
is that vigilance will have to be maintained over long time periods.
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Q12. To what extent do you consider that the rise in infections in the four diseases is attributable to increased microbial
resistance to antibiotics? What intergovernmental action is taking place in this area?.

34. Antimicrobial resistance is a particular problem in TB, but less so in HIV. The adopting of ACT
(artemisinin combination therapy) for malaria by the WHO should help to reduce the threats from drug-
resistant malaria. However, good surveillance of drug resistance in all of these diseases needs to be maintained.

Q13. In a number of countries, including the UK, there is a problem with hospital-acquired infections. What
intergovernmental sharing of knowledge is taking place to help bring this problem under control?

35. There is wide recognition of the problem of healthcare-associated infections (HCAI) and there is now
increased public awareness about it. Unfortunately, the reduction in hospital beds in the UK, plus failure to
manage many patients outside hospital, increases pressures so that bed occupancy is far too high. This
increases the risk of HCALI, as does the increasing number of frail, elderly people in hospital who do not have
sufficient defences against infection. Surveillance is improving but there needs to be more work with hospitals,
community trusts and the HPA to help to reduce the problem. The RCP has a HCAI committee chaired by
Professor Jonathan Friedland.

Q14. Are there any difficulties with regard to patents or intellectual property which are impeding the flow of medicines
or other control methods to those infected? Is intergovernmental action needed to improve the situation?

36. There are considerable issues in the area of diagnostics in which many new tests are based on patented
molecular approaches which will almost certainly be too expensive for the parts of the world where they are
most needed. A shareware approach should be encouraged. Intergovernmental action to suspend pattern
issues for resource-poor countries (possibly compensating companies) should be considered. Support for the
purchasing of equipment by affluent country health systems could be directly linked providing similar
equipment at reduced prices for poorer countries (see also section 16).

Q15. What interchange exists berween States in regard to knowledge of and training in the diagnosis and treatment
of the four diseases or regarding preparations for dealing with outbreaks? What improvements might be made through
intergovernmental action?

37. Education of the public is essential and this needs to be in the context of health programmes which can
provide necessary diagnosis and treatment. In some areas of the world there are conflicts between religious
messages (ie superstition) and the knowledge base which need to be addressed. Worldwide provision of
internet-based learning opportunities for those in healthcare are required. Support for education would
benefit from intergovernmental co-operation.

38. Interchange between the United States and the UK is largely via academic links, with many UK specialists
attending international meetings in the United States and elsewhere. Most of these meetings are research based
but some are knowledge based and related to clinical issues. The changes in training of UK doctors (through
MMC) has made it difficult for exchange of clinical trainees to occur. This was very useful and many UK
specialists had time training in the US in the past. In addition, the restrictions placed on foreign doctors
coming to the UK also affects US trainees who may want to experience NHS practice. Dealing with outbreaks
is probably done fairly well with international epidemiological links.

Q16. The International Health Regulations 2005 are intended to provide a global framework for the rapid
dentification and containment of public health emergencies. How effective do you consider this response system to be?
Do improvements need to be made?

39. There are limitations to the IHR which depend on the will of international governments to implement the
agreed actions. This was recently clearly demonstrated in the sharing of flu specimens from Indonesia, where
there were concerns that these would be used in vaccines which would only be available for rich countries, and
the citizens of the country supplying specimens would not benefit. One issue is that IHR does not explicitly
cover biological specimens. If THR is to work so there is need for high quality infrastructure, communication
systems and labs. There also should be complementary legislation on animal diseases since this is from where
new pathogens may emerge.
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Q17. What intergovernmental planning has been undertaken to cope with the impact of an outbreak of infectious disease
caused by deliberate release of micro-organisms into the environment? Is there adequate liaison between the various
agencies nvolved, including intelligence, law enforcement and health care professionals? How could action by
intergovernmental bodies help further?

40. Each region has an infectious diseases physician designated as a smallpox diagnostic expert and to whom
authorities would turn in the event of a deliberate release of a pathogen. The HPA also has plans in place.

41. However, it is the feeling of some colleagues that vast amounts of money have been spent on bioterrorism
quite out of proportion on the likely damage that this can cause. Any terrorist is likely to find it easier to use
radioactive or chemical weapons than biological ones and this should not therefore be a priority area.

Q18. Though our remit is focused specifically on known infectious diseases, we would be interested to know how you
view the global threat from new or previously unrecognised ones and from the transmission of infections from animals
to humans.

42. Itisinevitable there will be continued emergence of new infectious diseases and in transmission of diseases
from the animal population to the human population for the foreseeable future and therefore surveillance
needs to be generic and not too disease specific for the recognition of new outbreaks.

43. The threat of emerging infections, such as SARS, is ever-present and the government needs to maintain
readiness. There needs to be a network of good diagnostic laboratories able to respond rapidly to new diseases
and the surveillance system needs to be in place. The weakness is in the number of clinicians trained in clinical
infection so there is a risk that new infections or odd presentations of known infections may be recognised late.
In addition, the pace of NHS work and the reduction in beds may mean that some people are discharged with
new infections so rapidly that the new problem is not diagnosed. There is also a paucity of isolation beds in
the UK and very few isolation facilities in Emergency Departments in NHS hospitals.

Q19. What resources (subscriptions, staff, training, medicines etc) does the UK Government commit to
intergovernmental bodies to help in the fight against the four diseases listed?

44. The UK needs to strengthen clinical infection services in the NHS; currently infectious diseases physicians
are rarely employed outside of teaching hospitals. There should be an increase in emphasis on training on
infectious diseases in the UK medical school curricula and in postgraduate medical training. There should also
be more emphasis on providing help to developing countries where these four diseases are highly prevalent so
that appropriate research, clinical trials and clinical management can be pioneered. Funding for basic science
and applied clinical science in these areas needs to be a priority.

Q20. Do you wish to provide any other relevant information in addition to what you have said in answer to the above?

45. The UK is at the forefront on international health and infectious disease (ID) research internationally and
this research base needs to be protected. Increased numbers of academic ID and epidemiology physicians and
scientists are required. The UK has very few ID doctors per head of population (compared to the US,
Scandinavia etc) and expansion of training and an increase in consultant numbers is urgently required.

18 January 2008
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Q268 Chairman: Good afternoon. Welcome to this
session of the Intergovernmental Organisations
Select Commiittee. Can I tell you, first of all, that this
session is being web cast and recorded. You will see a
transcript of your comments so that you can correct
any factual or other matters; that will be sent to you.
Please feel free to answer any of the questions that are
asked. A question may be asked to one specific
person, but if someone else has something useful to
say, please indicate and I will bring you in. Having
said that, you do not need to answer every single
question if you do not wish to do so. Also, I would
want to encourage you if, after this session, you feel
that there are other things that were not said that
should have been said or anything you want to
clarify, not to hesitate to write in with comments to
that effect; that is very helpful to us. Finally, can I tell
you what is the difficult part of this Committee. We
are actually focusing on intergovernmental
organisations and their effectiveness and the ability
of the British Government to use intergovernmental
organisations effectively. It is quite a complex area
and that means that we have to have knowledge of
the medical side, but we do not need to have the detail
of the medical side unless it is particularly relevant to
that. So it is quite a delicate balancing act, but you
will understand if we focus on the intergovernmental
organisations at times. We are not expecting you to
be experts on intergovernmental organisations; if you
do not know an answer, then please do not hesitate to
say so. We understand that you are essentially people
with a medical background. Can I start by asking
each of you to introduce yourselves?

Dr Conlon: I am Chris Conlon; I am representing the
Royal College of Physicians. I am an infectious
diseases physician and general physician in Oxford.
Dr Baker: 1 am Maureen Baker. I am Honorary
Secretary of the Royal College of GPs

Dr Williams: 1 am Helen Williams. I am Vice
President of the Royal College of Pathologists and I
am also a consultant medical microbiologist in
Norwich. 1 also co-chair the International
Committee at the Royal College of Pathologists.

Dr Bates: 1 am Imelda Bates. I co-chair the
International Committee at the Royal College of
Pathologists with Helen. I am a clinical tropical
haematologist and I work at the Liverpool School of
Tropical Medicine.

Q269 Chairman: We have heard already that there is
a view that the intergovernmental organisations are
quite fragmented and there is a question of how
effective they are at controlling the spread of

infectious diseases. We are not quite sure, in other
words, if the intergovernmental architecture, as it has
been called, is quite as it should be or whether it is
overlapping and confused by too many groups being
involved and so on. Do you have a view about that?
And, if so, can you tell us what it is?

Dr Bates: To be honest, the only intergovernmental
organisation that I have had anything to do with
really is WHO, and occasionally a bit with UNAIDS
and FAO a bit, where they interact, but it is mostly
with WHO. We do not see much of the other
intergovernmental organisations.

Q270 Chairman: How effective do you find the
WHO to be?

Dr Bates: In some areas reasonably effective. It
depends whether you are talking about headquarters
or the regional offices. Some of them function well
and some of them seem to act very autonomously,
separate from headquarters. WHO headquarters
have some departments which function very well and
some which do not function well at all, particularly in
the area of not using evidence-based information to
develop policy.

Q271 Chairman: What you are saying we have heard
before, so you are not alone in saying this. Can you
perhaps help us by giving some examples of where
you think it is not working as well as it could?

Dr Bates: 1 can give you two examples. One is that
WHO are very vertical in their approach. For
instance, in communicable disease programmes one
of the common factors is anaemia; and, when I
wanted to talk to anyone in WHO on anaemia, I had
to go round eight different departments and get them
all together to talk across the table about anaemia.
Another example is blood transfusion, where the
policies are not very evidence-based. There is
evidence there but there seems to be a party line
which is not necessarily based on updated evidence
and there do not seem to be appropriate expertise
groups brought together to advise about what should
be policy updates.

Q272 Chairman: Do you see this is a problem of the
central organisation of WHO?
Dr Bates: Yes.

Q273 Chairman: 1t is essentially a problem of the
centre.
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Dr Bates: 1 think so, and yet some departments work
well and they have recently introduced a system of
recommendations as to how you produce evidence-
based guidelines, which seems to be percolating
through WHO, and which is a really good move
forward. However, I do not think that has reached all
the departments. I do not know whether it is
something to do with the structure of WHO or
whether it is just to do with individuals running
different areas.

Q274 Lord Geddes: Dr Bates, you used the
expression just now “party line”; what do you mean
by that?

Dr Bates: If you do not get a very good group of
experts bringing all different perspectives together,
what you tend to get is a polarised view. A lot of the
documentation and people’s views are fixed down
one line that may have been stated long ago. What
you need is new blood coming in and a sort of panel
of experts who can bring different perspectives
instead of just a biased view.

Q275 Lord Geddes: Can I switch just slightly but still
on WHO. You said you had experience of the Centre,
but you did mention the Regional Offices as well. Do
you have any experience of the Regional Offices as
well?

Dr Bates: 1 have some experience of AFRO, which is
the African Regional Office. 1 think the other
Regional Offices, from what I hear, seem to work
very well with the Central Offices, but AFRO seems
to be much more autonomous somehow. Whenever
you go to Headquarters in Geneva and talk to them
about something, it does not necessarily percolate
down to AFRO and vice versa.

Q276 Lord Geddes: With other parts of the world do
you think that does percolate down?

Dr Bates: 1 do not have personal experience of other
parts of the world, but from what I hear from
colleagues it does seem to.

Q277 Lord Geddes: 1 wonder if our other experts
have any experience on this?

Dr Conlon: My experience is purely from Africa as
well, in the field of HIV. As Imelda has said, there is
often a disconnect between what is happening in
Geneva and what is happening on the ground and
even on the ground the Regional Office is often quite
far away from where the field work may be going on
and where programmes are being implemented. I
think I have the same view as Imelda has—that there
appears to be much more politicisation of the Geneva
headquarters and party lines—a methodology in
doing things—not necessarily the best but what is

told to them is carried on. It is quite hard to translate
that bureaucratic view to hands-on in the field.

Q278 Chairman: So it is more a failure of the Centre
than of the Regions?

Dr Conlon: 1 think it is a bit of both. There has to be
feedback from the Regions but I think the Centre
probably should be responsible for making sure that
happens. It is quite hard for the Regions sometimes
to report back if they are not invited to do so. I do not
have any first hand of the mechanisms by which that
happens.

Q279 Lord Geddes: Coming back to the Royal
College of Pathologists, in your evidence you used a
very interesting expression, that “leadership from the
WHO is ambiguous”. What do you mean by
“ambiguous”.

Dr Bates: Some of the policies do not necessarily join
up. For instance, for malaria WHO was very strong
in advocating for combination therapy when
chloroquine resistance became very prevalent, but
they did not link that onto the need for a diagnosis for
malaria. So, although the combination anti-malarials
are much more expensive than chloroquine, they
were still persisting with the policy that says that all
fevers should be treated as malaria and yet, on the
other hand, also saying that these more expensive
drugs should be focused on those who really have
malaria. We know in some countries that 90 per cent
of fevers are not due to malaria, so there is 90 per cent
over-diagnosis of malaria. Where there really is no
evidence, they need to say, “Look, we actually don’t
know, but we need to generate more information”. It
is ambiguous in that, where it is not clear what you
should do, it is somehow not made that explicit.

Q280 Lord Geddes: Do you get the impression that
they are frightened of admitting that they do not
know?

Dr Bates: 1 do think in some areas yes, but I also think
that their role is to find the gaps and to commission
people to generate the evidence. In some instances I
have seen people from the WHO themselves
generating and managing projects. They are not
academics, they are not researchers; that is not what
they should be doing. They should be generating
policy from evidence; where there is no evidence they
should ask expert researchers to generate evidence
for them.

Dr Baker: The point I would like to make is that,
from the point of view of the perspective of British
GPs, intergovernmental organisations by and large
are pretty invisible really. Certainly from the
perspective of the Royal College of GPs I suppose,
being a professional body of primary care physicians
in the United Kingdom, you could consider that is



132

DISEASES KNOW NO FRONTIERS: EVIDENCE

10 March 2008

Dr Christopher Conlon, Dr Maureen Baker, Dr Helen Williams and

Dr Imelda Bates

fairly surprising. For very many communicable
diseases, GPs and primary care teams are in the first
line of seeing and treating people, yet it is as if we do
not exist. Is there a role for such organisations to
come to bodies such as ours and say, “What do GPs
need in the event of this condition or that condition?”
but those sorts of discussions never happen. I am just
throwing this up to you in that I do not know if that
is the experience in primary care in other countries,
but I think it would be reasonable to say that that is
what it feels like for British GPs.

Q281 Chairman: What would happen if you went to
them and said, “We would like you to look at this™?
Dr Baker: 1 do not suppose there is any reason why
we cannot, although because we are a generalist body
and we comment and participate in so many fields, we
tend to be busy enough dealing with people who
come to us rather than to create an area of activity for
ourselves.

Q282 Lord Hannay of Chiswick: 1 want to follow up
on the same point. Do you not think that it is likely
that an organisation like the World Health
Organisation feels that it has to put most of its effort
into developing countries which have very
inadequate health programmes and that probably
developed countries are perhaps not such a high
priority because they are better able to look after
themselves? On the other hand, the question Lord
Soley asked is surely a very reasonable one. If you
and your organisation are generating very valuable
material from your own experience and your own
practice, would it not be a good thing if you were to
share that with organisations, whether they are at the
European or world level, whether they come looking
for it or not?

Dr Baker: 1 suppose it is a question of what comes
first. T totally accept your point about developing
countries and the priority; I would not argue with
that at all. I think what we would consider is that we
have been around as a professional body for GPs and
primary care physicians longer than any other and,
therefore, I would consider that we probably do have
expertise and networks that would be of value. To
what extent it would be our responsibility to say to
whom is our expertise valuable and go out and push
it and to what extent it is our responsibility to actively
respond to requests should be debated.

Q283 Lord Avebury: Are GPs not also members of
an international body of general practitioners? And
do you not have links with other primary care
medical organisations? Would it not be more
appropriate for the international organisation that
represents primary care to be the interface with the
WHO?

Dr Baker: The only international body that comes
anywhere meeting that description is a body called
WONCA. It actually stands for something like
World Organisation of National Councils of Family
Medicine; I do not know how the acronym arrived.
WONCA is an organisation that very much relates to
the development of research and education in
primary care, so the type of organisation you describe
does not really exist.

Chairman: I think perhaps we need to move.

Q284 Lord Hannay of Chiswick: We have had a
pretty persistent message in the evidence we have
taken so far that there is some tension between what
you could call vertical health initiatives, initiatives to
eradicate specific diseases (HIV/AIDS, malaria, TB
or whatever it is). The evidence suggests that they are
not very sustainable if they are not properly
embedded with well-resourced and functioning
healthcare systems, which of course are lacking in
many parts of the world. I wonder if you could
comment on this tension. We are not suggesting that
it would make sense to immediately abolish all the
specific programmes and put all the money on
healthcare or anything silly like that. But do you
think that the balance is about right or not right? If it
is not right, how can it be shifted? Is it a question of
robbing Peter to pay Paul? Or can the imbalance side
of the equation be pushed up without pulling down
the other? Perhaps, just as a last point, you could
comment on criticism that the word “eradication”
comes in rather too often in the publicity material, for
instance on malaria. I saw a quite powerful article last
week suggesting that it was really quite silly that you
could very possibly reduce malaria incidence by 80 or
90 per cent but you were not going to eradicate it in
the foreseeable future. Perhaps you could comment
on that eradication point as you go along as well,
commenting on the balance between public health
systems and disease specific initiatives.

Dr Bates: 1 came back from Nigeria where we were
trying to do exactly this, which is to integrate across
programmes in the field and it is very difficult. Some
of the vertical programmes, particularly HIV, are
very strong and very focused on HIV activities; there
is huge potential in those vertical programmes for
strengthening health systems across the board for
horizontal delivery of essential packages of care, but
nobody is making the donors do it. Essentially the
vertical programmes are mostly donor-run or donor-
funded and they run in countries where the ministries
of health are not very strong. If the ministries were
strong, they could make those donors integrate key
activities across other programmes, but they do not.
It is difficult because the donors have funding for
specific activities which are very tunnelled on their
individual disease.
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Dr Conlon: 1 would agree with that. From my
experience of working in Zambia, which was HIV-
related again but in practice you cannot separate
different diseases because they interact. HIV and TB
is a very good example, and Imelda has already
referred to the fact that many people come into
hospital with fever in the tropics and they call it
malaria but actually they have HIV or TB or
something else. Part of the problem is that, because
of the infrastructure in the health system, it is not
uncommon for a disease to raise money among NGO
donors or to be a focus for governmental donation,
and, although there is a lot of money put into that, it
neglects whatever else is going on in the next ward or
the next patient. The other problem, I think, in terms
of a ministries of health in developing countries is
that the Minister of Health is often a transient being,
more so than in the UK, so that causes a problem in
trying to focus on strengthening the underlying
health service to meet the demands that are more
horizontal.

Chairman: I think we are all slightly shaken by the
idea that ministers move faster in other countries
than they do here!

Q285 Lord Howarth of Newport: Would you
actually go so far as to say that vertical programmes
can, albeit inadvertently, damage wider health
services?

Dr Bates: Yes, absolutely.

Dr Conlon: A good example is people putting a lot of
money into HIV and then sucking doctors out of the
clinics to work for the HIV programmes and not
running the malaria programme or the child
nutrition programme or whatever. That can be
damaging in that respect.

Q286 Lord Steinberg: Would that not militate very
much against a lot of large private charity
organisations giving money when they see the
problems?

Dr Conlon: Yes, it is easy to think you can fix
something but, as Lord Hannay said, you cannot
eradicate these things. You need to manage them so
you need a portfolio of management and not a single-
disease thing. You have to educate the donors as
much as the ministries.

Q287 Chairman: How would you try to get this
balance right between the vertical and horizontal?

Dr Conlon: 1 think part of it is trying to get education
at a much lower level organised first, so people
understand what the processes are both in terms of
secondary and tertiary education, because it is very
easy for the young doctors in the tropics to be
seduced by the big money for a disease and to go into
that sort of programme and see that as their way to

make their career and survive in difficult
circumstances. A lot of it is to do with making people
aware of the interaction between diseases and health.

Q288 Chairman: There must be a problem in Nigeria
because of their health system being partly regional?
Dr Bates: Their system is challenging to say the least,
because within each state they have three separate
health tiers as well. It is challenging, but it offers
opportunities because, if you can deal with the local
government, they have the money. If you want to
release money for communities you can, so long as it
fits with policy. You have to go to the top but, so long
as it fits with policy, you can then go to the local
government, who have money and who can deliver
things on the ground.

Q289 Lord Geddes: Lest you think I have an axe to
grind, I am neither for nor against the WHO. But is
this not where the Country Offices of WHO could
come into play?

Dr Bates: 1 think the Country Offices in WHO do not
have a very high profile. Whenever you go to them,
they always refer you back to the ministry. They will
not work separately from the ministry, so it really
means you have to get to the ministry rather than
the WHO.

Q290 Lord Geddes: The point of my question was
actually the reverse of that. If the in-country offices
were somehow enhanced, would that help?

Dr Bates: 1 think you would have to do more than
boost it. They sit on the fence, and they would have
to sometimes stand up and be counted if you want to
push for vertical programmes to integrate more
horizontally.

Q291 Baroness Whitaker: What you have just been
saying is very clearly reflected in the GPs’ paper—Dr
Baker’s paper—about a holistic approach to the
problems in disadvantaged communities. But there is
a consensus generally over all your written evidence
that poverty is one of the major influences of the
spread of disease and that non-health factors—
globalisation, urbanisation—are key. Of course these
are primarily dealt with, not by the WHO but by
other IGOs. Do you come across, in your WHO or
other international contacts, other IGOs? Do you
have a sense that WHO brings in the World Trade
Organisation or the UN Development Programme at
all? What is your feel for the non-health reasons for
disease?

Dr Conlon: 1 think they are often pretty separate
really.

Q292 Baroness Whitaker: Not what they are but
how they are being managed.
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Dr Conlon: 1 do not get the impression from my
experience that somebody in the WHO would say,
“Let’s go and find out what the UNDP is doing or
UNAIDS is doing”. They would be on almost
parallel—sometimes convergent but not always—
tracks.

Q293 Baroness
duplicating?
Dr Conlon: Not necessarily duplicating but I think
not necessarily focusing on what the problem is.

Whitaker: Would you say

Q294 Baroness Whitaker: Would you say there is
more scope for integration and coordination?

Dr Conlon: There is certainly more scope for
integration but the question is how you would
manage the integration and who would have the
upper hand in managing it.

Q295 Chairman: 1t is the coordination rather than
the integration, if I understand what you are saying.
Dr Conlon: Yes, integration of effort but
coordination of services.

Lord Hannay of Chiswick: I should just warn that the
word coordination is a dirty word in the UN family.
It means that organisations join together, spend two
days saying what each is doing and go away and go
on doing it. I think it is actually a very real challenge
to integrate more the way that health and other
programmes are involved and I think that, if our
report just talked about coordination, a lot of people
will laugh bitterly and say, “We’ve tried that fifty
times before”.

Chairman: That is a very helpful reminder from Lord
Hannay, who spent many years at the United
Nations.

Q296 Baroness Whitaker: Just to continue, do you
have any thoughts about how this might be better
managed? We do not expect it of you, but if you do
have anything to say we would be very receptive.

Dr Conlon: 1 wish I could solve it.

Q297 Chairman: Dr Bates, did you want to come
in here?

Dr Bates: No, I do not have any dealings with other
organisations apart from WHO.

Q298 Baroness Whitaker: Would you welcome that?
Dr Bates: Yes, because on a community level in
developing countries in Africa we deal with pro-poor
issues all the time and you see things like town
planning, environmental issues, agriculture and
education. All these different areas bring to bear on
improving health.

Q299 Baroness Whitaker: So you would see the need
for more input.
Dr Bates: There is a need but it is really difficult to do.

Q300 Baroness Whitaker: 1s there any work being
done either in poor countries or for that matter in
richer countries on who does not catch an infectious
disease? Obviously poverty and malnutrition makes
a huge difference, but even in rich countries there are
plenty of people who do not get flu, measles or colds;
there were the Kenyan prostitutes who did not get
AIDS. Are people looking at this?

Dr Conlon: There is a whole building in Oxford
looking at this!

Q301 Baroness Whitaker: 1s it being fed into the
international scene?

Dr Conlon: Yes it is, and it will form part of the basis
for some of the vaccine development that is going on
now, looking at people who are clearly exposed but
immune for whatever reason. They are looking at the
genetic basis of that to try to unravel what in their
genes allows them to be immune to that pathogen
and then try to unravel that further to make a
vaccine. Certainly that approach is going on quite a
lot.

Q302 Baroness Whitaker: Would you say that would
be productive?

Dr Conlon: 1 think for something like malaria, for
example, there is a bit of hope in that. HIV is a long
way off; TB vaccines may get better because of that.
It is an approach, because clearly a lot of people are
exposed and do not get infected. Most people
walking around in Africa are not ill with malaria or
TB or HIV, and some of that is genetic.

Q303 Baroness Whitaker: Does WHO take an
interest in this too?

Dr Conlon: 1 am sure it takes an interest but it would
not be funding that sort of thing. It might eventually
develop policy in terms of whether this vaccine
should be used in the field and promoted by WHO; it
would be in that guise.

Q304 Baroness Whitaker: They do not have an
interest in genetic research.

Dr Conlon: WHO would not have an interest, no; it
would not be their remit.

Q305 Lord Howarth of Newport: 1 am encouraged
by what Dr Bates was saying to ask you all whether
you think we would be right to stress in our report
that different organisations working in the same
countries and the same regions really do need to
develop integrated approaches to deal with such
issues as lack of clean water, lack of sanitation, lack
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of education, poverty, inequality, violence,
corruption, lack of administrative capacity, all these
conditions which must have the most powerful
bearing on health within these countries. Should we
stress this in our report?

Dr Williams: 1 would certainly support that.

Q306 Chairman: You are agreeing?
Dr Conlon: Part of it is also to do with how you
implement governance in the different countries.

Q307 Baroness Eccles of Moulton: We have heard an
awful lot about top-down, but surely if it is going to
be enduring and accepted it really has to be more
bottom-up, does it not?

Dr Bates: 1 think it has to be both. I think bottom-up
will not move if it is not coming as a directive from on
top and it has to be joined up all the way from top to
bottom. I do agree that on the ground in the villages
people are doing these things all the time as an
integrated thing. It is not really formalised. At
ministry level it is really difficult to get the ministry of
education to talk to the ministry of finance to talk to
the ministry of health. It is really hard and yet when
you get down to grass roots level it is clear how that
should work and how it should be done. These village
communities do a lot of this for themselves.

Q308 Lord Desai: 1 just want to ask the counter to
what Baroness Whitaker and Lord Howarth said.
We know these things should be integrated—town
planning and clean water and such matters. But,
when people give money, they want to give money for
malaria or for HIV. They do not want to mess about
with town planning. Is the problem not that donors
want to see the impact of their dollar and they do not
believe in these diffused, perhaps true, theories? They
just want to get an immediate reaction and that
prevents integration.

Dr Bates: Yes, it does prevent integration. One of the
ways of making vertical programmes integrate more
would be to have, as their measures of success, not
how many people have swallowed anti-retroviral
tablets but how much they have managed to
strengthen the health systems for other diseases apart
from HIV, for instance. That just does not happen
because for the donors it is not clean enough, it is too
messy around the edges for the donors.

Q309 Baroness Flather: You have actually made the
point that I was going to ask you about. You said
that you want to strengthen the central system so that
all these things can be looked at. When we had DFID
officials here, they said that there had been a great
improvement through DFID aid projects to
strengthen health systems—I suppose they mean the
administration—in Nigeria. I am involved in the

NGO world as well and I do not get that same feeling
from them. In fact, when I said that, I got quite a big
laugh around the table. I just wanted to know how
you felt. The second question is about fevers. Coming
from India, we always had fevers which had no
particular cause—or at least a particular cause was
not diagnosed. All you did was take some analgesics,
drink a lot of fluids and rest, and in two or three days
the fever was gone. You did not actually rush to take
serious medication of any particular kind and I
wanted to know if that is still happening. Is that still
the case that people get fevers because they live in this
kind of environment?

Dr Bates: DFID are one of the only organisations
which are very far thinking; they have pro-poor
indicators on their programmes and programmes are
not disease specific. They are very much about
strengthening systems. They are going back into
Nigeria with a big governance programme. DFID are
very unusual in that respect. They have even put calls
out for cross-agricultural environment and health
projects. DFID is a very good example of the sort of
innovative thinking that you can have around
building systems and structures. They have done it in
Nigeria. Nigeria is a big country, so the impact is
small. But the systems strengthening can work.

Q310 Baroness Flather: You think there is an
impact?

Dr Bates: Yes, 1 think there is. In terms of fever,
about 60 per cent of people in Africa do not access
normal health care at all. If we are just focusing on
health facilities, we are missing more than half the
population. Those people in the villages, if they get a
fever, they will do as you say; they will wait a bit and
then they will go to buy some herbs or something
cheap and only as a very last resort would they pay
for transport and have all the aggravation that comes
with trying to access healthcare.

Q311 Baroness Flather: 1s that late then?
Dr Bates: Yes, and then they come late.

Q312 Baroness Flather: They will not have ordinary
analgesics like paracetamol.

Dr Bates: They would but that is further down the
line.

Q313 Baroness Flather: Is that not at the early stage?
Dr Bates: The first thing they do is local herbs and
local treatments, which they will buy themselves from
the market. Then they might go to the traditional
healer before accessing healthcare.
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Q314 Baroness Flather: Could that be damaging?
Dr Bates: Most of these fevers, as you say, are
probably just viral infections and they settle on their
own. However, if it is not a viral infection, if it is
something that is going to get worse with time, then
the fact that they present late means that in the end
their health suffers, they have to pay more for their
healthcare and they are getting into this deepening
cycle of poverty.

Q315 Baroness Falkner of Margravine: Dr Conlon, I
thought you were going to say something about
governance and structures but you left that behind
and moved on. My question relates to Lady Eccles’s
question also about bottom-up versus top-down. I
should declare a past interest. I ran an HIV/AIDS
charity across several African countries, so I know
very well what you are talking about and have great
sympathy with what you are saying. Do you find that,
when you say that you are working for the health
ministry, it becomes very difficult but then out in the
rural areas at community level you get much better
feedback and much better ability to do things? Is that
affected by the level of governance structures in
different countries? In other words, the stronger the
governance structure, the easier it is to incorporate
programmes and take programmes forward; the
weaker a governance structure, the more difficult it
becomes because of gate-keeping and also donor
funds being much more predicated on keeping
control of the situation. Is that your experience?

Dr Conlon: 1 think that is right, yes. Clearly, if it is
very centralised, then nothing gets out to the rural
areas and that is a problem in itself. But, if there is a
good structure that allows decisions to be made and
decisions to be looked at when they are made, that is
helpful but that is not very common. One of the
problems is that people might make decisions based
on all sorts of things which are not evidence-based;
they may be based on things to do with whatever
finances come in through their ministry at the time or
what their job prospects may be. As I said earlier, you
need to start educating people about responsibility
for decision making and the use of governance.

Q316 Baroness Falkner of Margravine: You mean
educate the public servants?

Dr Conlon: Yes, but at an early stage so that you can
get this more broadspread.

Q317 Lord Avebury: You place great emphasis on
the need for better diagnostics and laboratory
facilities in a lot of countries, and we heard earlier
from Dr Bates about the particular case of malaria,
where she said that there is a 90 per cent over-
diagnosis because of lack of these facilities. Would
you say that IGOs should be investing more in this

area and, if so, how would they make the necessary
choices in their investment programme?

Dr Williams: To take a specific example, if you look
at drug-resistant TB—either multi-drug resistant or
extensively drug-resistant TB—the whole future of
that programme depends on having a developed
capacity for not only diagnosing TB but diagnosing
drug-resistant TB. The whole issue of diagnostics
extends beyond the individual patient and the
appropriate use of drugs in that patient. It is also
using drugs in people who perhaps do not need them,
so you have exposure and development of resistance.
It also influences any infection control activity that
you might want to implement as well, which again
reflects back on the TB. It also absolutely helps you
with knowing what your prevalence of a disease is
and your impact of any interventions. It is
fundamental, actually, to developing the control
programmes for these diseases.

Q318 Lord Avebury: Which 1GOs are investing in
multi-drug resistant TB? Or are none of them doing
so?

Dr Williams: There is the WHO report which names
400 organisations and countries that are engaged in
putting that programme through, but it stresses the
essential nature of developing diagnostic capacity.

Q319 Lord Avebury: Are you saying it is not so much
a question of lack of investment but a lack of
coordination between these 400 organisations?

Dr Williams: 1 think it is a lack of investment too in
diagnostics, because diagnostics also requires
expertise and infrastructure. It is very easy for us to
say that you need diagnostics but, if you have
unreliable power supplies or you do not have the
equipment that allows you to make a diagnosis, then
it is quite difficult.

Q320 Chairman: So it would not be enough, for
example, to say, “We will set up a diagnostic centre
in a particular area” unless there was an
underpinning for it?

Dr Williams: Yes, you would need an appropriate
infrastructure, including the expertise that
understands how to use the diagnostic tests, so you
can actually do it properly and interpret it properly.

Q321 Lord Avebury: Do you think it is possible to
identify the countries or centres where the proper
infrastructure does exist?

Dr Bates: 1 think we are talking about two separate
things. One is about the actual technology and, if you
want to impact on health, you have to get simple
technology out to the communities because most
people cannot travel to a centre where you have good
diagnostics. There has to be much more investment in
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developing technologies that are field-friendly and
also in the systems that support that. One of the
problems in the past has been that people put those
simple diagnostics in the villages and they just leave
people to get on with it. There is no quality
monitoring or no training, so the diagnostics should
not go in without the whole capacity of system
strengthening on top of it. There is no investment in
any of those. Diagnostics is now becoming a major
bottleneck in delivering these disease control
programmes in many countries now because it has
been so neglected.

Q322 Lord Desai: Is this where the Regional Offices
of WHO could have a role, the basic R&D of
diagnostics could be done there? Once they have
found some simple technique, then that could be
disseminated to new countries. Is that kind of
division of labour possible?

Dr Bates: The actual development of the technology
could happen here or anywhere, but the field-testing
in a real life situation could be facilitated by WHO
Offices. They should not do the R&D themselves;
that is not what their remit is.

Q323 Baroness Eccles of Moulton: 1 think we are
mainly talking about Africa because that is where
your general knowledge lies. But I was just trying to
get a feel while you were talking about the
distribution of population, because there is a general
global movement of people out of the country into
the city and we know some of the pretty awful health
consequences of that. There has been a lot of mention
of villages, so we have an idea of the village and the
market and the herbal remedies and all that. But
what I was really wanting to try to get a feel for is the
local traditional access to the first line of cure which
you described earlier on that is available in the city,
and maybe a little bit more general information
about what is happening, if there is a big population
shift and the effects that is having.

Dr Bates: We have done some research on urban
poor and how they access health care. In the rural
villages at least the structure is clear: you go to the
village heads, they have a town crier, you can
mobilise the community. Once they get into the town
it is much more difficult. They are not a discreet
population; they have lost their family social support
networks; they are often poorer than they were in the
village because they have no land. The way you
deliver healthcare to them in the cities has to be
reorganised. Certainly there is some evidence now
that malaria mosquitoes which previously would
only breed in nice clean water are now beginning to
breed in dirty water. If we now get malaria hitting the
towns as hard as it has hit the villages, we are going
to be in big trouble.

Q324 Baroness Whitaker: There is some scepticism
in your evidence about the effectiveness of the new
International Health Regulations, but I imagine you
would agree they are an advance on the previous
ones. Could you say what you think they ought to be
doing and how should their problems be better coped
with if they are not doing it and who ought to be
doing it among the organisations?

Dr Conlon: Who ought to do it is a difficult question.
What we might be addressing is to do with
cooperation rather than coordination, so that if new
pathogens arise those pathogens are made available
for study, that there is easy movement of
investigative teams internationally to look at
outbreaks to try to determine what is going on and to
look at how you would deal with the movement of
populations with infections. I think all those things
are do-able, but who coordinates them?

Q325 Baroness Whitaker: You say “teams”; you are
not then thinking of a requirement on each national
government to have this surveillance system but
expertise moving around?

Dr Conlon: In an ideal world you would say that each
country would have a surveillance system but that is
not possible. So what you would like to have is a bit
like they do in the States with outbreaks within the
states, where they have Outbreak Investigation
Teams that can move and help local investigators to
deal with outbreaks and to allow that to happen
internationally. I can see the International Health
Regulations helping that quite a bit.

Q326 Baroness Whitaker: Do you think the WHO
would be capable, as presently constituted, of
organising that?

Dr Conlon: Could they do it? Possibly. I am never
quite clear what the WHO sees as its remit both in
terms of devising policy or doing things in the field.
I do not see the WHO initiating research; I see them
implementing successful research with enough
guidance for them to do that. I would be doubtful
whether they would necessarily coordinate
investigations into things other than saying that there
is a problem in such and such a country, can we send
a team from the UK or the US.

Q327 Baroness Whitaker: Under whose auspices
might a team with really good diagnostic equipment
go into a country?

Dr Conlon: 1 think it would be under the auspices of
the WHO but whether it would be organised by the
WHO would be a different matter.

Q328 Lord Howarth of Newport: 1 would like to
pursue with you a little further the issue of the
balance between treatment and prevention. We have
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already covered a certain amount of the ground this
afternoon, but the Royal College of Pathologists
draws attention in its evidence to “a lack of
appreciation of relationships between diagnostics
clinical management of sick patients (including use of
antimicrobials), health protection and health
promotion”. Would you be kind enough to expand a
little bit on your thoughts there?

Dr Williams: 1t goes back a little to what I was saying
around the use of diagnostics—that, unless you
reasonably accurately diagnose what someone has,
then you risk using precious drugs and precious
resources  wrongly and  treating  people
inappropriately. You also risk—which is clearly a
major issue with HIV, TB and malaria—inducing
resistance in the organisms; resistance is a problem
for all of those diseases. It also helps you with those
where you have infection prevention measures you
want to implement. Unless you have a reasonably
accurate diagnosis, those infection control measures
can be very burdensome and, if you try to impose
them all the time without making a diagnosis, people
can lose their enthusiasm for actually observing them
if they are not there. There is also the issue of
assessing the burden of disease that you are trying to
deal with and how effective your interventions are.
That is where diagnostics come into both balancing
up with your treatment and your prevention because
they influence both of those.

Q329 Lord Howarth of Newport: The Hippocratic
ethos tells you that you must treat patients who are
suffering. But would you prefer to see more
investment through international governmental
organisations going into prevention in the first place
as opposed to treatment? Would that mean, for
example, more investment in ensuring that
developing countries were aware of research and
evidence, more awareness of proven good practice in
other parts of the world and also have more trained
staff and a better capacity to retain their own trained
staff? These are all things which would help to build
up capacity and effectiveness. Would you rather see
money going into prevention and building up the
infrastructure that you have been talking about
before, if we had to make the choice between that or
treatment programmes.

Dr Williams: 1 would rather not have to make the
choice. What I would like to do is actually to see a
programme that perhaps pays adequate attention to
that aspect of it, so that as time evolves you would not
actually be doing that awful thing of saying “I’'m not
going to treat people”—because that is clearly an
awful thing—but actually build your programme so
that you do start to improve the diagnostics, you do
start to improve the direction of your interventions so
they are more appropriate.

Dr Baker: It is obviously very important to provide
access to treatment for people who are ill and who are
suffering, but of course in the process of treating and
providing treatment there is money to be made. In the
process of prevention and in the strategies that are
used in a number of areas for prevention, there is not
the same profit motif necessarily at the end of that.

Q330 Lord Howarth of Newport: Not treatment?

Dr Baker: The sort of things you have been talking
about around non-health measures—the way in
which you build, town planning, public health
approaches—I would just flag up, is there necessarily
the same lobbying and interest and bringing people to
take forward those programmes in the same way as
there can be for major pharmaceutical programmes?

Q331 Chairman: It seems to me that it is the non-
governmental organisations which want to target
their money onto vertical treatment because they say
they want to do something about malaria or they
want to do something about AIDS. The WHO would
need to be the body that looks at the horizontal bit
for general health improvement. Is that developing or
is it happening like that by chance? Because so much
money—the Bill and Melinda Gates Foundation, for
example—is going into the treatment of disease and
the WHO is concentrating more on the
infrastructure. Is that happening or is it not
happening or is anybody thinking about that?

Dr Conlon: 1 do not think it is as straightforward as
that. The WHO has a remit to my mind in terms of
looking at how they would implement policy to do
things but may not actually implement them
themselves; they would try to get NGOs and
government organisations to do that. I think some
NGOs are very good at doing the horizontal bit,
things like Save the Children and Oxfam; others are
much more diseased-focused. I do not personally get
the impression that that sort of thing is coordinated
in any way by WHO. I may be too negative but I
think you are putting much more faith in WHO
organising things than I would.

Q332 Baroness Eccles of Moulton: We have heard
certain evidence which has indicated to us that
emergent infections tend to come from animals—
though not always—and that some come from the
domestic animal source but the majority of emergent
infections come from the wild. It is a question of early
detection and then moving into how to deal with
preventing spread and remedies et cetera. Our
impression is that the organisations, particularly the
intergovernmental organisations that are dealing
with human health and the organisations that are
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dealing with animal health, simply do not share
knowledge and assist each other in preventing or
dealing with these nasty infections either before they
reach the human victims or when they have actually
become a human infection.

Dr Conlon: 1 think you are right. If you look at
veterinary services in a lot of the countries there are
problems with how they are organised and how many
people there are on the ground. Most countries that
I have come across in the tropics have medical
schools of some sort but very few have vet schools.
Again the expertise, if it is available, tends to go to
commercial farming rather than husbandry or
surveillance of animal diseases. It is a real problem. If
you think about most of the epidemics over the last
few years that have derived from animals, it has
usually been the human disease that has pointed to
the problem in a retrospective analysis, finding the
animal source. The caveat to that would be in South
America, where they are much better at finding
yellow fever in monkeys through surveillance and
warning about human yellow fever, but that is a
pretty isolated example of that I think.

Q333 Baroness Eccles of Moulton: The lack of
integration or exchange of information between the
organisations is quite serious and maybe effort
should be made to try to make that better. Do you
have any ideas about how this could be done?

Dr Conlon: 1 would go back to the infrastructure in
terms of how people are educated and what they are
educated for and how you resource veterinary
schools or interest in infectious pathogen research in
countries and, of course, exchange of expertise
between the west and the south, if you like.

Q334 Baroness Eccles of Moulton: Could the
responsibility for this lie largely with the World
Health Organisation? Or could one, as it were, point
the finger at other organisations and say that they
should be getting on with doing something about it?
Dr Conlon: Again I think it would be helpful for other
organisations to be involved rather than just WHO.

Q335 Chairman: Dr Bates, would you agree with
that?

Dr Bates: Yes, I think so. We started talking about
having sentinel sites and monitoring in places where
it is possible these diseases would emerge. That
means really rural Africa—because that is where a lot
of these diseases come from—and it will require the
zoonoses people, the human to animal interface, to
be much stronger. How you actually achieve that on
the ground is difficult. WHO is not an implementer

and is not a researcher; they just should take evidence
and build it into policy and then advise how this
policy should be implemented. The guidance could
come from them but actually what you need on the
ground are the ministries of health and agriculture to
join together.

Q336 Baroness Eccles of Moulton: Once again?

Dr Bates: Yes.

Dr Conlon: Even in this country, if you look at some
of the vet science, it is a lot better than some of the
medical science in terms of some pathogen research.
But we do not go to the same meetings, we do not
come across each other easily and that is magnified
ten-fold in Africa or in South East Asia.

Q337 Baroness Eccles of Moulton: What about in the
United States? Are they better at it than we are?

Dr Conlon: 1 do not think so, no. I think it is much
more disintegrated in the States because of the federal
system and because of private practice. This is one of
the things you mentioned about urban-versus-rural
health, and when you start throwing private practice
in for both vet medicine and human medicine there is
another complication to add in in terms of
surveillance.

Q338 Baroness Eccles of Moulton: 1 think you did
actually have something to add to the conversation
about urban-versus-rural?

Dr Conlon: Just that, at least in rural areas, you can
sort of work out what is happening. But, once you get
to a large city where there is a lot of health-seeking
behaviour and you may go from one private
practitioner to somewhere else to a state hospital with
no communication between them, there are many
more opportunities to pass diseases on in urban
areas, so the whole thing becomes much more
complicated.

Q339 Chairman: Coming on to the issue of flu
detection, which I think the Royal College of
Physicians raised, it was your argument that we
should divert more funds to the developing nations
because you actually thought that intergovernmental
organisations could not solve the problem of flu
pandemic in a developing nation. Can you tell us a
little more about what you mean by that?

Dr Conlon: 1 think there are two aspects. One is, as we
have just been talking about, trying to identify things
happening, emerging from animals to humans—that
is clearly what has happened with avian flu—so that
you are able to pinpoint when that is happening at an
earlier stage. Then you can put in control measures
more quickly locally. Strengthening local vet services
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would have allowed people to have got onto the
poultry culling and other control measures in South
East Asia more quickly. That is one issue. The other
issue, of course, is to do with the fact that once
humans get a disease it is pretty hard for any
organisation to stop it moving. I think that is
particularly true with flu. You can be incubating flu
but not be symptomatic; there is so much travel going
on it is pretty hard to see how intergovernmental
organisations are going to stop that, unless you have
very draconian measures during a declared pandemic
to stop travel, but by that stage it is too late anyway
because it is pandemic.

Q340 Chairman: So it is essentially identifying it and
stopping it at source?

Dr Conlon: Yes. A good example, although it is a
much less contagious disease in terms of zoonoses, is
the ebola virus that has been happening in Uganda
recently. It is contagious locally with poor infection
control but by getting in there, finding the disease and
controlling it locally—which is what has happened—
it is less likely to spread beyond that, but you cannot
do that without having the infrastructure locally.

Q341 Baroness Falkner of Margravine: 1 would just
like to pick up the point you made about having
travel restrictions against citizens. As I understand it,
the United States does. The Disease Control Center
at Atlanta can, in fact, issue a travel ban against
individuals?

Dr Conlon: Yes, and it was clearly circumvented by a
lawyer with TB without any clear repercussions last
year.

Q342 Baroness Falkner of Margravine: Yes, that is
the case I am thinking of. The State does have the
power.

Dr Conlon: Yes, but that is for one individual with a
known, declared disease. When you start to talk
about large populations who are incubating a
disease, it is very hard to stop people travelling
because you think they might have something.

Q343 Baroness Falkner of Margravine: Would you
recommend, in the case of people who are beyond the
incubation period, that there should be rules to
prevent them from travelling?

Dr Conlon: 1 think that, if somebody is actively ill
with a contagious disease which is a public threat,
then yes, I do. You can do that but I think it is very
hard to implement because of the incubation period.
In a pandemic flu setting, if somebody has a high
fever, is coughing and looks terrible, you can stop
them getting the airplane, but the guy behind him

who has the same infection but is not symptomatic,
how do you stop him? That is where I think the
intergovernmental organisations would have a hard
time stopping a pandemic.

Q344 Baroness Whitaker: There might be an area
where an intergovernmental organisation could
come in. I have been reading an article in The
Economist about something called the Global Viral
Forecasting Initiative, which is a chap in America
who wants to spot the virus which is going to jump
from the animal to the human species. I am not
competent to know whether this is feasible, but he has
a great programme for that. Is that the kind of thing,
do you think, that WHO could reasonably
commission research in? Is that the sort of thing they
should be looking at because it is not just human, it
is looking at the actual virus; it is virus hunting rather
like butterfly hunting, as it were?

Dr Conlon: 1 think the concept of WHO initiating
research is just wrong; they do not do it to any degree
that is helpful. If research has been done, more
commonly initiated by Research Council money or
Wellcome Trust money or something like that, then
that research can be made more useable and made
more applicable to the local scene.

Q345 Baroness Whitaker: They could facilitate the
transmission of knowledge about such a programme;
they could not initiate such a programme?

Dr Conlon: They could but they do not; that is not
how they are designed to work.

Q346 Lord Hannay of Chiswick: Is the question not
more where the powers lie to impose restrictions on
travelling, whether they rely exclusively with 192
independent governments or whether they lie partly
with intergovernmental organisations like the WHO
and behind it other UN organisations like the
Security Council? These are not totally impossible
concepts but they are very difficult concepts. Surely
what we are talking about is not so much organising
research about how to do this—although that would
be necessary but not done by these intergovernmental
organisations—but whether or not there should be
powers to do this and, if so, how should they be
exercised in relation to the powers that governments
do have to quarantine situations. Do we need world
quarantine guidelines, arrangements or what have
you?

Dr Conlon: There are guidelines for travelling with
TB, but the WHO has no powers to implement them,
so they can only advise either governments or regions
how to do that. I am not an expert on international
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law, so I would not know how it is actually effected,
but the WHO would have no power to do anything;
they can only recommend things.

Q347 Lord Hannay of Chiswick: Unless they were
given it?

Dr Conlon: Yes, but I cannot see that happening;
maybe [ am wrong.

Q348 Lord Geddes: Both Dr Conlon and Dr Bates
have advertised very strongly that it is not up to
WHO to instigate research, is that right?
Dr Bates: 1 think they can identify the question but
they should not do it; they should then commission
academic institutions to do the research.

Q349 Lord Geddes: 1 think your two views are
slightly at odds because I thought I heard that they
should not instigate research, but actually what you
are saying is that they should instigate the research
and get somebody else to do it.

Dr Bates: What they need to do is to say, “We have a
policy for malaria but we do not have any evidence
around this bit of treatment, so we need evidence”;
and they can then commission some research to fill
that gap. They would not know the exact research
questions to ask.

Q350 Lord Geddes: Would you go along with that?
Dr Conlon: 1 think they are not actually sufficiently
academic to even commission research in the way I
think you are interpreting Imelda’s comments. I
think what they should say is, “There is a problem
and we would like research done in this area; it would
be nice if somebody did that”, but the WHO very
rarely is going to commission basic science or basic
clinical research. They might look at operational
research as to how it is employed in the field; that is
how I would see it.

Q351 Baroness Eccles of Moulton: This, then, comes
to the question of funding. You can only commission
if you can pay. I thought commissioning meant you
could actually say, “Do this and what’s it going to
cost?” and get people to tender. Can they actually
do that?

Dr Bates: The WHO do not have any money but what
they can do is lever money from other organisations.

Q352 Baroness Eccles of Moulton: So they turn the
idea out and hope somebody picks it up?
Dr Bates: Yes.

Q353 Chairman: Do they approach organisations or
countries or whatever?

Dr Bates: Sometimes but mostly not, in my
experience.

Q354 Chairman: They just put the idea out there
most of the time and hope somebody responds. Is
that your experience is it?

Dr Bates: Yes.

Q355 Lord Desai: 1 would have thought that other
people are also picking up and throwing out ideas;
WHO is not the only one. It must be a very
collective effort.

Dr Bates: In practice the way it works is that WHO
themselves do not know where the evidence gaps are
because they may not be academic enough to see the
holes in the policy. What tends to happen is that
other organisations proactively go to WHO and say,
“Look, your policy does not add up; you need some
more evidence around this area”. Sometimes it is
picked up and sometimes it is not, and sometimes
they will pick it up but there is no funding.

Q356 Lord Desai: If you want money to do research
that you have identifoed, does it help to say, “WHO
supports us”?

Dr Bates: Absolutely. If you can go with WHO to a
funding agency you stand a much better chance of
getting money.

Q357 Chairman: Moving onto bioterrorism, I think
the Royal College of Physicians were rather dubious
about the problem of spreading pathogens by
artificial means. Can you say a little more about why
that is? I would also like to know whether, when you
talk about pathogens, you are talking about the
human variety or indeed the variety that applies to
crops.

Dr Conlon: The argument is based on human
pathogens, and I think most of us would think that
biological warfare in that sense is pretty inefficient
and, therefore, is unlikely to be a major player in a
terrorism event. If you were going to cause terror, it
is much better to have dirty radiation rather than
smallpox or something that is not that easily
transmissible. I think the argument we put forward is
that quite a lot of effort went into this a few years ago,
a lot of us got vaccinated, there is a lot of money
going into education about smallpox and seminars
on bioterrorism, whereas in fact MRSA and CDiff
and things like that were getting less attention at the
time and are much more of a problem.

Q358 Chairman: What about wheat germ, foot and
mouth, and things of that nature? Do you take a
similar view?

Dr Conlon: 1 take a pretty similar view. They are all
pretty inefficient ways of terrorising countries.
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Q359 Chairman: That is, presumably, because of the
problem of weaponising these things and
transporting them, as opposed to chemicals or
radiation, which is so much easier to transport?

Dr Conlon: Yes, and disseminate.

Q360 Chairman: Am 1 also right in saying that,
presumably, the mechanisms you have in place to
identify and then deal with an outbreak of a normally
occurring pathogen would not in any event be
different from what you would have from one that
was spread by unnatural causes, if you like, by a state
or a non-state player. Is that right?

Dr Conlon: Yes.

Q361 Chairman: Would the rest of you agree with
that?

Dr Baker: 1 think at this stage I would like to say that
the work that has gone on in the UK on pandemic
planning is a very good model for dealing with a
major outbreak of communicable disease regardless
of how it arises. It makes much more sense probably
to model on something that is reasonably likely to
happen at some point but to be able to draw upon
that work in the event that the next major outbreak
is not pandemic flu but something unknown. That
would seem to be a good use of the resource and the
energy that has gone into pandemic planning. It is a
good thing to do from the point of view of that level
of preparedness, but it should also serve as a model
for dealing with very many other possibilities that
could arise.

Dr Williams: Could I just add to that and say that the
detection of any disease, whether it is bioterrorism or
a naturally occurring one, depends entirely on having
a good infrastructure, which is about having alert
clinicians when patients present, it is about having
good diagnostics available, people thinking outside
of the normal things when something is abnormal
and having good surveillance systems and good
communication systems in place to actually deal with
it. In this country we do have quite a reasonable
surveillance and alert system.

Chairman: I have heard a number of quite good
things said about the system here.

Q362 Lord Hannay of Chiswick: 1 want to follow this
up a little bit further, because this is not the first time
that witnesses have said that there is not a real
distinction between a bioterrorism event and the
outbreak of a communicable disease of an unknown
nature which comes suddenly upon the world and
threatens to spread very rapidly. Do you think,
therefore, that it would be helpful if governments
stopped dealing with these two things in two separate
kinds of categories and admitted that they were
phenomena of a very similar kind which would need

very similar responses and, therefore, got away from
an argument about whether or not bioterrorism was
terribly likely to happen? That seems to me slightly
dodgy territory because, although you are probably
right that at the moment it is a very inefficient way to
take terrorist action, I doubt any of us could put our
hand on our heart and say that it would still be as
inefficient in 30 years’ time. If it is true that there is
not a real distinction between these two things, would
it not be much better if they were addressed
internationally as a kind of single group rather than
as two different groups?

Dr Conlon: 1 think that is the point that Dr Bates was
making. I have sat through smallpox scenario
planning meetings and I have sat through a lot of
pandemic flu planning meetings; they are exactly the
same. One is much more likely than the other but the
planning is the same, the infrastructure you need is
the same; you have to make sure that you have the
infrastructure in place that works and you can
recognise that. That involves clinicians and
laboratory scientists being aware of the possibilities.
There is no difference particularly other than saying
that, if it is a new virus and you do not have a vaccine
for it, it is slightly trickier than a virus you do have a
vaccine for, which is the only argument for
vaccinating against smallpox possibly.

Q363 Lord Hannay of Chiswick: Presumably, the
countries which are most vulnerable to this sort of
thing are developing countries because they have very
little capacity either to spot the thing in the first place
or to take action thereafter. They might respond
more readily if it was not said that what they were
doing was guarding themselves  against
bioterrorism—which they probably think is a
completely zero threat to them—but that they were
guarding against an unknown infectious disease,
which they probably realise could be a very real
threat to them. If their responses and defences are the
same, it seems to me to be unhelpful basically to put
two different labels on it.

Dr Conlon: The SARS outbreak a few years ago and
the current avian flu situation have focused people
much better on what the problems are and have
actually made people get away from bioterrorism.
These are new diseases, what new infrastructures do
we need for these, how are we going to deal with this
internationally? I think things have got better from
that point of view.

Q364 Lord Desai: Just to add a comment, if you call
it bioterrorism you get more money assigned to it.
Your evidence from the Royal College of Physicians
draws attention to the fact that migration is possibly
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one of the major factors in spreading infectious
diseases. Can the WHO do something constructive
about that, perhaps instruct governments to screen
immigrants or whatever?

Dr Conlon: Again I do not think the WHO can do
that. I think there can be guidance as to what may be
useful as screening tests for certain diseases but there
are not many that there easy screenings for.
Tuberculosis is the one that is characteristically
talked about, but I commonly see people with TB
who have been screened at Heathrow or somewhere
else, who were genuinely negative on the screening
but are still carrying the disease a couple of years
later. I think there are ways to screen people, and it
may depend on how acute the problem is, but it is
hard.

Q365 Lord Desai: Does it make a difference whether
you screen on boarding the plane or upon landing?

Dr Conlon: 1t depends on the disease.

Q366 Chairman: Are there any particular things you
would like to draw our attention to which could help
on this because clearly world travel is one of the
factors in spreading disease. Are there any ways of
dealing with that that you can think of that are not
before us?

Dr Conlon: Going back to what we have been talking
about all afternoon to some extent, if you increase
infrastructure, diagnostic treatment and abilities in
other countries, it reduces disease burden and
therefore reduces the amount of disease travelling.
Chairman: Unless you have anything else to add, that
completes our session today. Thank you very much;
you have been very helpful. If you do have any other
ideas or thoughts about this session when you have
read the evidence, or before then if you like, please
send them in. Thank you very much for your
attendance today.
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Issue 1: A recent report on Communicable Diseases by the UK Department of Health stated that “post-war optimism
that their conquest was near has proved dramatically unfounded”. What is your assessment of the overall position? More
specifically, is it ssimply that not enough progress is being made in reducing the spread of such diseases? Or is the global
situation actually deteriorating? Would it be an exaggeration to talk of a crisis?

1. While there has certainly been progress in responding to AIDS in recent years, the HIV pandemic remains
the most serious of all infectious disease challenges today, and will clearly be with us for generations to come.
It should also be noted that AIDS actually drives other deadly infectious disease such as Tuberculosis and
XDR TB: this poses economic and security threats that go beyond national boundaries.

2. Some 33 million people worldwide are currently estimated to be living with HIV, two thirds of them in sub-
Saharan Africa. To sustain progress already made, it will be important to accelerate (and diversify) efforts to
prevent new infections and ensure that the provision of HIV treatment can be maintained over the longer term.
It is critically important to understand the dynamics of the impact of AIDS as well as of HIV transmission,
stemming from the fact that HIV—unlike other diseases—is concentrated in the productive adult population.

3. There is still no vaccine or cure for HIV. Its initially asymptomatic nature means that people living with
HIV may remain unaware of their status for years. These facts, along with the stigma that still surrounds HIV,
the taboos around the principal means of transmission (sexual relations, sharing needles for injecting drugs),
and the extent to which socio-economic inequalities influence the spread of the epidemic and intensify its
impact, pose exceptional challenges for both HIV treatment and prevention.

4. Since the discovery of combination anti-retroviral therapies (ART) in the late 1990s, most people requiring
HIV treatment in developed countries are now able to access life-lengthening drugs. Thanks to an increase in
international funding for AIDS since the turn of the century (the Global Fund to fight AIDS, TB and Malaria
and the US PEPFAR programme have played a major role here), and a growing commitment from national
governments of some of the most affected countries, around one third of people who need ART in low and
middle income countries can now obtain it. Residents of developed countries whose conditions become
resistant to first line drugs can switch to new regimens. Relatively few residents of developing countries
currently have this opportunity, though it is encouraging to see countries such as India initiate efforts to
provide second line treatments free of charge. To make progress on treatment, it will be vital to keep investing
in the development of new drugs, and to ensure that they are affordable and available to all who require them.
One of the principal challenges facing us today is not just to scale up access to HIV prevention, treatment, care
and support, but to sustain it.

5. The most important cause of illness and death among people living with HIV, even among those on
antiretroviral therapy, is tuberculosis. This interaction with HIV, combined with under-investment in health
systems, inadequate research into new drugs and diagnostics, and complex socio-economic factors has
reversed many of the gains made in TB control since the advent of effective treatment in the 1950s, resulting
in the development and spread of drug resistant strains of TB and millions of avoidable deaths.
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Issue 2: What reliable data exist regarding the numbers of people infected globally with the four diseases on which the
Commuttee is focusing particular attention? What trends are discernible in both the numbers infected and the patterns
of infection? And what are the main underlying causes of infection and of any changes in its incidence and pattern?

1. Data on HIV and AIDS is some of the most accurate and up-to-date for any health issue. There are more
HIV epidemics than there are countries in the world, and tremendous differences in the ways they are evolving.
Overall, HIV prevalence is stabilizing. The causes of its spread are multiple and complex: biological, social,
and economic.

2. The “AIDS epidemic update” reports on the latest developments in the global AIDS epidemic and has been
published annually since 1998. The 2007 edition provides the most recent estimates of the epidemic’s scope
and human toll and explores new trends in the epidemic’s evolution. This is a joint UNAIDS and WHO report.
It includes estimates produced by the UNAIDS/WHO Working Group on Global HIV/AIDS and STI
Surveillance, based on methods and parameters that are informed by the UNAIDS Reference Group on HIV/
AIDS Estimates, Modeling and Projections. These estimates are also based on work by country analysts in a
series of 11 regional HIV estimates workshops conducted in 2007 by UNAIDS and WHO. The process and
methodology used by UNAIDS and WHO were reviewed and endorsed by an International Consultation on
AIDS Epidemiological Estimates convened jointly by the UNAIDS Secretariat and WHO on 14-15
November 2007 in Geneva.

3. According to the 2007 AIDS EpiUpdate, 33.2 million people were living with HIV in 2007. Every day, over
6,800 persons become infected with HIV and over 5,700 persons die from AIDS. Nonetheless, the current
epidemiologic assessment is encouraging in that it indicates that the global prevalence of HIV infection
(percentage of persons infected with HIV) remains steady, even though the global number of persons living
with HIV is increasing. There are four reasons for this: (1) the ongoing accumulation of new infections with
longer survival times, measured over a continuously growing general population; (2) localised reductions in
prevalence in specific countries accompanied by changes in behaviour; (3) a reduction in HIV-associated
deaths, partly attributable to the recent scaling up of treatment access; (4) a reduction in the number of annual
new HIV infections globally. Examination of global and regional trends suggests the pandemic has formed
two broad patterns: generalized epidemics sustained in the general populations of many sub-Saharan African
countries, especially in the southern part of the continent; and epidemics in the rest of the world that are
primarily concentrated among populations most at risk, such as men who have sex with men, injecting drug
users, sex workers and their sexual partners.

4. The burden of tuberculosis occurring in people living with HIV and national responses to the interaction
between the epidemics of TB and HIV have been reported annually since 2005 in the WHO Global
Tuberculosis Report which collates data from around 200 countries and territories. Efforts are currently under
way to collect additional global data on the impact of TB on people living with HIV through the UNGASS
indicators and global reporting of HIV care and treatment.

Issue 3: What intergovernmental surveillance systems exist to give early warning of outbreaks of infectious diseases?
Apre these systems adequate? And what improvements might be made?

1. Detection of an outbreak of an asymptomatic blood borne infection like HIV is difficult if not impossible.
The typically asymptomatic nature of HIV infection and the inability to screen contacts or individuals exposed
to the virus, limits the potential to detect outbreaks.! It is therefore recommended that countries develop
appropriate surveillance systems to track the behaviors that expose individuals to the risk of HIV
transmission, as well as to track HIV prevalence in different populations. Many countries have adequate
surveillance systems; in other countries these systems need to be improved or expanded. Important
investments should be made in data collection and analysis, to guide prevention programming and to assess
the impact of the AIDS response. Also, the importance of HIV/TB and the need to work closely with TB
programmes to build lab networks/efforts to improve drug resistance surveillance for X/MDR among people
living with HIV who are more likely to develop TB.

1

Detection of such an outbreak would require large scale blood screening and regular (serial) blood tests for a selected population of
individuals. Occasionally, outbreaks of blood borne pathogens can be detected in closed populations (prisons and hepatitis B or C),
but usually these types of investigations require the presence of and detection of one symptomatic individual, confirmed through
laboratory tests as an incident case, and then subsequent case findings through large scale contact tracing and screening programs.
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Issue 4: Given the continuance of current and planned intergovernmental programmes to prevent or control the four
diseases, what predictions can be made of their likely spread and pattern over the next 10 years?

1. Global HIV prevalence-the percentage of the world’s adult population living with HIV-has been estimated
to be level since 2001 (Figure 1). Downward trends in HIV prevalence are occurring in a number of countries,
where prevention efforts aimed at reducing new HIV infections since 2000 and 2001 are showing results. In
most of sub- Saharan Africa, national HIV prevalence has either stabilized or is showing signs of a decline
(Figure 1). Cote d’lvoire, Kenya and Zimbabwe have all seen declines in national prevalence, continuing
earlier trends. In South-East Asia, the epidemics in Cambodia, Myanmar and Thailand all show declines in
HIV prevalence. The estimated number of deaths due to AIDS in 2007 was 2.1 million (1.9-2.4 million)
worldwide (Figure 2), of which 76% occurred in sub-Saharan Africa. Declines in the past two years are partly
attributable to the scaling up of antiretroviral treatment services.

2. AIDS remains a leading cause of mortality worldwide and the primary cause of death in sub-Saharan
Africa. HIV incidence (the number of new HIV infections in a population per year) is the key parameter that
prevention efforts aim to reduce, since newly infected persons contribute to the total number of persons living
with HIV; they will progress to disease and death over time; and are a potential source of further transmission.
Global HIV incidence likely peaked in the late 1990s (Figure 3) at over three million new infections per year,
and was estimated to be 2.5 million [1.8—4.1 million] new infections in 2007 of which over two thirds (68%)
occurred in sub-Saharan Africa. This reduction in HIV incidence likely reflects natural trends in the epidemic
as well as the result of prevention programmes resulting in behavioral change in different contexts.

3. The Future: It is difficult to predict the course of incident infections for the next 10 years, although a
conservative assessment can be based on the 2007 estimate of 2.5 million (1.8-4.1 million) new infections per
year. This could however evolve as a result of epidemic dynamics as well as be influenced by effective
prevention responses. Mortality in the near future is expected to remain stable or even perhaps fall if there is
success in increasing access to ART to the millions that need it.
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Issue 5: What do you consider to be the principal blockages to achieving progress in the prevention or control of the four
diseases? And how wmight these blockages be removed by more, or better-targeted or better-coordinated
intergovernmental action?

1. Atthe September 2005 World Summit, heads of state committed to a massive scaling up of HIV prevention,
treatment and care by 2010, as a mid-way point towards achieving the Millennium Development Goals
(MDGs). A UNAIDS-supported review of individual countries’ progress on scaling up access identified six
major challenges. The Joint Programme is working to address each of these, with a particular focus on
providing technical support at country level:

(a)

(b)

©

(d)

(e)

Setting national priorities: Countries face difficulties in developing credible evidence-based and
costed plans that reflect national priorities and local realities. This is partly due to lack of
understanding of what is actually driving the epidemic and the absence of baseline data, in particular
for most-at-risk populations. Moreover, current funding is often insufficiently targeted towards
national priorities.

Predictable, adequate and sustainable financing: Funding for AIDS falls well short of what is
needed—despite a remarkable increase from less than US$500 million just over a decade ago to some
US$10 billion today. One third of that money currently comes from low and middle income countries
a positive trend in terms of ensuring sustainability of financing. But they will not achieve this on their
own—particularly in the short term. For example, given that for every one person who starts taking
ART, another four become infected with HIV, providing treatment is going to remain an expensive
challenge for years to come.

Strengthening human resources and systems: Lack of human resources and limited institutional
capacity, partly due to internal and external migration and under-investment in health systems,
seriously impede provision of HIV prevention, treatment, care and support services. This includes
inadequate access to reproductive health services. Weak infrastructure also represents a serious
bottleneck to effective use of the resources available.

Affordable commodities: The availability of affordable HIV-related commodities, for both
prevention and treatment, is a critical issue. Current obstacles include the high price of HIV-related
commodities, in particular for second and third line antiretroviral combinations and paediatric
treatment; taxes and tariffs; weak forecasting, procurement and distribution systems; and delay in
regulatory approval of new products.

Stigma, discrimination, gender and human rights: While stigma and discrimination, gender inequity,
and human rights abuses continue to fuel the HIV epidemic, limited action is taken at the country
level to address these issues. UNAIDS promotes and supports the development and enforcement of
supportive laws and the protection of human rights-including the rights of women and children,
people living with HI'V and members of vulnerable groups. The empowerment of women and gender
equality are essential to both men and women to protect themselves from becoming infected with
HIV.
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(f) Targets and accountability: Strong monitoring and evaluation is a prerequisite to track progress (or
lack thereof) and assure effective oversight and accountability. In many cases, monitoring,
evaluation, and reporting capacity is poor, and mechanisms limited.

(g) Overall recommendations:

— Support the development of prioritized, evidence-based, inclusive and sustainable multi-
sectoral AIDS plans that “make the money work” and are aligned with national priorities;

— Ensure sustained multi-year funding: develop and implement a long-term investment
programme for AIDS;

— Achieve cost reductions for HIV commodities—for example through greater flexibility within
the World Trade Organisation TRIPS agreement;

— Address structural factors (such as gender inequality) that influence the epidemic via concrete
activities;

— Enhance aid effectiveness through stronger adherence to Three Ones Principles and the
recommendations of the Global Task Team on improving AIDS coordination among
multilateral donors and international donors;

— Invest in country-level monitoring and evaluation, support multi-stakeholder planning and
evaluation “Partnership Forums” and encourage joint review mechanisms and act on their
findings; and

— Support closer integration of HIV services with other health programmes including sexual and
reproductive health services, to strengthen health systems more widely.

Issue 6: What role does your organisation play in combating the four diseases? Do you believe that it is correctly
configured and adequately resourced to do the job? With which other organizations do you collaborate? How would you
assess the degree of synergy?

1. The UNAIDS Cosponsors and Secretariat work on a wide range of cultural, health, social and economic
issues related to HIV. The Joint Programme provides knowledge leadership, policy guidance and technical
support, with a particular focus on strengthening national AIDS responses. Due to the links between HIV and
tuberculosis, the UNAIDS family works closely with global partners in TB control to strengthen responses to
the two epidemics.

2. UNAIDS works through regional structures and through Joint UN Teams on AIDS that are facilitated by
Country Coordinators at country level. The Joint Programme is correctly configured but under-resourced to
optimally support significant scale-up of responses to AIDS at country level. A Second Independent
Evaluation of UNAIDS, to be concluded in 2009, aims to ensure that it is strategically and operationally
placed to meet the needs of the community it serves.

3. The UNAIDS Secretariat coordinates efforts of ten Cosponsors based on their comparative advantages as
defined in an institutionalized Division of Labour. It fosters the active involvement of civil society including
organizations of people living with HIV, faith-based institutions and the private sector. UNAIDS also
collaborates with major financial mechanisms, notably the Global Fund to Fight AIDS, TB and Malaria and
foundations as the Gates Foundation. Ongoing efforts to better define roles and responsibilities (eg the
renegotiation of the Memorandum of Understanding between UNAIDS and the Global Fund) will result in
stronger synergies.

4. The joint and co-sponsored nature of UNAIDS has paved the way for heightened UN coordination in
health issues beyond HIV and has often been cited in wider UN discussions as an example of UN reform in
action.

Issue 7: What are the main non-health causes (eg global warming, poverty, changes in land use, international rravel,
lifestyle, population) of the spread of the four diseases? To what extent can intergovernmental action in non-health fields
contribute to alleviation of their spread? What action is taking place or planned in these areas? And what more needs
to be done? Do you consider that there is a sufficient ‘Joined-up” thinking in approaching the problem?

1. The AIDS epidemic is, in part, a by-product of globalisation. The causes of its spread are multiple and
complex. So is its impact. Intergovernmental intervention to address these causes and impacts is as important
as support to more medical aspects of the epidemic. Action is taking place but there is an urgent need for more
systematic and more consistent approaches, and for greater cohesion with health-sector responses.
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2. Since the early stages of the epidemic, organizations such as ILO, UNDP, UNFPA; UNESCO, WHO and
the World Bank (all now cosponsors of UNAIDS), have highlighted structural factors associated with the
spread of HIV. Human rights abuses, income inequality and the low status of women were all identified as
“drivers” of the epidemic. The implications for labour, productivity and employment, and for society as a
whole, all provoked alarm.

3. Itis now well documented, for example, that gender dynamics are particularly influential in the spread of
HIV. For example, there is a powerful association between gender based violence and vulnerability to HIV.
In South Africa, women with violent partners have been found to be 50% more likely to be HIV infected than
other women?.

4. People from marginalised or stigmatised populations, including sexual minorities, injection drug users, sex
workers, prisoners, migrants, and refugees often struggle for human rights protection and may well find it
harder to protect themselves from HIV infection and to access HIV services (including access to male and
female condoms), when they need them. Stigma is a major issue for the entire population. Revealing an HIV
diagnosis can lead to violence, ostracism and job loss for anyone, making it more difficult for people with HIV
to access proper care and to engage consistently in behaviour less likely to put others at risk of infection.

5. In many countries, injecting drug users and sex workers are forced to live clandestinely without access to
information and to health care, and may be unnecessarily sent to prisons. Imprisonment has been proved to
be ineffective and counterproductive, as access to HIV and TB services are lower than elsewhere in the
community, and the risks of infection higher.

6. Education is another important factor. HIV and sex education delivered through school curriculum-based
programmes has proved highly effective in reducing sexual risk taking.’ But even simply keeping girls in
school longer is now directly associated with lower risk of HIV infection in most of Eastern and Southern
Africa, empowering girls and women in their sexual relationships and in escaping poverty*.

7. The multilateral system has played a key role in both understanding these complex and changing dynamics
and in supporting countries and communities to respond effectively.

8. For example, in 2005, UNICEF, UNAIDS and partners launched “Unite for Children, Unite against
AIDS” to put children (aged 0-18) more prominently on the global AIDS agenda. The ILO integrates AIDS
issues in labour-related policies at all provides guidance for the provision of HIV prevention, treatment, care,
and support through the workplace. Other initiatives include support for cash transfers to HIV-affected
families. UNFPA supports programmes and youth peer networks (eg Y-PEER, AFRIYAN and others) which
both influence programming and reach young people with HIV prevention information, skills and services.

9. There is broad recognition among the international community that poor planning inevitably results in a
lack of priority setting and the ineffective use of available financing. Therefore, national HIV/AIDS strategies
and action plans that are evidence-informed (addressing the key drivers of the epidemic), prioritised and
costed are a prerequisite for successful implementation of national programmes. To support countries in
enhancing their national AIDS strategies, UNAIDS set up the AIDS Strategy and Action Plan (ASAP) service
in 2006 hosted by the World Bank. The ASAP service is demand-driven and provides a one-stop shop where
countries can seek guidance and support to enhance their national AIDS strategies, to translate those
strategies into action plans, and build capacity. ASAP has also developed tools that countries can use to
promote coordination and harmonisation in strategic planning.

10. Alongside its analytical work on the associations between HIV and a wide range of structural issues’,

UNDP has pionecered a methodology to examine the relationship between the potential impact of

development policies on HIV, and the impact of AIDS on development outcomes.® UNDP has also

contributed to research into the links between urbanization, migration, HIV/AIDS and food security’ and

is currently leading the UNAIDS effort to develop and promote new country-oriented guidance and action

strategies on gender, sexual minorities and human rights. Since 2005, the Joint UNDP/UNAIDS/World Bank

Programme on Building National Capacity to Integrate HIV in Poverty Reduction Strategy Processes has

provided training to 25 countries to better understand the linkages between poverty and vulnerability to HIV

infection.

2 Dunkle & Jewkes, Lancet

3 ¢.f. Kirby D, Laris BA, and Rolled L., 2007; and ActionAid International, 2006

4 De Walque D. How does the impact of an HIV/AIDS information campaign vary with educational attainment? Evidence from rural
Uganda: World Bank Development Research Group; 2006.

5 HIV and Migration in Asia Pacific, www.UNDP.org. The UNDP Regional Programme in Asia and the Pacific has recently formulated

a programme on HIV and AIDS, Mobility and Human Trafficking.

UNDP Regional Service Centre, Johannesburg

7 Crush,J. etal. “Linking Migration, HIV/AIDS and Urban Food Security in Southern and Eastern Africa”, Regional Network on HIV/
AIDS, Livelihoods and Food Security, International Food Policy Research Institute, Southern African Migration Project, June 2006.
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11. UNESCO provides the secretariat for the UNAIDS Inter-Agency Task Team (IATT) on Education.
Comprising UN agencies, bilateral donors®, private foundations and civil society partners, the IATT on
Education’s actions focus on furthering dialogue, understanding and commitment to the role of education in
the HIV and AIDS response; generating and sharing research and experiences; and supporting coordination
and partnerships for policy and programmatic action in the area of education and HIV. The UNFPA led
IATT on Young People and AIDS will soon release seven Policy Briefs providing evidence-based guidance
and operational tools for national partners and UN Country Teams, including specific strategies for
interventions with young people delivered through a range of settings.

12. UNODC leads the UN’s work on HIV prevention among injecting drug users and for prison settings. The
main aim of this work is to improve the access to HIV/TB prevention care and support to injecting drug users,
in prison settings and for people vulnerable to human trafficking. The lack of attention provided to these
populations by States, the stigma attached to them, inappropriate legal frameworks, and the paucity of
resources allocated at national levels mean that needs are still very high. The legal framework in most places
in the world forces injecting drug users to live clandestinely without access to information and health care,
and often does not allow for the provision of evidence-based means of prevention, such as opioid substitution
therapies or needles and syringes. People using drugs and/or sex workers or women are often unnecessarily
sent to prison, which has shown to be ineffective, counterproductive and where the access to HIV and TB
prevention and care is even lower than in the community: prison management is often poor. In some countries
where sexual relations with people of the same sex is criminalized there is no access to condoms, especially in
male prisons.

13. UNFPA leads the UN’s efforts in the area of HIV and sex work. It promotes a comprehensive, rights-
based approach to address inequalities that can drive women into sex work, prevention of HIV in sex work
settings, alternative economic opportunities, reduction of stigma and discrimination and strengthen
realisation of human rights. As is the case with injecting drug users, programmes reaching sex workers and
other marginalised populations are well below actual need.

14. UNAIDS provides a mechanism to coordinate work in these areas. The development of the Three Ones”
and the Global Task Team have recently helped strengthen that capacity. But we are still in the very early
stages of developing an effective global approach to the structural factors that influence this particular
epidemic.

Issue 9: Tuberculosis is potentially curable by long-term antimicrobial therapies. Yet the numbers of reported cases
worldwide seem to be rising. Are the necessary medicines not getting through to patients? What are the barriers to
effective long-term therapy? Are we now seeing infections which stem from other conditions- eg HIV|AIDS? Or are
there other reasons why a treatable disease should be spreading? How might intergovernmental action help to deal with
this situation?

1. WHO estimates that the global rate of new TB cases has peaked, and in most regions is beginning to fall,
albeit too slowly. In Eastern Europe and Africa, case rates have stabilized after rapid increases over more than
a decade, due principally to economic/social transition in the former Soviet Union, and due to the HIV
epidemic in Africa. The WHO Stop TB Strategy reaches almost two-thirds of estimated global TB cases
(compared with less than 10% a decade ago) and global treatment success is now near the target of 85%, so
TB is largely curable even in the poorest settings. However, the interaction between TB and HIV, weak health
systems and inadequate investment in new ways to diagnose, treat and prevent TB mean that there are still
over 1.6 million deaths from TB each year and the threat of drug-resistant TB is rising.

2. The WHO Stop TB Strategy lays out the approaches proven to reach and cure more persons ill with TB,
including people living with HIV. The Global Plan to Stop TB, 200615 sets out a plan and budget for what the
world needs to do to achieve the Millennium Development Goals in 2015, specifically addressing the threats of
HIV related TB and drug resistance. However, in 2008 alone there remains about a 50% gap in financing for
TB control implementation of over US$2 billion, for national control efforts and global technical assistance.

3. TB is among the most common causes of illness and death among people living with HIV, despite being
preventable and curable. Up to 70% of TB patients are also infected with HIV in the African countries hardest
hit by HIV infection. Many opportunities to provide integrated care are being missed because of poor
collaboration between TB and HIV programmes. In 2005, only 7% of TB patients were tested for HIV and
less than 0.5% of people living with HIV were screened for TB. Recent evidence in Southern Africa has shown

8 For the purpose of this request, current members include: Canadian International Development Agency (CIDA), Department for
International Development (U.K.) (DFID), Deutsche Gesellschaft fiir Technische Zusammenarbeit (GTZ), European Commission
(EC), Irish Aid, Netherlands Ministry of Foreign Affairs, Norwegian Agency for Development Cooperation (Norad), and the Swedish
International Development Cooperation Agency (SIDA). For a full list of IATT members, please visit: http://www.unesco.org/aids/
iatt.
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that the spread of extensively-drug resistant TB (XDR-TB) in hospitals serving as antiretroviral treatment
sites can be highly lethal. Policies and field best practice models of integrated TB/HIV care are being applied
but need faster scale up and high level commitment to scale up towards universal access to quality TB and
HIV prevention, treatment and care. Joint efforts to improve infection control in communities and health
facilities would benefit the response to both avian influenza and tuberculosis as they are transmitted in the
same way.

4. UNAIDS is working closely with the Stop TB Partnership, WHO and other cosponsors to build joint
action on TB and HIV in order to reduce the burden of TB among people living with HIV and accelerate
towards universal access to comprehensive TB and HIV prevention, treatment and care.

5. Intergovernmental action is already making a profound difference through commitments, including by the
UK Government, technical agencies, academics and civil society organizations, to the Global Plan to Stop TB,
2006-15. Partners are expanding coordination in support of national scale-up proven effective control policies,
harmonise approaches and align them with national health sector plans and initiatives, ensure coordinated
technical assistance that meets the demands of recipients, and to increase powerful surveillance and urgently
needed research. However, awareness of the TB epidemic, its impact and its interaction with HIV is still sorely
limited in donor nations and high TB burden countries alike and if raised could spur a much faster more
integrated response and broader financial commitments.

Issue 12: To what extent do you consider that the rise in infections in the four diseases is attributable to increased
microbial resistance to antibiotics? What intergovernmental actions is taking place in this area?

1. There is no direct evidence that rising levels of drug-resistant TB have affected national or global trends in
TB incidence. Nevertheless, overall control of TB, as well as public safety, is at great risk if drug-resistant TB
is not prevented, quickly identified and contained. The terrible mortality, morbidity and economic
consequences of cleaning up MDR TB should not be underestimated: in the 1980’s and 90’s New York City
spent USD 1 billion on its micro epidemic which had been largely fueled by HIV. There is evidence that drug-
resistant TB disproportionately affects people living with HIV, in terms of incidence and mortality rates.
Global efforts are focusing on providing effective TB treatment to prevent the emergence and spread of drug-
resistant strains; large-scale improvements in laboratory networks worldwide; introduction of new diagnostics
and research; surveillance to monitor the emergence and trends of drug-resistant TB locally, regionally and
globally; and to expand the treatment of drug-resistant TB. Scale-up of treatment for drug-resistant TB is far
behind the estimated projections needed in the Global Plan to Stop TB to reach universal access to treatment
for all those detected with drug-resistant TB by 2010.

Issue 14: Are there any difficulties with regard to patents or intellectual property which are impeding the flow of
medicines or other control methods to those infected? Is intergovernmental action needed to improve the situation?

1. The cost of anti-retroviral drugs in low and middle income countries is a major issue—particularly as
resistance to first line treatment increases. The agreement on Trade related Aspects of Intellectual Property
Rights (TRIPS) attempts to balance two objectives: creating incentives for innovation through patents and
other measures on the one hand and spreading the benefits of innovation as widely as possible (such as
maintaining a sustainable supply of essential medicines) on the other.

2. The debate around the scope and interpretation of the TRIPS flexibilities was settled by the Doha
Declaration on the TRIPS Agreement and Public Health® which affirmed that public health considerations
can and should shape the extent to which patents on pharmaceuticals are enforced and that flexibilities in the
TRIPS Agreement should be used to this end. This was re-enforced by the 30 August 2003 Agreement which
allowed developing countries and LDCs with insufficient or no manufacturing capacity to import generic
medicines produced under compulsory license. Although more countries have utilized TRIPS flexibilities in
recent years, most developing -country WTO members are still in the process of amending their intellectual
property legislation to make full use of these flexibilities.

3. However, the unsuccessful conclusion of recent WTO rounds has encouraged several countries to pursue
trade liberalisation agendas at a bilateral level. This has resulted in a proliferation of bilateral trading
agreements. Based on analysis conducted on some recently concluded bilateral trading agreements, countries
appear to be committing themselves to obligations that extend significantly beyond those contained in the
TRIPS Agreement and which may prove to be contrary to the objectives contained in the Doha Declaration.

® The Declaration was adopted at the Fourth Session of the WTO Ministerial Conference in Doha, Qatar on 14 November 2001. See
WTO document WT/MIN(01)/DEC/W/2.
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This development has been noted with concern by several UN agencies and has been the subject of resolutions
at the World Health Assembly! of the WHO in recent years for instance.

4. Inter-governmental action has yielded some important benefits to date. For example, UNDP’s HIV Group
provides technical support to countries to analyse TRIPS flexibilities and WTO obligations in order to inform
their strategies with regard to access to essential HIV drugs. The WHO’s Commission on intellectual property
rights, innovation and public health for instance has made important recommendations which are the subject
of implementation through the inter-governmental working group on public health innovation and
intellectual property. Continued co-operation between developed and developing countries especially
regarding the transfer of technology as provided for in Article 66.2 of the TRIPS Agreement should be
encouraged and strengthened by WTO member states as well as the relevant international organistions.

Issue 15: What interchange exists berween States in regard to knowledge of and training in the diagnosis and treatment
of the four diseases or regarding preparations for dealing with outbreaks? What improvements might be made through
intergovernmental action?

1. UNAIDS as a Joint Programme, and through the governance mechanisms of its individual Cosponsors,
sets global standards and provides technical collaboration with member states at the global, regional and
country levels for diagnosis and treatment and control of HIV. It works with partners at the global, regional
and country levels for the diagnosis and treatment of HIV and dealing with outbreaks. While great progress
has been made in establishing a global framework for detecting and responding to HIV, increased
intergovernmental collaboration and cooperation are needed at the regional and country levels to strengthen
surveillance and disease control activities. In the past, the UK seconded experts from academic and public
health institutions which greatly helped improve national responses to the different diseases. It is
recommended that this continue.

Issue 16: The International Health Regulations 2005 are intended to provide a global framework for the rapid
identification and containment of public health emergencies. How effective do you consider this response system to be?
Do improvements need to be made?

1. The Regulations make no reference to HIV, which does not fit the criteria for a notifiable public health
threat. However, recent experiences with the identified international air travel of passengers with multi-drug
resistant TB suggests that the systems that need to be supported to enable countries to fully comply and
participate in the aims of the IHR are rudimentary and need committed investments and significant human
resources.

21 January 2008

Examination of Witnesses

Witness: MR ELHAD] AMADOU Sy, Director of Partnerships and External Relations, UNAIDS, examined via
video-link.

Q367 Chairman: Good afternoon, Mr Sy. Can I first
of all thank you very much for coming to talk to us.
Can I also tell you that the event this afternoon is
being recorded and you will have an opportunity to
see the transcript of the evidence and make any
corrections you think are necessary. We would also
like you to feel free to write to the Clerk with any
more information after the hearing this afternoon if
you think there is anything we have left out or not
covered that we should have done. If you are happy
with that, I will proceed.

Mr Sy: Yes, thank you.

Q368 Chairman: 1 would like to start by asking
about UNAIDS. My understanding is that this was
formed in part because there was fragmentation in

the approach to AIDS, and what we would like to
know is whether you think this is the right route to go
down in terms of dealing with this specific disease,
because it is really very targeted in this way. Is this the
best structure? Perhaps in answering that you can
touch on the governmental structure of UNAIDS
and how effectively that works.

Mr Sy: First of all, thank you for giving us the
opportunity to talk with this Committee on behalf of
UNAIDS and its Executive Director. We are doing
so on behalf of all the Co-sponsoring agencies, but
also I may take this opportunity to stress the specific
view from the Secretariat of the Joint and
Cosponsored Programme. With regard to your
question, we believe that AIDS is a multi-
dimensional problem which calls for a multi-sectoral

10 For instance, Resolution WHAS57.14 of 22 May 2004 urged Member States to “encourage that bilateral trade agreements take into
account the flexibilities contained in the WTO TRIPS Agreement and recognized by the Doha Ministerial Declaration . . . ”
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response. We know very well about the health
dimension and the health components of HIV, but
there are so many other societal and development-
related issues that need to be addressed at the same
time. What sometimes appears to be like a
fragmentation of the response, is what we call a
multi-sectoral response to the epidemic. We call on
different UN agencies ranging from WHO for the
health part to UNDP for the development aspects,
down to sector-specific responses such as the one
being implemented by UNESCO. >We recognise
that we need different entry points to the problem in
order to make an impact. We have to promote a
broad base: a multi-sectoral response. As far as
UNAIDS is concerned we believe that it was a very
innovative idea to have a programme such as
UNAIDS and we still believe so after ten years. With
the results which I hope we can talk about later on in
the discussion, it remains the best structure and the
best approach both for a coordinated response and to
minimise transaction costs at country level for
partners.

Q369 Chairman: We have not used this approach to
other specific diseases, have we? Do you think it is
one that should be used for other specific diseases? Or
do you think that AIDS is of a special type?

Mr Sy: We do believe that HIV/AIDS has revealed
many socio-economic dysfunctionalities, more than
any other disease before. If you look at the different
aspects of the response, the amount and the volume
of activities that happen outside of the health sector
will show how different it is from other diseases. For
example, the issue relating to stigma and
discrimination—of course, we may find that with
some diseases, but the magnitude of it as far as AIDS
is concerned is quite unique. There are aspects
relating to human rights and gender and gender-
based violence are critical; because of the very nature
of the epidemic, it is a gender issue par excellence that
we would not find in many other diseases. What we
have also found is that the way it impacts on the
health system is quite unique. If we are in a country,
for example, where 33 per cent of the adult
population is HIV-positive and between 50 and 70
per cent of all the patients in infectious disease wards
have some kind of HIV-related conditions and
illnesses, then addressing that particular disease from
the health point of view as well as from a societal and
economic point of view would be alleviating the
impact not only on the health sector but would also
have a major impact in terms of even how societies
will be kept together; how some of the enterprises will
continue to function given the fact that it is the people
in the prime of their lives who are becoming HIV-
positive; how families can be kept together, given the
fact that it is those who are the most productive in
society and who should be taking care of the

education of children most affected by AIDS. If we
look at this further in the way governments’ organise
themselves and implement their sectoral approach as
well as the development policies, we see the
uniqueness of this epidemic that really makes it so
different from any other disease we have seen so far,
even though we can find many similarities with some
of the major infectious diseases such as tuberculosis
and malaria, in Africa in particular.

Q370 Lord Geddes: Good afternoon, Mr Sy. In the
UNAIDS evidence in Issue 6, Paragraph 4, it says
that the structure of UNAIDS “has often been cited
... as an example of UN reform in action”. As |
understand it, UNAIDS is not only a vertical
programme focusing on the fight against AIDS but
also a horizontal programme bringing in a number of
other interests, not least development, education,
sexual health, et cetera. What puzzles me—and I
think puzzles a number of the members of this
Committee—is how does all that activity mesh with
that of the World Health Organisation, which is the
main intergovernmental health body? What is
WHO’s attitude to you? Does it work well? Are there
pluses? Are there minuses?

Mr Sy: We recognise that HIV/AIDS is a health
problem and, because of that, WHO has a very
important role to play. Our relationship with WHO
is strong and healthy for many reasons. Number one,
UNAIDS is administered and managed by WHO
both because in the nature of the work as well as our
geographic proximity here in Geneva. Number two,
whatever WHO is doing in relation to HIV/AIDS
does not only concern the WHO response to AIDS
but it also constitutes the whole UNAIDS response
to AIDS as far as the health sector is concerned.
When we brought partners together, we agreed on a
Division of Labour where each of the Cosponsoring
agencies will take a lead role based on their
comparative advantage. The biomedical aspect of
AIDS issues related to the health system, training and
retaining of healthcare workers, these are all WHO-
led activities. They lead in these areas not only for
their own sake but for the whole UN systems. When
we talk about UNAIDS’ work on HIV/AIDS and
health, what we do is to describe WHO work on that.
It is a very healthy relationship that will allow a
number of things: better coordination, avoiding the
duplication of efforts, and recognising also the lead
agencies; and this applies also in the way we structure
our programmes as well as the way we use our own
resources. We are the only UN programme with what
we call a Unified Budget and Workplan where, at the
beginning of a biennium we work together with the
ten Cosponsoring agencies and agree on what needs
to be done to make a difference in the response to
AIDS. Based on that agreement we give tasks and
leadership to each of the agencies as well as resources
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to do. So the resources are mobilised and a big chunk
of what we get from the partners goes to WHO for its
HIV/AIDS work within the health sector. If we look
at it more broadly, as I said a little bit earlier on,
alleviating the impact of AIDS on the health sector is
already a contribution to better health but at the
same time providing an opportunity for others to
look at the broad-based response that each of
Cosponsors will lead either from a particular sector
or from a societal or development point of view or
from a human rights point of view that will allow an
enabling environment for a response. We feel there is
a false dichotomy between a horizontal or a vertical
programme. We are horizontal in the fact that we do
contribute to strengthening health systems but also
we are very specific in addressing issues that are very
important to the response which, as I said before, will
range from gender to human rights to socio-
economic impact and alleviation of the AIDS
epidemic, taking care of orphans and vulnerable
children et cetera.

Q371 Lord Geddes: 1s there any danger of
duplication between what UNAIDS does and what
the WHO does?

Mr Sy: What UNAIDS does in the health sector is
done by WHO. If T had to describe UNAIDS work in
health and AIDS, then I would call on WHO to do
that because they are the lead agency in that area and
they are the guardians of that particular area of
responsibility. They also get resources from
UNAIDS and account for it both in terms of money
as well as in terms of results. In addition to that we
have what we call the Committee of Cosponsoring
Agencies, which brings together the Heads of all ten
Cosponsoring agencies of UNAIDS to design the
programme, monitor its implementation and
evaluate the impact. It is an additional platform
where complementary activities and Dbetter
coordination will be discussed to avoid duplication.

Q372 Lord Avebury: In your evidence and in your
two replies so far you have described how the ten co-
sponsoring agencies each undertake work within
their own fields and that you exercise this
coordinating role, as you have described it. Who
decides the overall budget which applies to all ten co-
sponsoring agencies? Or are they each determining
the amount of money which they spend on this work
on their own initiative and separate from all the
others?

Mr Sy: They have to decide how much money the ten
Cosponsoring agencies get?

Q373 Lord Avebury: You exercise a coordinating
role, you say.

Mr Sy: Yes.

Q374 Lord Avebury: Does that coordinating role
extend to advising on the budget for the whole of the
AIDS effort devoted by the ten co-sponsoring
agencies? Or are each of them responsible for their
own budgets and they do not present you with the
sum?

Mr Sy: In order to be a Cosponsor of UNAIDS each
of the agencies has to have a certain number of
requirements in place. Number one, they should each
have a dedicated team working on HIV/AIDS; they
should each have a dedicated budget from their own
resources and work plan on HIV/AIDS. This is the
first basis to come together around the table to
discuss what needs to be done, what each of the UN
agencies are investing from their own resources. Then
we evaluate, based on the programme that we want
to deliver together with what the gaps are. In the last
biennium what we realised was that issues such as
strengthening health systems, looking at the
biomedical aspects of HIV/AIDS, investing more in
monitoring the epidemic in the way that it is going,
investing together with our partners at country level
on what we call “know your epidemic” and then act
on it were priorities, and we allocated a big chunk of
the resources. The number one Cosponsor which
received most of the resources was WHO and it
represented a significant percentage of the overall
investment that we made; and if we compare this with
all the other Cosponsors, they are getting more than
double of each of the other Cosponsors that you
could compare with. We look at the next priority,
such as under the heading “creating an enabling
environment for the AIDS response,” and the issues
that relate to that are human rights, to gender as well
as governance of the AIDS response. Then we discuss
with UNDP, look at the whole contribution and then
make an additional contribution to fill the gap. Then
there were the three areas in order of priority: UNDP
looking at the socio-economic impact and then the
mainstreaming of HIV/AIDS into development
programmes; the next one was UNICEF for
prevention of mother-to-child transmission and
orphans and vulnerable children; UNFPA came
next, and then the smaller investments were made
with organisations like the World Food Programme,
UNESCO and UNHCR. Given the specifics of their
activities and with regard also to the amount of
resources that they were investing in the AIDS
programme, to get the final agreement of all of that,
we put in place a peer review mechanism where each
of the Cosponsoring agencies will be presenting to the
group what their priorities are, what is the amount of
resources they put in themselves and what the gaps
are. Then we compare that within the overall
strategic plan for the UN system and agree the



DISEASES KNOW NO FRONTIERS: EVIDENCE

155

17 March 2008

Mr Elhadj Amadou Sy

partition of the resources that we are getting from our
Unified Budget and Workplan.

Chairman: That sounds a very complex organisation
you have there and quite difficult for you.

Q375 Lord Hannay of Chiswick: 1 would like to ask
you a little bit further about the comment in your
evidence that this is an example of UN reform in
action. I still find it a little hard to see what the
extremely complex arrangements you have just
described are. They look slightly more like making
the best of a very complicated situation but not
something that should be replicated anywhere else. If
it was UN reform in action, then one would expect it
to be done in a lot of other places, but I think that
would probably be—from your own initial answer—
not the right thing to do. I wonder if you could just
say a little bit more about that. Do you not think that
some of the donors find this situation extremely
complicated to deal with and not very easy to handle?
Mr Sy: 1 think we have taken the complexity on
ourselves so that countries do not have to deal with
it. The whole effort that we are putting in designing
the Joint and Cosponsored Programme relies upon a
Unified Budget and Workplan, this will result at a
country level in simplification and the establishment
of one single entry point for a Joint UN team on
AIDS for partners at country level. That is the reason
why we are saying that UNAIDS is UN reform in
action, because instead of having to deal at country
level with ten Cosponsoring agencies and the
Secretariat, what we have is a Joint UN team on
AIDS that is working alongside a number of
principles. The number one principle is the principle
of harmonisation and simplification for AID
effectiveness that is derived from the Paris
Declaration. The other one is the principle of
delivering as one at a country level. It is a very simple
translation at a country level, through a Joint team
with one UNAIDS Country Coordinator that is
interfacing with all of the partners and calling on the
different Cosponsors based on an agreed Unified
Budget and Workplan with a division of labour to
deliver the programme which is a Joint Co-sponsored
programme. Before UN reform was put in motion it
was the only programme in the United Nations that
could really demonstrate that they were delivering as
one at a country level. When the UN country pilots
were put in place—I think we have about eight
countries where it is being implemented—the
preliminary results have shown that it is possible to
deliver as one. The example of UNAIDS in countries
turned out to be one very specific way of doing it and
the feedback that we are receiving also from the
partners at a country level is that it has reduced
tremendously the transaction costs because instead
of dealing with ten they are dealing with one. They
know also that there is already a plan, which is not a

UN plan for countries but a UN plan to support a
country response that we discussed and agreed on
with partners. More importantly, since the creation
of the Global Fund, it has also proven itself to be
extremely effective because it provides a platform to
negotiate a strategic plan for the country that the
Global Fund can use also to channel its finances so
that it complements all the other efforts.

Chairman: That is a very important area, but we do
need to move on. If you get any more thoughts about
this I think we would quite like to hear them. It is a
very different sort of organisation for one disease. I
appreciate you have marked it up as a very different
type of disease requiring a different structure, but it
does raise this interesting question—if it is a reform
of the UN structures, why does it not apply to some
of the others? If you have any more thoughts on that,
we would like to hear them in due course

Q376 Lord Desai: 1 would like to ask, first a question
about the co-sponsors that you have been describing.
You say in your evidence at Issue 7, Paragraphs 10-
13 that “there is an urgent need for more systematic
and more consistent approaches and for greater
cohesion with health-sector responses”. Could you
elaborate on this because, in a sense, obviously what
you have got is good but you feel it should be better
somehow?

Mr Sy: We have realised that there are a number of
activities, both in terms of prevention as well as
treatment, and treatment is the most obvious part
that should be better integrated with the health
system. For prevention, let me just mention one
which is the most obvious, that is the prevention of
mother-to-child transmission that can be better
integrated into maternal and child health
programmes which already exist. Because of the huge
stigma that used to be related to HIV/AIDS and the
very little access to testing for women, it was quite a
good approach at the beginning, to develop access to
voluntary testing and counselling for mothers. Once
you get a critical mass now it is really imperative that
we get into better integration and we are working
together with partners to achieve that. Treatment is
thus the most obvious part. Antiretroviral drug have
made a lot of difference in the response to AIDS but
they have also revealed a lot of weaknesses in the
health system in terms of poor diagnosis, in terms of
laboratory equipment and testing, in terms of
capacity for the health personnel. What HIV also did
indirectly, beyond revealing those weaknesses, was to
contribute to strengthening our laboratory systems,
strengthening our diagnosis and providing big
opportunities for training and capacity building for
healthcare workers at a different levels. The
treatment component will be more and more
integrated in both central as well as peripheral health
structures, so that integration and coordination is
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really necessary and we are working together with
WHO to further strengthen it while maintaining the
other aspects of the work that cannot be dealt with
within the healthcare setting.

Q377 Lord Desai: You mentioned the Global Fund
a while ago and there is also the Gates Foundation in
your Memorandum of Understanding with the
Global Fund. Is there a need for some further root-
and-branch rationalisation of all the various efforts
which are being devoted to stop the spread of HIV/
AIDS? Do you feel that there are problems with
rationalising—things that stand in the way of
rationalising—and how would you bring about the
coordination of the Global Fund, the Gates
Foundation and UNAIDS?

Mr Sy: 1am very pleased to report to this Committee
that the relationship with the Global Fund is a very
good and very beneficial one for partners at country
level. T would like just to highlight a number of key
elements to illustrate that. We have seen that
countries which have benefited from the support of
UNAIDS in the design of their proposals of the
Global Fund, their success rate for getting a grant
increased substantially from 40 per cent—which used
to be the success rate of proposals submitted to the
Global Fund—and those who benefited from the
support of the UN reached a rate up to 70 to 75 per
cent which was a good indicator that the
collaboration works well if we work where we should
and partner together at a country level. When the
Global Fund gives grants to countries they apply
what they call a performance-based funding which is
mainly based on two main issues, one is monitoring
and evaluation and the other is quantifiable results
within a timeframe. UNAIDS has deployed 65
Monitoring and Evaluation Officers at country level
and the majority of their work centres around
supporting countries, implementing their Global
Fund grant. Thirdly, all ten Co-sponsors, based on
their comparative advantage, have provided
countries with technical support for great advances
of their grant implementation. Those range from
training by WHO, to procurement in management
systems by the World Bank and UNICEF, to setting
up the country coordinating mechanism through
governance, through UNDP and the UNAIDS
Secretariat and supporting the overall management
of the grant and the accounting for it. What we tried
to do in the Memorandum of Understanding was to
capture the principles of the collaboration and to
look also at the different areas of collaboration,
which is the strategic, direction and advice we are
providing to the Global Fund the technical support
to make current grants successful and then
monitoring and evaluation. Those areas have been
agreed upon and the Global Fund has fully endorsed
it. The Memorandum of Understanding will be

finally approved by our board in April and the
Global Fund Board in October and will provide a
good basis to further strengthen our partnership for
the benefit of countries.

Q378 Lord Howarth of Newport: Turning to the
governance of UNAIDS, you said just now that
coordination was the number one requirement in this
field. UNAIDS has a Programme Coordinating
Board which, I understand, contains representatives
of 22 governments across the world, UNAIDS co-
sponsors who also have their own committee and I
think five NGOs. This would appear at first glance to
be a fairly top heavy Programme Coordinating
Board and difficult to manage. Do they manage you?
Or do you coordinate them? Is this board an arena in
which the coordination that is so badly needed is
actually achieved? Or is it an arena in which the
different organisations appear, pay lip service to
coordination but then go away and continue to do
the same things as they were doing before? Or is it,
worse, an arena in which they bicker and defend their
own interests?

Mr Sy: The configuration of the Programme
Coordinating Board of UNAIDS is a very innovative
set up in the sense that it provides an opportunity for
both so-called recipient countries as well as donor
countries to come together and discuss sometimes
very difficult issues and provide the Secretariat and
Cosponsors guidance. It is extremely useful because
beyond the fact of the governance aspect, it is a policy
forum that allows our different partners to discuss
extremely complex and extremely difficult issues
where different perspectives are needed. This kind of
agreement at that level will allow us to get very clear
guidance from a broad base of partners and then
actually take on the implementation of programmes
at regional and at country level. It is a very
innovative, very effective board. We have seen the
recent development in the international health
architecture, they get inspiration pretty much from
the Programme Coordinating Board. The Global
Fund has almost copied the Programme
Coordinating Board of UNAIDS because they think
it is a very good thing for a public/private
partnership, moving programmes forward. Given the
fact that we have different partners on the board that
will balance the view and the perspective and we are
not under pressure of one single constituency or one
single group, be it a group of recipients or a group of
donors. So it provides a kind of balanced view that
allows us to implement programmes in the most
effective way. The only challenge we face is that quite
often we find the same countries and the same actors
in different boards of the UN system, including even
in the board of the Global Fund Providing
inconsistent messages. Greater consistency in the
message and in the position would be quite useful. In



DISEASES KNOW NO FRONTIERS: EVIDENCE 157

17 March 2008

Mr Elhadj Amadou Sy

some instances, unfortunately, we may find ourselves
with members of the board providing guidance in a
certain direction at the Programme Coordinating
Board of UNAIDS and take a different view at the
Board of UNDP and the Board of the Global Fund,
because sometimes they are different people either
coming from health and the others coming from the
Ministry of Foreign Affairs, and the coordination is
not always very well established. That is the only
constraint that we face and, whenever we interact
with Board members, we call on them and plead for
that consistency and to constantly support us. Apart
from that, we think the way the board is structured
and the different views it provides will give us quite a
well-balanced platform to operate on.

Q379 Lord Howarth of Newport: As you describe it,
it sounds an attractive and valuable model, but there
are difficulties in achieving strategic follow-through
throughout the system. Can I ask you to comment on
what was said in a recent report by the United
Kingdom’s  Department  for  International
Development? They said, “UNAIDS’s ability to
create change is dependent on the willingness and
capacity of its co-sponsors, leaving them little room
for manoeuvre”. Then they went on to say that
“current governance mechanisms do not enable
UNAIDS to effectively demand accountability from
their co-sponsors”. What are your reactions to that?
Mr Sy: As I said earlier on, in order to be a
Cosponsor of UNAIDS each of the agencies will
have to present their own plan, including its own
resources that are coming from its own budget before
they access the Unified Budget and Workplan that it
gets through UNAIDS. What I can say is that every
cent that a Cosponsor gets from the Unified Budget
and Workplan is accounted for and there is a very
strong accountability mechanism. Every year there is
a target for an objective that is agreed upon within
the Unified Budget and Workplan and is very closely
monitored, and only when that target is reached and
the first dispersement has been accounted for, then
UNAIDS make a second dispersement to the
Cosponsor. Where I think the accountability is
suffering a little bit is in the investment of the
Cosponsors which the UNAIDS Secretariat does not
have control over; and if we call, as is in the report,
for a stronger accountability mechanism in that the
good model that we have within the Unified Budget
and Workplan should also reach into the use of the
other resources that Cosponsors are investing
themselves. There we are in a discussion with the
agencies to make sure that it falls within the same
framework and the discussion is also going on in our
board to strengthen this accountability so that we do
not have two measures and then two lines within the
Joint Programme, but the one that seems to work

best should be the model that will be including also
resources invested by the Cosponsors.

Q380 Lord Howarth of Newport: Are you optimistic
that the accountability, the coordination and the
follow-through is going to improve?

Mr Sy: Indeed we are optimistic. We are not there yet
but I really believe that with the support of the Board
and the commitment that the Heads of Agencies will
take, consequently to that we may actually win
because since what we call the Global Task Team
recommendations on coordination a lot of
improvements have been achieved, and this should be
the extra mile to go and we are quite confident that
we will get there. We also have another opportunity
really to further explore that and come up with
concrete recommendations. We are planning now
what we call the Second Evaluation of UNAIDS, and
it is looking particularly at the governance aspects
and accountability mechanisms between the
Secretariat and the Cosponsors. I am quite confident
that it will result in recommendations that will have
to be enforced for the implementation of the
programme.

Q381 Chairman: Before I call in Baroness Eccles,
there is a point you might want to give some more
thought to. If this governance structure is so good for
UNAIDS, why is AIDS so fundamentally different to
other diseases that we would not use a similar
structure there? One of the things we are constantly
told is that this whole area needs more rationalisation
within it and you are describing a particular system
which you say works well for AIDS. Why would it
not work well for Malaria or TB and so on? If you
have any thoughts on that, [ would like to hear them,
because you are actually advertising this model of
governance as being a good one and we are being told
that there is a need for rationalisation across the
board in the way we deal with communicable diseases
within intergovernmental organisations.

Mr Sy: 1 would just re-enforce the point that it is
being copied by the Global Fund because it works for
Tuberculosis and Malaria and it is a governance
structure that the Global Fund also uses, but not
exactly. They went a little bit further than we did
because they have introduced the private sector in
addition to NGOs and representatives of people
living with HIV. It really turns out to be the best way
to agree on a policy and strategic direction that will
also minimise the differences at a country level. For
the other communicable diseases, it may be much
simpler. The technical intervention and the different
things needed to have the environment ready, the
training ready, do the procurement and then provide
those treatments, and in most of the cases you can
treat those conditions. There are many statistics that
we can quote, but the most stunning one is that until
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today the vast majority of people living with HIV do
not know that they are HIV-positive. Why do they
not know? They do not know because in many parts
of the world they have absolutely no incentive to
know. If you know, then you will lose your job; if you
know, you will be kicked out of your home; if you
know, then your whole family will be stigmatised
against; if you know, you pay sometimes with your
own life. We have seen this in many parts of the
world, including Southern Africa. When people want
to know in most of these instances, either you have
barriers like simple infrastructure for testing and
diagnosis that are really lacking. Sometimes also, if
people want to know, there are all the social barriers
that you have to deal with. We are now seeing the
specifics of this disease in comparison with the others,
with the arrival of the Global Fund and clear funding
from bilateral partners, we have excellent testing
facilities and we have good treatment centres with
laboratories and everything, and in some cases there
are fewer patients turning up than were expected. So
we have to look at all the other factors and the more
advances we make the more we discover how
complex the situation is and that is the reason why we
are trying to develop this complex answer to this very
complex problem. Parts of it are very simple, but as
soon as we get into the prevention areas and to the
social factors over which the individual do not have
any control, that may impact on the epidemic. That
is where the complexity is and we need to bring all the
partners together to devise what the most effective
strategy.

Q382 Baroness Eccles of Moulton: Mr Sy, can I start
off by congratulating you on your first-class clear and
excellent English, which has made it very easy for us
to continue this discussion. I would also say that you
have partly answered the questions I was going to
pursue by your description of yet another complexity
which of course is the psychological aspect of the
disease. What I was really wanting to discuss with
you was the question of the variety of infrastructure
that is provided in the different countries where
AIDS is prevalent and how this affects so much the
delivery—whether it is through diagnosis through the
laboratories, prevention and actual treatment. We
have received evidence which does tell us that the
infrastructures are very variable. In some cases the
horizontal provision—to use that term—is really
quite good, but in many areas it is really very weak;
and I think you referred to this in your evidence to us,
and that you cannot provide the diagnosis and the
treatment and even the prevention unless you have
actually got the infrastructure in place. A lot of it is
obviously equipment but even more so it is people.
The other aspect of this which is clearly a problem is
that the initial funding sources and roots down to the
local level vary again because there can be obstacles

from the country level, down through the regional
level, right to the local level, where it is more difficult
to filter through. I wondered what sort of solutions
UNAIDS perhaps had to some of these problems.

Mr Sy: AIDS has revealed many of those problems
without necessarily causing them. The weak health
infrastructure in most of the developing world has
been there long before HIV but, when this already
weak infrastructure has to deal with an epidemic of
this magnitude, it is being revealed at a higher level.
It is important to note also that we have learned that
as far back in 1997, when UNAIDS was established,
the very first question was how is it going to be
possible to implement a good AIDS response within
the health sector in a poor setting. At that time the
first thing the programme did was to establish the
sites in Cote d’Ivoire in Uganda, in Vietnam and in
Chile to study, over a period of time, how within a
poor setting can a response to AIDS be developed
and also what would be the other activities in and
around the health sector that are needed to
accompany that response. Three years later, around
the year 2000, we came up with very strong evidence
that it is possible, through a number of activities, to
come up with a very good health response. Those
ranged from the treatment of opportune infection,
because we saw that tuberculosis was rising and it
was due to the co-infection of HIV and TB. We also
learned that the treatment of sexually-transmitted
infection and that early diagnosis and treatment were
also contributing to a good response to HIV. We also
learned at that time that, when basic service was
being provided in the poor setting, it was giving
incentive for people to go for testing. We also learned
that what we considered at that time to be a very
highly specialised skill could be managed also by
healthcare workers, not only in university hospitals
but also at the district level. That is where the first
port of calls for treatment now come in. These
strategies will continue to be scaled, up and now with
what we call the healthcare work alliance we will be
strengthening the capacities of healthcare workers at
the district level and also at the level of the hospitals
and the level of even the periphery, to scale up all
those activities. I think that what we can say with
great confidence is that we have learned from this
epidemic what can be done in those settings which is
not necessarily what we could find in a developed
country setting. The challenge we face is how to scale
them up in a large number of countries or even within
the countries to reach out to more regions. The only
way | hope we can do it now is through partnership
with initiatives like the Global Fund, which is now
providing more resources to countries to scale up
those interventions, and bilateral programmes such
as the US President Initiative and the other European
bilateral development programmes as well as the
ones that they are working together on with the EC.
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So scaling up geographically, scaling up in terms of
the variety of the intervention and investing in the
basic infrastructure, these are the combined
strategies to address those challenges.

Q383 Lord Avebury: We have been talking already
about the balance of resources between prevention
and treatment. I want to put a question to you,
assuming that I am Mr Warren Buffett and I have a
hundred million dollars to spend. I come to you and
I say, “If I spend this money on treatment, I will get
a certain result through the provision of AR Vs and so
on; or I could spend the money on prevention” (for
example, on Page 7 you recommend addressing
structural factors that influence HIV/AIDS, such as
gender equality, and on Page 8 you say that keeping
girls in school for an extra year is effective in reducing
the risk of HIV infection). So I have this hundred
million dollars and I come to you and say, “Where
shall I put it—in ARV or in keeping girls at school for
an extra year?” What would your reply be?

Mr Sy: The best illustration to show that there is no
dichotomy between treatment and prevention is the
prevention of mother-to-child transmission, where
you treat and by treating the result is that you prevent
the transmission of the infection from a mother to a
child. We have also learned that, when we strengthen
care activities, prevention works better. As I have
said before, people will not develop health-seeking
behaviour which is pretty much related to the kind of
prevention we want to see if, on the other hand, the
incentives are not in place, that you go for testing and
after that there is an opportunity to get treatment. If
we do not have treatment, we will not have the
involvement of people living with HIV in prevention.
Evidence has also shown that the best agents of
change and the best people who could also deliver the
messages that can trigger behaviour change, who can
talk to young people, are those who are experiencing
the virus in their own bodies and are living that
experience. However, in order to recruit a critical
mass of those agents of change, the only way we can
achieve that is through treatment on the one hand
and then fighting stigma and discrimination, so that
they can be part of the solution and not the problem,
as they put it themselves. We have also learned that,
for every person that we are putting on treatment, we
are having three or four new infections in some
settings, and this is unacceptable. If we do not get the
balance right, then I think we will continue increasing
the number of people needing treatment while
continuing to try to treat the ones we know today,
and in the long run the facilities will not be able to
cope. I think all those lessons, both from the
treatment side as well as from the prevention side,
conclude in one direction, that we do not have to
make the tough choices between either/or. We
definitely need both to make a difference. The only

thing I would like to mention there is that we have
also learned that we have to develop some
differentiated approaches in our prevention
programme because we do not have the same
epidemic everywhere in the world. In countries like
the ones we find in Southern Africa we have a
generalised epidemic and we need a more generalised
approach. In more and more countries like Eastern
Europe, Latin America and the Caribbean, part of
Asia and then in Western Europe the epidemic is now
more concentrated among certain groups, groups of
men having sex with men or groups of sex workers or
groups of drug users. Beyond the common good of
prevention and raising awareness for change, there is
a need for very direct intervention, depending on the
profile of the epidemic. That is the reason why now
prevention is developed along the model that you
know what your epidemic and then you act on that.
We all agree that we need to continue to strengthen
our efforts for prevention while maintaining our
achievements for care because the two go together.
Lord Avebury: I appreciate that this is not an either/
or, but I still think that donors need to have some feel
for where the marginal extra dollar is going and
whether or not it is better to pump money into, say,
ARVs or, in the case of Southern Africa, since you
differentiate between the various regions, where we
know that keeping girl children in school for an extra
year is going to have an effect because you have
quoted studies that show that. I still think that, from
the point of view of donors, you have to come up with
an answer. You cannot just say it is not an either/or;
you have to measure the effects of the marginal extra
dollar spent on prevention as compared with
treatment.

Chairman: I think underlying this question there is
another one in the sense of who evaluates the quality
of the work or the effect of the work that you are
doing, the evaluation process. Again, it is a bigger
question which you may not be able to cover now,
but there is a question here which 1 think Lord
Avebury is touching on about who evaluates and
how that evaluation process is done, and how you
then reach a balance. We are a bit pushed for time,
but if that is something you could let us know about
I would be grateful.

Q384 Baroness Whitaker: Moving on to intellectual
property rights, you say in your evidence, rather
diplomatically, that continued cooperation,
especially regarding the transfer of technology,
should be encouraged and strengthened by WTO
member States and the IGOs. I wonder if you can say
a little bit more about what you would like to see and
which are the international governmental
organisations that should take action and what
should be done?
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Mr Sy: Access to medication, to drugs and to
diagnosis is really critical for the response to HIV. On
the other hand, we know that development of drugs
and vaccines is very long and it is very expensive.
There should be an incentive for research and
development and then the challenge is how we
balance the two—maintaining the interest and
incentive for research and development and at the
same time advocating for a wider access to treatment
that may lead into negotiating prices downwards as
well as protection of patents. Then there are all the
possibilities that the international agreement
provides under the Trade Related International
Property Rights (the TRIPS). We work together with
a number of partners, including WTO, the World
Health Organisation, UNDP (the lead agency) to
support countries, particularly developing countries,
first of all to understand what the issues are because
the capacity around intellectual property rights is
relatively limited in many countries and then to build
up capacity and support them in their negotiations
with the partners, and by so doing make sure that
also the two parts are preserved somehow. What we
have learned in developing countries is that quite
often unfortunately the Trade Ministry does not
necessarily know what the Health Ministry is
negotiating in terms of the pharmaceutical sector and
access to drugs, and then the negotiation on trade is
put in a much broader umbrella where drugs and
wine are together and we do not have to differentiate
it afterwards to see how we can affirm public health.
We also know that no least developed country has to
be TRIPS compliant until July 2013 and LDCs—do
not have to grant any pharmaceutical patent until
2016 thanks to the Doha Declaration. Given that
environment which is now provided by the
international agreement, how can we facilitate
partnerships within the key actors so that we keep
incentives for further research and further
development and return of investment, which is
really critical if you want to ensure that public health
will be guaranteed, and at the same help in
negotiating greater access. What we see is that the
drugs are developed in countries which do not share
or carry the biggest burden of disease. Then the
market should be the less developed countries. There
you cannot have economies of scale if the price is
extremely high. The way to go here is to support
countries in negotiating differential pricing because
we have seen that in some countries some
pharmaceutical companies are able to reduce the
price of the drugs minus 80 per cent, which is quite
substantial. We also saw that the research and
development companies are even supporting the
production of generic drugs that are reaching now 90
dollars per patient per year compared to the initial
12,000 dollars per patient per year that we used to
have. We also know that there is a system which can

be put in place, that you can have prices in middle-
income countries which are higher and even higher
prices in the developed world. We have different
economic forms and different packaging and
different distribution systems for developing
countries. What we are going to do is to build in
capacity, provide the technical resources and
information that will guarantee incentives for
research and development on the one hand, at the
same time have an opportunity for greater access,
particularly in the least developed countries through
negotiating prices with pharmaceutical companies
and also access to generic production.

Q385 Baroness Whitaker: You say this is a task for
the UNDP working with WTQO?

Mr Sy: UNDP was leading on that in very close
collaboration with the WHO and the UNAIDS
secretariat.

Chairman: Mr Sy, we may have a vote in a few
moments. If we do, I will have to draw this to a
conclusion and make some final remarks, but I am
going to try to fit in another question if I can.

Q386 Lord Steinberg: 1 am sure all my colleagues
agree that you have given us detailed answers to all
the questions, so you will be a bit relieved to know
that my question is going to be comparatively short.
You referred in logistics to “weak forecasting,
procurement and distribution systems”. Would you
say that it is because of the disparate nature of all the
organisations surrounding you that leads to this
weak forecasting? What attempts or suggestions
would you make to improve the forecasting?

Mr Sy: Procurement supply management will make
or break most of the programmes. How do we find
the right drug and bring them to an airport or a
harbour of any country in the world? Then the
challenge starts. When the drugs reach those
harbours, how do they get to the health facilities and
then from the health facilities to those patients who
need them most. That chain reveals a number of
deficiencies in logistics and in forecasting. If people
do not have a good grasp of their own epidemic and
the number of people needing treatment, they may
under-estimate the need or sometimes, even worse,
over-estimate the need and by the time those drugs
are going to be utilised they expire, because their shelf
life is sometimes relatively short. Then the conditions
under which the drugs are being stored in many of
those places are not the most optimal ones. So
forecasting is extremely important, not only to make
savings in terms of exactly the quantities we need but
also to prevent waste of drugs from happening. The
reason why we highlight it even more as a very
important issue is also that procurement revealed
some other dysfunctionalities, such as good
governance in terms of managing resources and
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managing work and also how you minimise issues  Chairman: Mr Sy, I am going to have to interrupt you
like corruption and a diversion of drugs to other there. I am sorry. You can probably hear the bells
destinations where they are not supposed to be going.  ringing, which indicates a Division. We will not be
Or they are used for other purposes outside public  able to return to this, I am afraid, but thank you very
health. How do we seek to address that? much. The evidence you have been giving is very clear
and very helpful indeed. If you have any further
comments you want to add, then we would be very
pleased to receive them. Thank you very much.
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Letter from the Centers for Disease Control and Prevention

On behalf of the Centers for Disease Control and Prevention (CDC), I applaud the work of the Ad Hoc
Committee on Intergovernmental Organizations of the House of Lords, Upper Chamber of the British
Parliament, to examine the effectiveness of actions carried out by intergovernmental organizations to control
the global spread of communicable diseases.

In today’s world, it is increasingly clear that infectious diseases pay no attention to borders. During the past
five years, SARS, monkeypox, and avian influenza have moved easily from one part of the world to another,
threatening lives and economies. Fortunately, outbreaks to date, have been contained and illness and loss of
lives, have been minimized, but the urgent need to strengthen public health capacity throughout the world to
handle future challenges is very clear.

The scope and intensity of today’s global health challenges means that no single country or agency can address
them. CDC works in close partnership with a wide array of international agencies and institutions to control
the spread of communicable diseases around the world and is committed to ongoing efforts to develop new
tools and collaborations that will prevent or reduce the spread of infectious diseases,

In response to your call for evidence, enclosed are web links to information about CDC communicable disease
prevention and control activities and our efforts to work with other countries to build their capacity. Attached
are summary fact sheets of representative programs. If you are interested in more details on any of the
programs, we would be happy to arrange a conference call with one or more of our scientists.

February 2008

Annex A

International Emerging Infections Programs
http://www.cdc.gov/globalidplan/1-toc.htm

Field Epidemiology Training Program
http://www.cdc.gov/cogh/DGPHCD/fetp.htm
http://www.cdc.gov.cogh/ DGPHCD/FETP/countryPDF/FETPfacts0307.pdf

Global AIDS Program
http://www.cdc.gov/nchstp/od/gap/program _areas.htm
http://www.pepfar.gov/press/c19614.htm

Global Malaria Program
http://www.cdc.gov/malaria/control_prevention/index.htm

Pandemic Influenza

http://www.pandemicflu.gov/
http://www.whitehouse.gov/homeland/pandemic-influenza.html
http://www.whitehouse/gov/homeland/pandemic-influenza-oneyear.html
http://www.hhs.gov/pandemicflu/plan/
http://www.pandemicflu.gov/plan/community/commitigation.html

Global Polio Eradication
http://www.cdc.gov/vaccines/about/pibs/downloads/global-polio-eradic.pdf

Global Measles Program
http://www.cdc.gov/vaccines/programs/global/measlesinitiative.htm

Division of Global Migration and Quarantine
www.cdc.gov/ncidod/dq



DISEASES KNOW NO FRONTIERS: EVIDENCE 163

Refugee Health
http://www.cdc.gov/ncidod/dg/refugee/fag/faq.htm

International Health Regulations
http://www.globalhealth.gov/ihr/

CDC-Funded Global Disease Detection Centers

Guatemala

@ Location of GDD Center

Approximate operational reach of GDD Center
(note: upon i of with neig

“Since the 1970, newly emerging diseases have been identified at the unprecedented rate of one
or more per year...It would be extremely naive and complacent to assume that there will not be
another disease like AIDS, another Ebola, or another SARS, sooner or later.”

The World Health Report 2007 - A Safer Future: Global Public Health Security In the 21st Century.

What is Global Disease Detection?

CDC’s vision for the Global Disease Detection (GDD) Program is to protect the health of Americans and the
global community by developing and strengthening public health capacity to rapidly detect and respond to
emerging infectious diseases and bioterrorist threats. The GDD program was built from CDC’s existing
international expertise in public health surveillance, training, and laboratory methods, bringing together three
established, proven programs:

— Field Epidemiology Training Program (FETP), which trains scientists and public health workers on
field epidemiology and laboratory methods;

— International Emerging Infections Program (IEIP), which integrates disease surveillance, applied
research, prevention, and control activities; and

— Influenza activities related to influenza surveillance and detection.

The GDD program effectively coordinates these existing CDC resources to build in—country capacity and
enhance rapid response capacity for emerging infectious diseases.

GDD Centers

The central focus of the GDD program is the establishment and expansion of GDD Centers. Strategically
positioned around the world, the Centers are CDC-funded international centers of excellence in emerging
infectious diseases that focus on five key activities: (1) outbreak response, (2) surveillance, (3) research, (4)
training, and (5) networking.

CDC currently operates GDD Centers in Thailand, Kenya, Guatemala, China, and Egypt. Each Center serves
as a regional resource to assist the host country and neighboring countries that lack fully developed capacity
of their own. Together with host and partner countries’ Ministries or Departments of Health, GDD Centers
provide support to national and regional laboratories and epidemiology programs. During emergencies, the
Centers typically function as members of the Global Outbreak Alert and Response Network (GOARN) that
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is coordinated by the World Health Organization (WHO). In non-emergency settings, the Centers work with
country partners to implement disease detection and response interventions.

Locations for GDD Centers are selected in consultation with invited countries, internal experts, and national
and international partners, on the basis of these criteria:

— Public health significance: The country has a high population density or history of infectious diseases
or expected potential for emerging diseases;

— Country commitment: The country supports and values partnership with CDC and will actively
engage in collaborative activities and identify new partners with which to work;

— Established CDC presence: The country has an established, effective working relationship with CDC
and supports CDC staff in-country;

— Established regional reach: The country has the infrastructure and regional structure to serve as
regional resource, or is already acting as a regional leader in other arenas;

— International partner presence; The country has other US Government agencies and international
partners operating in-country.

Global Disease Detection: A Public Health Issue

In June 2007, the revised International Health Regulations (IHR)—the international agreement designed to
help contain or prevent serious risks to public health and discourage unnecessary or excessive restrictions on
travel or trade—entered into force. The revised regulations acknowledge that public health incidents can pose
threats beyond national borders and that Member States bear a responsibility to the global community to
identify, report, and when possible, contain public health threats before they become “public health
emergencies of international concern.”

Building on CDC’s existing emerging infectious disease strategies, using lessons learned from SARS, and
driven by concern about the threat of avian influenza or another virus that could lead to the next pandemic,
GDD represents a major U.S. contribution to this new system of global disease protection.

An Urgent Threat: Pandemic Influenza

GDD Centers help detect, confirm, and contain a variety of emerging infectious diseases that pose a
substantial threat to the people of the affected country, its regional neighbors, and the world. Foremost among
such threats is a pandemic influenza.

In FY2006, GDD Centers trained more than 230 participants from more than 32 countries in pandemic
influenza response. In addition, the Centers collectively helped respond to and contain 28 human cases of
highly pathogenic avian influenza H5NT1; all responses were initiated within the goal of 48 hours.

When avian influenza was detected in Nigeria in 2006, the Kenya GDD Center—with CDC’s Global AIDS
Program and the Influenza Division—organized an international training for more than 40 lab technicians
and public health staff from 14 African nations. The training included rapid response capacity for containment
and hands-on diagnostic training and was modeled after a prototype training developed by the Thailand GDD
Center in 2006. The Kenya Center continues to work with countries in sub-Saharan Africa to futher enhance
this preparedness.

GDD Center Achievements

During FY2006, the GDD Centers and supporting programs at CDC Headquarters have conducted a variety
of activities in support of the GDD mission.

Outbreak Response

During 2006, the GDD Centers collectively responded to more than 144 disease outbreaks, including avian
influenza, hemorrhagic fever, meningitis, cholera, and unexplained sudden death. These responses resulted in
measurable health impact, such as disease control efforts that led to an 83% decline (compared to the previous
year) in Streptococcus suis cases in one region of China, delivery of botulism antitoxin that likely prevented
multiple deaths in Thailand, and investigation and control measures that saved hundreds of people from
methanol intoxication in Nicaragua.
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Surveillance

GDD Centers are beginning to develop protocols and diagnostic standards for conducting surveillance:

— The Guatemala Center has provided technical assistance to Ministries of Health in Honduras and
Guatemala to improve their national reporting systems.

— The Thailand Center expanded an ongoing, active, pneumonia surveillance system in two provinces
by adding advanced microbiology diagnostic capacity. Within 10 months of implementation, they
had begun to describe the bacterial causes of pneumonia and had identified 26 cases of pneumococcal
disease (a greater than six-fold increase over the previous three years combined). This new capacity
produces reliable information that can be used to treat patients and identify appropriate public
health interventions.

— The Kenya Center is conducting sentinel surveillance for influenza and acute febrile illness, and
conducted influenza A (HS5NI1) surveillance of migratory birds as part of multi-country
collaboration.

Research

The Thailand Center discovered three new pathogens in pneumonia patients, including bocavirus and
Legionella longbeachea for the first time in Thailand, and Bartonella tamii, identified for the first time anywhere
in the world.

The Kenya Center established diagnostic testing for more than five pathogens and completed testing of 786
human and animal specimens. This capacity was previously unavailable in the region.

Training

Collectively, the Centers helped to strengthen in-country and regional public health capacity for outbreak
detection and response by graduating 27 FETP fellows, and providing short-term training for more than 900
public health staff. In China alone, 20 FETP graduates now hold key positions in emergency response or
infectious disease departments in 14 provinces and at China CDC.

Networking

The activities of individual GDD Centers can provide benefits to other Centers. For example, the Thailand
Center developed and hosted rapid response training for avian and pandemic influenza that was attended by
staff of other Centers. The participating countries were then able to provide in-country training to their
colleagues and establish greater regional capacity for avian and pandemic influenza.

GDD Operations Center

The GDD Operations Center, located in the Emergency Operations Center at CDC Headquarters in Atlanta,
serves as CDCs central coordination point for international outbreak information, and provides support to
the GOARN. Information about outbreaks worldwide is collected from a variety of public and private
sources, including GDD Centers, CDC programs, WHO, the US Department of State, the US Agency for
International Development (USAID), the US Department of Defense (DOD), and the Global Public Health
Information Network. Information is analyzed using the expertise of scientists across the agency to help
determine the level of threat to public health posed by a given event and guide the appropriate level of
response. When a CDC field response is indicated, the GDD Operations Center utilizes its resources to
maximise response efforts.

CDC and its Partners: Building a Global Network

GDD represents a partnership between CDC, the host country, and participating neighbor countries. To
implement the GDD program, CDC also works with other domestic and international partners, including
WHO, the US Department of State, USAID, DOD, the Training Programs in Public Health Interventions
Network, UNICEF, the World Bank and non-governmental organizations.
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Future Directions

CDC aims to build a global network of strategically located GDD Centers, capable of effectively addressing
emerging infectious diseases. Ongoing and planned activities include:

— Continued support of currently funded GDD Centers in Thailand, Kenya, Guatemala, China and

Egypt.

— Expanded regional and global coverage through the strategic, incremental addition of new GDD

Centers (as resources allow).

— Increased collaborations with WHO, DOD, and other key global and domestic partners.

— Continued monitoring and evaluation of GDD Center activities to measure progress and assess

impact.

Examination of Witness

Witness: DR ScorT DowELL, Director of Global Diseases Detection Program, US Centers for Disease Control,
examined via video link.

Q387 Chairman: Good afternoon, Dr Dowell. Or
should I say Good Morning, from where you are
sitting, I think.

Dr Dowell: Good afternoon. It is good to be here.

Q388 Chairman: First of all, thank you very much
for your time and the papers you have sent us, which
have been very informative, very helpful and have
already raised a number of questions in our minds.
Let me tell you, of course, this session, as you would
predict, is being recorded. You will be able to see a
transcript of the session before it is published
officially. After this session, if there is anything you
think we have missed out or anything else you would
like to add, please feel free to write to the Clerk, Mr
Preston, with whom you have already been in contact
and add those comments as you wish. Can I say that
the important issue to us is Intergovernmental
Organisations. We have been concerned for some
time about how  well intergovernmental
organisations operate together as well as with non-
governmental organisations, private companies and
so on, in order to deal with communicable diseases.
It is the intergovernmental organisation structure
which we have most focus on, so that is what many of
the questions will be about. Having read your papers,
I can see it is something that you have some
knowledge of and we welcome that. My
understanding is you are the Director for the Global
Disease Detection Program, is that correct? Is there
anything else you would like to add before we begin?
Dr Dowell: That is correct. I would be happy, if I
could take merely a minute, to give you a little bit
more background about me. It might help to start off
by telling you that I have worked here at CDC for
about 15 years. My initial work was focused on
respiratory tract infections and international
outbreak response. Over the last five or ten years it
has broadened a bit. I spent four years in Thailand,
assigned from CDC to start a programme called an
Internationally Emerging Infections Program, and I
have been back here for about two years working on

the Global Disease Detection Program. In terms of
the intergovernmental organisations, I have been
familiar with and worked with the WHO over this 15-
year period. In terms of some of the others—I saw
UNAIDS and the Global Fund listed—I would have
much less familiarity with those groups.

Q389 Chairman: Thank you for that. I was going to
say to you that, if there are areas where you are
unsure, just say so and we will pass on that. I have
read your CV and it seems to me your experience will
be very helpful and could be very useful to us, so
many thanks again. Can [ begin by saying, in relation
to the papers you sent through—and the web links as
well, it is very clear that a lot of what you do around
the world in the Centers you have to some extent does
what people would expect the World Health
Organisation to do. One of the things that has been
coming up to us as a Committee from various sources
is that the architecture of the intergovernmental
organisations is very fragmented,, there are many
groups to it, many parts of it, and we are not quite
sure how well it is operating together. That is really
my first area to question you on. Are your CDCs,
your Centers, doing what you would anticipate the
WHO ought to be doing, but maybe cannot do,
possibly for funding reasons? Or are they doing
something different? How do you see them being part
of the intergovernmental structure?

Dr Dowell: 1 would like to agree with your statement
that the CDC is doing what one would expect WHO
to do, but maybe take a different angle, and that is in
our view of what WHO does. It is a convening and
leadership function and they depend on Member
States and other organisations to do a lot of the
carrying out of the actual work. We hope that what
we are doing fits well into the overall umbrella of
what WHO is intending to accomplish and that our
networks fit into the WHO-led network of networks,
if you will.
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Q390 Chairman: Supposing other countries took a
view similar to the view taken by the United States,
which I understand and sympathise with, that we
have to try and deal with these global diseases on a
global level and, therefore, we need the Centers you
are talking about. Could we not end up with a lot of
duplication if we all go down that road? Is there not
a case for saying we ought to be doing this through
the WHO?

Dr Dowell: Exactly. One could imagine a situation
with each country doing what they think is indicated
and there would be a lot of duplication and,
therefore, there is a very important role of WHO in
controlling and convening all these different
contributors. You know, of course, about the new
International Health Regulations. We see this
programme very much as fitting into some of the
requirements of the International Health
Regulations, which essentially recognise a
requirement for each country to do a good job of
detecting, reporting and controlling new infectious
disease threats as they arise, but also recognise that
many Member States simply do not have the
resources to do a good job of that by themselves, so
there is a component of the new IHRs that requires
wealthier Member States to work with less wealthy
Member States. As you point out, if that was done in
an uncontrolled fashion without the leadership of
WHO, you might end up with a chaotic situation. I
do agree with what you are saying that it is not just
the US that should be doing this, it is other wealthy
Member States that should be contributing to this
kind of capacity building.

Q391 Chairman: Before 1 bring in some of my
colleagues, can I just ask you this: do you think there
is something wrong either about the organisation or
funding of the WHO that makes it difficult for them
to do what you are doing?

Dr Dowell: My view of WHO'’s role over the last 15
years or so is that it has grown steadily in its
organisation and its ability to organise and convene
the responses to these international outbreak threats.
In particular, the SARS situation arose when I was
out in Thailand and, in my view, in some ways that
was the pinnacle of WHO’s accomplishments which
they had really been working on over a ten year or so
period. They were really able to bring together a
network of laboratories run by Centres of Excellence
from different countries and different places to
quickly identify the causative pathogen, they were
able to put together diagnostic tests that allowed us
to focus very directly on the people who were most
affected by SARS and then they put out a regular
stream of pieces of advice and documents that
allowed case definitions to be agreed on, people to be
focused on, and the transmission that was amplified
in hospitals to be brought under control. That was a

real example of WHO leadership in what I thought
was a real health crisis. When I came back here to the
US some people, having seen something like eight
cases in the US, thought maybe the concerns about
SARS were overblown. But from our perspective out
in Bangkok we did not think that was the case at all;
we thought this was rather worrisome, and thank
goodness WHO was able to convene the groups it
was able to and bring that thing under control.

Q392 Lord Hannay of Chiswick: 1 wonder if I could
go to the other end of this piece of analysis, that is to
say a developing country with not very bountiful
resources for handling the inflow of assistance,
advice, aid and so on. Perhaps drawing on your
experience in Thailand you could answer this
question. Do you not think that for a developing
country it is pretty confusing that the world is so ill-
organised, albeit with quite a lot of resources, to deal
with these infectious diseases, that there are so many
different programmes coming at them from slightly
different angles with slightly different acronyms, all
seeming to do much the same thing? Does this not
make life rather difficult for a developing country
which is trying to organise its own response but needs
external resources and which is trying to focus on its
own health problems and how other people can
help them?

Dr Dowell: This has been a challenge for a long time
for the poorest of the countries. They have not just
not very many resources in terms of money but not
very many resources in terms of personnel, and the
few talented and qualified personnel they have in the
Ministry of Health, for example, have to do this
enormous job of managing lots of well-intentioned
groups from outside with different priorities. The
thing that I think has changed a lot in the last five or
ten years or so is the magnitude of funding, beginning
with the Gates Foundation really changing the level
of funding from millions of dollars here and there to
tens of millions and then hundreds of million dollar
chunks at a time; and other large funding groups,
whether it is the Global Fund or the PEPFAR
programme, bringing in hundreds of millions of
dollars at a time has changed the way that these
developing countries are facing the same problems
they have been facing for a while, just on a different
order of magnitude.

Q393 Lord Hannay of Chiswick: Could you just say
a little bit more about whether you think that slightly
less diversity in programmes, donors and so on might
make it easier to get better results in developing
countries. Or do you think it is fine that there are
people coming at them from all different angles and
they have 75 consultants descending on them each
year?
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Dr Dowell: No, 1 agree that it would be better to
focus. One question one might ask is where that focus
should come from. Should the external organisations
get together and decide what is most important for
these countries? Or should we make sure that the
countries themselves have the capacity to decide what
is most important for them. My view might be
transparent in that it is better, if possible, to build the
capacity within the developing countries to decide for
themselves what are the most important health
problems in their areas and thereby bring focus.

Q394 Baroness Whitaker: Good afternoon. I just
wanted to ask you about an area of work which I am
not aware WHO does and perhaps they ought to and,
if not, to ask who ought to do it. This is the area of
viral forecasting—to find out which microbes might
make the jump from animals to people. I have been
reading about an organisation called the Global Viral
Forecasting Company, which I think is being piloted
at the University of California. Can you tell us
whether this ought to be the subject of more
international attention and, if so, which organisation
ought to deal with it.

Dr Dowell: Tt has been a topic of discussion around
here even in the last couple of weeks. There was a
conference in Atlanta last week called the ICEID, the
International Conference for Emerging Infectious
Diseases, and there were a number of groups at the
conference that presented a variation on the issue you
are raising, viral forecasting, or some sort of risk-
based approach to predicting where the next
emerging infection might come from. It seems to me
that this is an interesting area of investigation and
also it is a field that is early in its infancy and there is
a lot of work to be done on the future on viral
forecasting. It is an exciting area for people to be
working in. I am not sure we are at the point right
now where we can take any of the forecasts that
people come up with and say, “That’s where we
should direct our resources” and be confident that we
can predict that, for example, the next threat will
come from a corona virus.

Q395 Lord Howarth of Newport: On the question of
increased magnitudes of funding which you touched
upon just now, I noted that the budgets of your own
organisation and your staffing have increased very
substantially in recent years and that clearly enables
you to do more very important work, but I wondered
what the background was to that. Am I right in
thinking that is federal funding?

Dr Dowell: My specific programme, the Global
Diseases Detection Program, started in 2004 with
about $11 million from the US Congress and this
year the budget is about $30 million. So it is true that
it has grown but it remains a relatively small

programme compared to some of the others we have
mentioned.

Q396 Lord Howarth of Newport: Taking the budgets
of the CDC in all, there has been a very large increase
in recent years. I wondered if you were able to say
what the background is in terms of why the Federal
Administration and Congress, should have
concluded that so much more funding was needed
and, if so, why they have chosen to route it through
your own organisation rather than through
intergovernmental organisations.

Dr Dowell: 1 am not the best expert on the overall
CDC budget. There have been increases over the 15
years I have been here and in the last couple of years
the budgets have been relatively flat. What I would
say is the perception that it is appropriate to invest
US taxpayer dollars in global activities has grown
and the lessons from the SARS outbreak of 2003 and
other recent outbreaks have not been lost—the idea
that one of the ways the US CDC protects the health
of American citizens is by strengthening the ability of
other countries to protect the health of their citizens.
I have seen a gradual shift, independent of particular
administrations, over the last ten or 15 years towards
increased funding of international health and global
health activities.

Chairman: I think underlying this was some
puzzlement I have had too as to why the US
Government was choosing to work through the
CDC:s rather than the WHO, but I understand also
about the governmental policy approach too.

Q397 Lord Geddes: Dr Scott Dowell, you said in
reply to Lord Hannay that in your opinion the
initiative, if I can use that word, should come from
the individual countries, in other words upwards
rather than be imposed upon them downwards; and,
if that is your view, it is one with which I concur. To
whom would such countries make their views known
and make their requests known? This comes back
again to who is it worldwide who should be co-
ordinating the whole of this effort? Is it the World
Health Organisation? Is it yourselves? Or is it the
Gates Foundation? Where should the decisions be
made?

Dr Dowell: 1If by who should be co-ordinating this
effort, the effort refers to the effort to identify, control
and contain new infectious disease threats, to me it
seems clear that should be co-ordinated by the World
Health Organisation. My view of the evolution of the
World Health Organisation’s capacity in that regard
has been that they have continued to strengthen their
ability to co-ordinate those activities. Those threats,
threats like SARS and other new emerging infectious
diseases, by their nature are not threats that are dealt
with one government at a time but, as SARS, the HIV
epidemic and others have, they quickly cross national
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boundaries. So there is clearly a necessity for a trans-
national organisation to deal with them when they
occur, and to me that is exactly what the leadership
role of WHO is and what they have moved towards
doing over the last few years.

Q398 Lord Geddes: The $64,000 question, if I can
put it that way, is: in your opinion is the World
Health Organisation properly equipped to deal with
that role?

Dr Dowell: 1 think the WHO has steadily improved its
ability to deal with that role. Do I think the job is
done and no more is needed? No, certainly not. We
have increased our funding to WHO over the last few
years to help with them carrying out that role, but
that is only a small part of what is needed. If, for
example, we look forward and ask what is the next
big threat that we are concerned about, I would say
the answer is clearly HSN1 influenza at this point. Is
WHO adequately equipped and resourced to deal
with a pandemic of H5N1 influenza, to me the answer
is they are far better equipped than they were two
years ago but nowhere near ready to deal with a
pandemic in the way that one would like.

Q399 Lord Avebury: Could I come back to the
answer you gave to Lord Howarth a couple of
questions ago concerning your budgets and the fact
that the amounts of money you were getting from the
Federal Government over recent years were
relatively flat. Do you think this is a reflection of the
fact that new money is coming in, particularly from
the Gates Foundation—you mentioned them earlier
on as being a major contributor? I wonder whether
there is a temptation for not only the US
Government but for everybody else to think, “Well,
if Gates is pumping billions of dollars into this field,
then we do not need to bother so much?”

Dr Dowell: That seems possible to me, but I have not
been party to those kinds of discussions on those
budgetary decisions, so I cannot give you a very good
answer about why the overall budgets have been flat.
It seems possible to me, but I do not think I am the
one to give you any more of an informed answer
than that.

Chairman: That sounds like a wise answer in your
circumstances, thank you.

Q400 Baroness Eccles of Moulton: Good afternoon,
Dr Dowell. You were talking about how well WHO
have responded to SARS, and I suppose one would
put the avian flu pandemic possibility into the same
category as SARS. You say there is still considerably
more work to be done on that front, but they are
moving forward and presumably the SARS
experience has proved useful. The other three
diseases that we are particularly looking at—
Malaria, TB and AIDS—fall into a rather different

category in that they are chronic and ongoing, as it
were, whereas these pandemic diseases come and
go—and, in the case of SARS, went rather quickly
because it was so well-handled. 1 suppose my
question is; WHO is not doing too badly on the
pandemics, but what about their progress on dealing
with those other three diseases?

Dr Dowell: Now we are straying a little bit beyond my
expertise. The issue of the Global Fund and dealing
with HIV, TB and Malaria epidemics is not an area
that I deal with on a daily basis. [ might just mention
that the HIV epidemic, although it is a chronic and
ongoing epidemic as you say, started out as an
emerging infectious disease outbreak, as we thought
in the early 1980s. But now we find out that probably
for two decades or more before that it must have been
circulating in West Africa undetected and
uncontrolled.

Q401 Chairman: Thank you. Before we move on to
the next section, I just want to be clear. The World
Health Organisation, UNAIDS and the Global Fund
for AIDS, TB and Malaria, are all in a way either
expected to work together or to work efficiently
individually. It might be a bit outside your
knowledge, but I get the feeling you have some
experience of how they co-operate. Do you think they
are working well together? Or do you think there
could be improvements there? Are there other
organisations which are, if you like, part of that
synergy or not functioning as they ought to? Perhaps
you could also comment on PEPFAR, and the US
Presidential Initiative for Malaria

Dr Dowell: As you say, it is not a part of my daily
work but I do see those organisations working on
some of the same things in parallel. I do not see the
competition but there may be people who know more
about the interactions of those organisations who
would give you a different answer than that.
Chairman: Thank you very much. I want to move on
to this issue of horizontal healthcare versus the
vertical treatment of disease.

Q402 Lord Desai: Many of our witnesses have
emphasised that intervention in a specific disease is
not very effective unless you can do something about
the basic health infrastructure. Your GDD Centers
are dedicated to “build in-country capacity” by
training local people. Do you think there has been
too much emphasis on vertical intervention and not
enough on horizontal health capacity building?

Dr Dowell: 1 personally believe that both are
indicated and are useful. As you point out, part of the
Global Disease Detection Program is in building
capacity horizontally, if you will, by training
epidemiologists, for example, in the Field
Epidemiology Training Programme, or by training
laboratory scientists or by providing diagnostic
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capacity to the country to broaden their capacity to
identify new and different pathogens. There are also
vertically-oriented components to the programme,
focused on population-based surveillance for
pneumonia, for example, with an eye towards
understanding of the disease burden from influenza
and thereby promoting domestic vaccine production
capacity in that country. This mix of horizontal and
vertical approaches is part of our programme and
more broadly part of CDC’s approach. We have
some parts of the agency that are focused on
horizontal capacity building and other parts, like the
polio eradication programme or the PEPFAR
programme, that are very much vertically oriented
programmes.

Q403 Lord Desai: The PEPFAR programme has
been criticised, of course, as being too vertical at the
expense of public health infrastructures. Do you have
any specific comments on PEPFAR and what lessons
have been learned from PEPFAR?

Dr Dowell: Again, this is a little bit outside my area.
As an observer, I am an unapologetic supporter of
the PEPFAR programme. From what I have seen,
there have been some fantastic accomplishments
already. As you probably know, there is a proposal to
expand the budget for the PEPFAR programme this
year and, in doing so, it will do some of the things you
are alluding to, which is to expand the horizontal
reach of the PEPFAR programme by incorporating
broader approaches to disease control than simply
anti-retroviral treatment for people with HIV.

Q404 Baroness Eccles of Moulton: 1 just wanted to
ask you, Dr Dowell, whether when you are
establishing and maintaining GDD Centers in-
country, there is a big difference in the extent to which
you are assisted by the ministries of those countries,
the interaction between your Centers and the various
in-country governments that will inevitably be
playing a part in the success of your Centers?

Dr Dowell: Each of the Centers is a collaboration
between the host country government and US
Government, in particular the Ministry of Health
and CDC, and there are agreements between the two
about what to do together. In practice, it varies a little
bit as to the extent to which the host country
government both resources and drives the
collaboration. We have a GDD Center in China, for
example, which has got plenty of resources on its own
and can contribute a lot and drive the agenda, and we
have one in Kenya, which is much less wealthy than
China, that contributes relatively less to the
collaboration. At their core, they are all
collaborations between the host government and the
US, with additional partners, the first of which is
WHO; the Country Office, the Regional Offices play

a greater or lesser role and Geneva plays a greater or
lesser role.

Q405 Baroness Eccles of Moulton: So it is quite a
complicated set-up in that sense?
Dr Dowell: 1 suppose you could look at it that way.

Q406 Chairman: But it works or not, in your view?
Dr Dowell: 1 think overall the system works very well.
This is what I do day-to-day and I am very much
involved in especially the parts that do not work very
well, so I am aware of the things that do not work
very well. If I stand back and ask whether these
Centers work, I would say overall, yes, absolutely.

Q407 Baroness Eccles of Moulton: Would you say,
that by and large, where those Centers are on the
weaker side, gradually progress is being made. Or in
some areas is there a certain amount of slipping back?
Dr Dowell: Of the five Centers, the oldest is in
Thailand; that has been there since 2001, and I would
say that is the most accomplished in terms of what it
is doing for global disease detection and control, and
also the easiest because the working relationships are
very well ironed out between the host country
government, the Regional WHO office and others.
The newest ones—Egypt, China and Guatemala—
are the ones that have fewer accomplishments for
having been there less time and the mechanisms for
working between the host country government, CDC
and WHO regional offices are still in the process of
being worked out. To answer your question more
directly, yes, over time we will see the challenges
smoothing out and progress being made.

Q408 Baroness Eccles of Moulton: 1s it your
ambition to open more Centers?

Dr Dowell: Yes. Roughly speaking, we looked at the
six WHO regions and said approximately three per
WHO region would be an appropriate number given
the ability of each of them to serve not just the
country they are sitting in but neighbouring countries
as well. That is a rough approximation of how far we
think this could evolve. That is three per region, a
total of 18.

Q409 Baroness Eccles of Moulton: That would seem
to be a very good addition to the necessary horizontal
part of the structure.

Dr Dowell: We hope so.

Q410 Lord Avebury: 1 am not sure whether I am
putting words into your mouth, but you were
comparing China and Kenya as being at the opposite
ends of the spectrum, as it were, regarding the
contributions that were made by the host
governments in terms of, presumably, technical and
financial inputs to the GDDs that were located in
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their territories. I wondered whether that is a
consideration in the establishment of Centers, that
you have to have a certain minimum degree of
competence to consider putting a GDD in a
particular country. The second part of my question is
whether, in a place like Kenya, where there has been
recent political instability, that makes any difference
to the degree of collaboration that you have with the
host Ministry of Health.

Dr Dowell: You guessed correctly. We did not place
these randomly, they were placed in areas where we
thought there would be success or there was a good
chance of success. The early ones were placed where
we already had good partners and good
collaborations. Kenya is not a wealthy country;
however, there is a long history of collaboration
between CDC and Kenya in a number of different
areas, beginning with a Malaria Field Station and
collaborations on HIV/AIDS programmes and
others, that set the stage nicely for this Center to land
there and be successful.

Q411 Lord Avebury: What that strategy means is
that in an area such as East Africa, where Kenya was
seen as a beacon of stability in a region that was
otherwise somewhat unstable, the threat of emerging
diseases would be greatest in the areas that did not
have a GDD, such as Somalia?

Dr Dowell: This goes back to the question of whether
we can predict where the threat of emerging
infections is greatest. There was a recent paper
published in Nature about a month or so ago that put
forward a model for predicting where diseases were
greatest. It was interesting to me because the
conclusion of the paper was that we ought to invest
more resources as you are saying in Equatorial
Africa, South America, places that are the poorest
parts of the world. However, when they put up a map
as one of the figures in the paper and showed where
the emerging diseases have been detected worldwide,
the hotspots were the East Coast of the United States,
London, and another little hotspot around Hong
Kong! So it seemed to go against what they were
saying about where you would expect to find
emerging infections. I think probably the answer to
that is the emerging infections are being detected
where the light is being shone most brightly and that
is why the map looks the way it does.

Chairman: I hope you are right, otherwise we are
going to have to move!

Q412 Lord Hannay of Chiswick: When you choose a
new site for a GDD Center—you say you are trying
to expand the network all the time—is that a joint
decision between you and WHO? Or is it entirely
dictated by US Government priorities? Or is there a
consultation of WHO? And, if so, is that WHO in
Geneva or WHO in the regions? Secondly, these

GDD Centers, once they have been set up, are they
sharing everything that they find and produce with
the WHO? Or is there some limit to the amount that
WHO finds out from these GDD Centers?

Dr Dowell: The decision about starting a new GDD
Center is primarily at the invitation of the host
country. The first issue: is does the host country
request this? And do they want it there? We also work
with the WHO Office in Geneva, so we have a
monthly call, for example, with Geneva where we
talk about these issues, update on the GDD Centers
and thereby get their views on what is needed and
how we modify things. In terms of the question about
the information that is collected from these Centers
and whether it is shared with WHO, this goes back to
the International Health Regulations. They are
different, in that they do not simply require the
reporting of smallpox, cholera and yellow fever as the
old ones did; they define a public health event of
international concern as one that requires reporting
to WHO. All of those public health events of
international concern are reported to WHO and it
says no matter who becomes aware of it. Ideally they
are reported by the host country, but if another
country becomes aware of it technically IHR requires
the other country to report that to WHO as well. We
have not run into that situation so far, thankfully, but
it is possible that would be the case in the future. The
short answers to your questions are (1) primarily a
decision about basing a new GDD site is a decision by
the host country, and (2) communication with WHO
about these outbreak events is an open one.

Q413 Lord Hannay of Chiswick: You must
presumably have more requests for these Centers
than you have funds to put them in place, so there
must be some element of choice as to where you
decide to put them?

Dr Dowell: True. We are at our budget this year, so
we are not in a position to add a new one in the near
future. In the strategic document that I think was sent
to you all, there are five criteria laid out, and I may
not be able to remember them all, for the selection of
a new site. They are: public health importance of the
country; the presence of strong partnerships,
including WHO, other universities, Department of
Defence laboratories in some cases; ability to serve as
a regional hub or regional centre, and that relates
both to the country’s relationships to its neighbours
and also to more practical things like the ability to
travel in and out of the country. There may be one
other I cannot think of right now.

Q414 Lord Avebury: Can I refer to the publication,
Protecting the Nation’s Health in an Era of
Globalisation. That suggests that in the years ahead
there should be an expansion of the regional
surveillance networks and their interaction and
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evolution into a global “network of networks” that
provides early warning of emerging health threats.
My first question is: is that not exactly what GOARN
is supposed to be doing?

Dr Dowell: Yes, you are correct. You will recognise
the language because the language is used similarly
by GOARN and the Infectious Disease Strategy of
the CDC. We do use a lot of the same words. The
concept of a “network of networks” is one that has
been promoted both by WHO and us for at least ten
years or more now.

Q415 Lord Avebury: So that means you see some
deficiencies in the way that GOARN is structured if
you think that it should be evolving into something
else?

Dr Dowell: To clarify: we see ourselves as one of the
networks that is part of the network of networks, if
that makes sense. GOARN is interesting. It is not
actually a part of WHO, although it is convened by
WHO as its secretariat. It is a conglomeration of the
different groups involved in these kinds of activities.
GOARN, in effect, is the network of networks and it
is convened and chaired by WHO, but it is made up
of individual networks, some of which are like ours,
governmental networks, and some of which are not
governmental, they are private. I am thinking of
Meédicins Sans Frontiéres and other groups that
contribute.

Q416 Lord Avebury: So there can be additional
components coming into the network at any time and
there is an evolution of the network of networks?
Could you say how that will relate to the regional
offices of the WHO.

Dr Dowell: 1 can try. As we talked about earlier, one
can imagine an uncoordinated evolution of different
partners coming in and resulting in chaos. I think
back to the first outbreak I was involved with, way
back when I was in training in 1995, which was
Kikwit, Zaire, which was the first real emergence of
Ebola virus for probably 12 years or so after the 1976
discovery and a couple of outbreaks after that. This
new virus emerged in Equatorial Africa, it was rather
frightening, certainly newsworthy, and it attracted
lots of news media and lots of different international
organisations to the outbreak. WHO was at the
centre but was trying its best to control this chaos in
Kikwit and it was somewhat successful, and
ultimately the outbreak was brought under control. 1
think that experience and similar experiences with
haemorrhagic fever outbreaks in the early 1990s was
what drove WHO to develop this GOARN concept
and to push for the revision of the International
Health Regulations that seek to impose some sort of
order on these chaotic events. Some of the progress
I was alluding to earlier over that time was imposing
some sort of order on the chaos.

Q417 Lord Avebury: So, if you had a new outbreak
today, it would be handled quite differently,
GOARN would be capable of approaching it in an
orderly manner which would bring the most effective
resources of the international community to bear
on it?

Dr Dowell: 1 think you can point to concrete steps
where there has been progress since those days in the
early 1990s. For one thing, there is an agreed—on set
of International Health Regulations that requires
countries to report this early, so we should get an
earlier signal about this new threat than we did in the
past. In the past, all that countries were required to
report were smallpox, cholera and yellow fever; now,
if it is a new corona virus causing SARS, they are
required to report that as well and anything else that
comes up that might be a public health event of
international concern. I see that as real progress. A
second thing, and I do not know how much this has
been discussed, is this idea that the WHO can use
sources of information besides the officially reported
sources that the countries send in. In the past, in some
ways WHO’s hands were tied because the only thing
they could act on was what the countries officially
reported to them. First, there was sort of tacit
acknowledgment that WHO could use open-source
information from media reports and others to pick
up on these things, but that was formalised in the new
International Health Regulations and now WHO can
go to a country and say, “You have not reported
anything about this, but we are reading media reports
from your country about such and such an outbreak,
we require you to tell us something more about that”.
They can go to other partners if they do not hear from
the country and ask the other partners what they
know about it. All of that has been approved through
this process and codified over time. There is a lot in
the way this has evolved that is real progress in this
area.

Q418 Lord Hannay of Chiswick: We have had quite
a lot of evidence given to us that in medical terms
there is not really any particularly significant
difference between a bioterrorist event—ie one
caused by human activation—and a surprising and
sudden outbreak of some new pandemic disease that
occurs, I suppose naturally would be the word. Could
you perhaps comment on whether that is true,
whether the two are rather similar both in the way
they would hit the world and in the sort of response
that would be needed to cope with them? If that is so,
is not the treating of bioterrorism in a kind of
separate stovepipe from infectious diseases a bit
counter-productive, particularly since a lot of
developing countries do not take anything that
comes with a hyphenated terrorism terribly
seriously? Would it not be better to deal with the
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phenomenon as a single phenomenon rather than
two different ones?

Dr Dowell: Yes, I fully agree and I think that reflects
the approach of our program as well as a number of
other programmes, and that is strengthening the
capacity of countries to respond to a naturally
occurring outbreak and believing that gets you most
of the way there in addressing the threat of
bioterrorism. There are some minor exceptions where
you have to think a little bit more about intentional
outbreaks. I use as an example the difference between
biosafety in the laboratory and biosecurity in the
laboratory. Biosafety is focused on safely handling
dangerous pathogens in the laboratory, ensuring that
your laboratory staff do not inadvertently get
infected or inadvertently spill or release some of these
dangerous pathogens that might affect other people.
That is the biosafety aspect. The biosecurity aspect is
being aware that this might not just happen by
accident but that somebody might do this
intentionally, get into the laboratory and take things
or do something malicious with those. The
biosecurity approach requires some slight
modifications to your thinking about biosafety, like
making sure there are locks on the doors and those
sorts of things. By and large, I think your point is well
taken. If we focus on strengthening capacity to deal
with naturally occurring events, then we have got
most of the way there to dealing with bioterrorist
events as well.

Q419 Chairman: On this issue, am I right in thinking
that at the present time, leaving aside what might
happen in the future, the difficulty of weaponising
biological elements makes it difficult to spread
deliberately in the sort of way sometimes envisaged?
Dr Dowell: 1 am not an expert in that area. There are
people here who could give you a better answer on
that. What you just said is my understanding as well,
but I would not be speaking as an expert in the area.

Q420 Chairman: Thank you very much for that.
Finally, can I ask you one last question, which is this.
If you stand back from all of this and look at it with
your considerable experience, what changes would
you most like to make within the intergovernmental

organisations dealing with communicable diseases?
If you could change something, what stands out in
your mind as to what it would be?

Dr Dowell: Interesting! Again, I am focusing not on
all of the intergovernmental organisations but [ am
focusing my thinking on WHO in particular, which is
the one with which I am most familiar. I am reflecting
on the fact that, as I said, I have seen a lot of progress
in what WHO has been able to do over the last 10-15
years or so. I also said I do not think they are all the
way there and more could be done. What more could
be done? WHO in the last one or two years has been
going through a reorganisation, which is not yet
complete. We are very sympathetic to that because
we went through a reorganisation a couple of years
ago and ours is finally becoming complete. But itis a
disruptive process and has an impact on the ability of
the organisation to do what it should be focusing on
doing. In particular, I am thinking about the WHO
leadership of GOARN and the need for them to
continue to play a strong role in leading GOARN. I
would predict that, as they emerge from their
reorganisation, they will take a firmer hand on
guiding the GOARN process and leading that
process for the future.

Q421 Chairman: The leadership role is essential to
that and that is what you would focus on?

Dr Dowell: WHO’s leadership role for GOARN is
absolutely essential, especially if there is a big
outbreak threat. It has been disrupted somewhat by
the reorganisation and lack of clarity about who is in
charge of what at WHO during the last 18 months or
so. As I said, I see them emerging from that and that
problem solving itself, and we are looking forward to
that when it happens.

Q422 Chairman: Dr Dowell, thank you very much
indeed, you have been very helpful. We are very
grateful for your time. If you do have any more
thoughts that you want to add after you have finished
this session, then please send them through to us; we
will be glad to receive them. You will get a transcript
of this sent to you in due course. Thank you very
much for your time and your effort.

Dr Dowell: Thank you.

Copy of email correspondence between the House of Lords Committee Office and the US Centers
for Disease Control

GLOBAL Di1SEASE DETECTION CENTERS

I wonder whether you could be so good as to offer us a comment on something that WHO witnesses told us
last month in regard to cooperation between WHO’s GOARN and CDC’s GDD Centers. I attach the weblink
to our transcript of evidence with the WHO on 21 April, and the paragraphs on which a CDC comment would
be helpful are contained between Pages 37 and 40. We have looked at these comments alongside Dr Dowell’s
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own (earlier) evidence, and much of what he says appears to explain CDC’s position. But I am not sure what
CDC'’s reaction would be to WHO’s comment on the non-sharing of viral and bacteriological samples.

I am sorry to have to make this request, but I feel you would want an opportunity to comment briefly on
WHO’s comments before we record them in our report.

Robert Preston
Clerk to the Committee

6 June 2008

Dear Mr Preston,

Thank you for the opportunity to comment on the comments by WHO. We agree in general with the
characterization of the WHO-CDC collaboration by David Heymann and Pat Drury on pages 35-39 of the
transcript. We have discussed the challenges quite frankly with David and Pat many times over the years and
will continue to do so, as the relationship couldn’t be more important to us. We appreciate their note that there
is a close level of cooperation, and that we at CDC are very interested in seeing that the GDD Centers are a
part of the international infrastructure supporting IHR and functioning within GOARN. This is the essence
of the matter from our perspective.

As for the specific matter of sample sharing, the principle is similar.

When samples are shared and the international network functions collaboratively, as with the discovery of
SARS coronavirus under WHO leadership and with CDC support, the world benefits. There are more than
37 WHO collaborating laboratories at CDC that take this approach to sharing reagents, knowledge, and
samples as part of their daily work.

If there are exceptions to this collaborative approach (and there may well be specific examples I'm not aware
of), we would like to know about them and to help address and resolve the problems.

Scott Dowell, M D
Chief
Global Disease Detection and Emergency Response Branch Coordinating Office for Global Health CDC

11 June 2008
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Memorandum by the Terrence Higgins Trust

Terrence Higgins Trust (THT) is the largest and oldest HIV service organisation in the UK, currently
providing advice, social care health promotion, testing and policy services across England, Scotland and
Wales. Although this service remit is UK specific, THT has always collaborated with intergovernmental
organisations in sharing expertise and supporting global initiatives to reduce the spread of HIV, to increase
understanding of it and support for the human rights of people with HIV and communities at greatest risk.

Apart from the European Union, the two intergovernmental organisations with which THT has most contact
are the World Health Organisation and UNAIDS. For the former, we have most recently undertaken a review
of the impact of the Dublin Declaration on Partnerships for an Effective Response to HIV for the most
vulnerable and at risk populations across Europe. For the latter, we have conducted a survey of criminal laws
relating to HIV transmission (with the Global Network of People with HIV) and we are to serve on a new
Task Team on global travel restrictions for people with HIV. We are also responsible for co-ordinating the
UK Civil Society report on progress to the UN General Assembly Special session (UNGASS).

It is THT’s belief that these bodies, both in the work we have been closely associated with and elsewhere (such
as the Global Fund for HIV, TB and Malaria) have provided vital support and co-ordination in the global
fight against HIV. Clearly, like all bureaucracies (particularly multinational ones) there are times when talk
appears to overwhelm action but in general we have been much better off with them than we would have been
without them.

In particular, the emphasis of these bodies on not only clinical and epidemiological issues, but also on
humanitarian and legal concerns and social constraints have made a significant impact on what is, in every
country, a stigmatised and discriminated against condition. Because of the nature of HIV transmission, it
thrives on denial, secrecy and silence and, in particular, has in recent decades grown fastest in countries whose
governments have denied its existence or extent: South Africa; Russia; China and, until recently, India.

The work of both the WHO and UNAIDS has challenged governmental silence, given levers that can empower
communities to act for themselves and ensured that people’s rights—to health, to basic necessities and to legal
protection and family life—have been supported and the subject of international scrutiny however great the
national stigma of HIV.

Controversy has dogged HIV throughout the 25 years in which it has been known, and continues to do so.
Global surveillance figures have been challenged; treatment availability and cost has caused strong debate and
even civil action; the causes of the virus distorted or denied. Yet throughout this, intergovernmental
organisations have played a vital, often under-acknowledged role in ensuring that HIV is not forgotten or
relegated and that recalcitrant governments are coaxed into facing their responsibilities to those within their
boundaries with HIV and at heightened risk of it.

It is the view of THT that while there are many causes for the ongoing spread of HIV—poverty, ignorance
and stigma—the greatest block to action against them is a deficit in political leadership on the issue and in
governmental willingness to consider something which combines a number of social taboos.
Intergovernmental organisations such as UNAIDS and WHO are therefore vital in creating pressure for
improved political leadership, because few governments care to be found lacking or ineffective by their peers.

Despite the positive role which these organisations have played, HIV (sometimes in tandem with TB or
Hepatitis C) continues to be a major global problem. But without their, and other NGO, work in drawing
attention to growing in country epidemics and in ensuring attention was paid to resourcing education and
prevention, this could well have been—and could well still be—considerably worse.



176 DISEASES KNOW NO FRONTIERS: EVIDENCE

In addition to coordinating and contributing to direct action on HIV, intergovernmental organisations also
play a role in shaping international legislation and regulation. This impacts in areas such as human rights,
access to HIV treatment, the continuing development of new drugs and ongoing HIV research. For example,
the cost of HIV drugs has historically been the biggest barrier to access to treatment in developing countries
and has been overcome through the WTO TRIPS Agreement and the granting of generic licenses for drug
manufacture. This has meant that countries such as Thailand and India have been able to supply drugs to those
who need it at a vastly reduced cost. The continued work of organisations such as the WTO will be vital to
ensure continued access to medication, as in-country intellectual property legislation develops and new
political and commercial pressures are brought to bear on developing countries with HIV epidemics.

HIV will continue to be a major international concern for decades to come, with 2.5 million people newly
infected in 2007 alone. With continuing improvements in the spread and accessibility of effective treatments,
this means increasing numbers of people living with HIV each year. It will be vital for governments to continue
to make and improve provision for people with HIV within their health and social care, and to fight for the
eradication of social stigma which helps to spread the virus and hinders outreach to prevent its transmission.

The future role of intergovernmental bodies in addressing this stigma and other human rights abuses which
fuel the spread of HIV, as well as their support in rolling out treatment availability and best healthcare
practices, will continue to be an important one. It is THT’s view that the United Kingdom should continue
to play a strong guiding and supporting role in these organisations in order to fulfil our international duties,
in particular through the excellent work of DFID and in supporting the Global Fund to fight AIDS, TB and
Malaria.

February 2008

Memorandum by International HIV/AIDS Alliance

1. THE INTERNATIONAL HIV/AIDS ALLIANCE’S INTEREST IN THE ROLE OF INTERGOVERNMENTAL
ORGANISATIONS TO CONTROL THE SPREAD OF HIV/AIDS

The International HIV/AIDS Alliance (“the Alliance”) is a partnership of civil society organisations working
together to strengthen community responses to AIDS. Established in 1993, the Alliance has a secretariat in
Brighton, UK, and civil society partners in 32 developing countries in Africa, Asia, Latin America, the
Caribbean and Eastern Europe.

The Alliance receives Programme Partnership Agreement (PPA) funds from the UK Department for
International Development, and is supported also by development funding from the US Government and the
European Union, along with development funding from the Governments of Sweden, Norway, Canada,
Denmark and the Netherlands, along with support from private foundations and the Global Fund for AIDS,
TB and Malaria.

For over five years the Alliance has had a collaborative centre agreement with UNAIDS, the global co-
ordinating organisation of the UN response to AIDS. The agreement acts as a focal point for our many joint
activities. We also have a long history of working closely with WHO and Unicef to advance community based
HIV treatment and care, and to advocate for child-centred responses to the needs of orphans and other
children affected by HIV/AIDS.

This work with these intergovernmental agencies on AIDS is “fed” by our HIV programming experience at
the grass roots. Working with communities in 32 countries who are delivering HIV prevention, treatment and
care services brings with it much valuable experience and insights.

We therefore think that the Alliance is uniquely placed to respond to this inquiry—as an organisation that is
responding to AIDS “on the ground”, as well as working in partnership with intergovernmental organisations,
and observing the practice of others.

2. Tue GrosaL HIV/AIDS ErIDEMIC

UNAIDS/WHO estimate' that the number of people living with HIV in 2007 was 33.2 million. Of those 33.2
million, they estimate that 2.5 million were newly infected in 2007.

The number of people who died of AIDS in 2007 was 2.1 million, despite advances in anti-HIV treatment.

These figures mean that on average 6,800 people become infected with HIV every day, and over 5,700 people
die from AIDS, mostly because of inadequate access to HIV prevention and treatment services.

! UNAIDS (2007) AIDS Epidemic Update
http://www.unaids.org/en/KnowledgeCentre/HIVData/EpiUpdate/EpiUpdArchive/2007/default.asp
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These figures provide a compelling answer to the Committee’s question as to the progress being made to reduce
the spread of communicable diseases.

UNAIDS and WHO continue to assert that the HIV pandemic remains the most serious of infectious disease
challenges to public health.?

3. THE MAIN UNDERLYING CAUSES OF HIV INFECTION, AND CHANGES IN INCIDENCE AND PATTERN

HIV continues to be spread largely by unprotected sex and injecting drug use. The global prevalence of HIV
infection is remaining at a steady level, although the number of people living with HIV is increasing because
of ongoing new infections with longer survival times, measured from a continuously growing population.’

In the recent past UNAIDS has illustrated a reduction in AIDS-related deaths, partly attributed to the recent
scale up of treatment access.* Some localised reductions in HIV prevalence has been observed in some
countries, along with a reduction in the number of annual new HIV infections.

Global and regional trends in HIV epidemiology point to two main patterns in the evolution of HIV/AIDS?>:

— Generalised epidemics—affecting large numbers of people from the general population—exist in
many sub-Saharan African countries, particularly Southern African countries.

— Epidemics in the rest of the world that are primarily concentrated amongst marginalised
populations—men who have sex with men, injecting drug users, sex workers and the sexual partners
of sex workers.

4. THE MAIN NoN-HEALTH CAUSES oF HIV/AIDS

Vulnerability to HIV/AIDS is shaped by a range of social and cultural factors. These vary in different settings,
reflecting different cultural and social processes. Sexuality, the status of women, cultural traditions or taboos
in relation to drug use, poverty and access to health care are all social factors that influence HIV vulnerability.
Some of these particular social processes are described here.

4.1 Men who have sex with men

Sex between men, particularly anal intercourse without a condom, is one way in which HIV and other sexually
transmitted infections are transmitted. Although HIV prevalence rates among men who have sex with men
are high in some countries; due to the relative invisibility of male to male sex, sex between men is likely to be
an unrecognised factor in many national and regional epidemics.

In a few societies sex between men is widely accepted; in some it is tolerated, and in many it is the subject of
strong disapproval, legal sanctions and social taboos. Official indifference or hostility means that there are few
HIV prevention and care programmes for men who have sex with men in developing countries. It also means
that little research has been undertaken to discover HIV prevalence rates, how many men are at risk and how
best to provide them with the information and skills they need to protect themselves and their sexual partners.

4.2 Sex workers

Sex workers are key to the dynamics of most HIV epidemics; the potential for a large number of sexual
partners increases the likelihood of exposure to HIV for sex workers and/or the possibility of exposing others
to HIV.

HIV prevention in the context of sex work rests on a range of factors including the legal and policy
environments in which sex work occurs; the legal, social and economic status of sex workers; and the capacity
of sex workers to organise themselves and to identify and implement effective responses to the challenges they
face, including HIV.

Although many countries criminalise sex work and thereby subject the act of buying or selling sex for money

to criminal sanction; sex workers have the same human rights as everyone else, particularly rights to education,

information, the highest attainable standard of health, and freedom from discrimination and violence,

including sexual violence.

2 ibid p 4.

3 UNAIDS (2007) AIDS Epidemic Update
http://www.unaids.org/en/KnowledgeCentre/HIVData/EpiUpdate/EpiUpdArchive/2007/default.asp

4 ibid.

S ibid.
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4.3 Injecting drug users

Injecting drug use is estimated to account for one-third of new infections outside Sub-Saharan Africa.®

Despite the importance of preventing HIV among injecting drug users, coverage of HIV prevention for this
population is at best 5% globally.”

Use of contaminated injection equipment during drug use is the major route of HIV transmission in Eastern
Europe and Central Asia, where it accounts for more than 80% of all HIV cases. Unsafe injecting is also the
entry point for HIV epidemics in a wide range of countries in the Middle East, North Africa, South and South-
East Asia and Latin America.

Beyond the physical risks associated with drug injection, drug users are vulnerable to HIV because of their
social and legal status. Ironically, in many countries this means that HIV interventions are not legally available
to drug users, or that drug users are unable or unwilling to access them for fear of recrimination or arrest.

4.4 Prisoners

Prisons are sites for drug use, unsafe injecting practices, tattooing with contaminated equipment, violence,
rape and unprotected sex. Conditions in most prisons make them extremely high-risk environments for HIV
transmission, leading them to be called “incubators” of HIV, hepatitis C and tuberculosis. They are often
overcrowded and offer poor nutrition with limited access to health care.

Both male and female prisoners often come from marginalised populations, such as injecting drug users or sex
workers, who are already at increased risk of HIV infection.

4.5 Women and girls

The vulnerability of women and girls to HIV/AIDS is particularly significant in sub-Saharan Africa where
60% of those living with HIV/AIDS are women. That figure increases to 75% amongst 15 to 24 year olds.
Sexual violence, early marriage, sexual harassment and harmful traditional practices such as female genital
mutilation all increase womens’ vulnerability to HIV/AIDS.

The reproductive rights of women living with HIV/AIDS are regularly violated. HIV positive women
experience generally very poor access to services to prevent mother to child HIV transmission, and HIV
positive women are stigmatised for both not having children when social norms require that of women, as well
as discouraged from for having children because of their HIV status.

4.6 HIV|AIDS is fuelled by human rights violations and human rights violations exacerbate the impact of AIDS

Despite the fact that we have understood the relationship between HIV and human rights almost since the
beginning of the epidemic,® human rights abuses continue to fuel AIDS and human rights violations
continue to exacerbate the impact of the disease.

The destruction wrought by HIV/AIDS is fuelled by a wide range of human rights violations, including sexual
violence and coercion faced by women and girls, stigmatisation of men who have sex with men, abuses against
sex workers and injecting drug users, and violations of the right of young people to information on HIV
transmission.

HIV prevention programmes continue to be stalled and undermined by these abuses, and assessments of the
effectiveness of particular interventions continually fail to address the problem of the abjectly hostile policy
environment for HIV prevention, treatment and care in the countries in which we work.

Human rights violations only add to the stigmatisation of people at highest risk of infection and thus
marginalise and drive underground those who need information, prevention services and treatment most
desperately.

Abuses also follow infection. People living with HIV/AIDS are subject to stigmatisation and discrimination
in society, including in their communities, in the workplace and in accessing services.

One of the most prominent and enduring insights arising out of the Alliance’s HIV programming in the last
twelve years is that effective prevention of the epidemic will be impossible as long as the human rights abuses
that fuel infection, and follow it, go unaddressed.

6 UNAIDS (2006). Report on the global AIDS epidemic. http://www.unaids.org/en/HIV_data/2006GlobalReport/default.asp

7 UNAIDS (2006). Report on the global AIDS epidemic.
8 UNAIDS, HIV/AIDS and Human Rights: International Guidelines, September 1996.
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4.7 No commitments to vulnerability reduction

Global HIV prevention efforts continue to prioritise risk reduction and impact reduction interventions over
vulnerability reduction interventions.

Programmes that provide information to drug users about safe injecting, but then jail drug users for the
possession of clean injecting equipment, only to rapidly intensify their vulnerability to HIV in prison.
Programmes that provide sexual health services to sex workers but then provide no protection from violence
and coercion to engage in unsafe sex. Programmes that educate girls about HIV transmission undermined by
inadequate police and judicial responses to rape and by social and cultural norms that condone rape.
Programmes that seek to educate men who have sex with men about HIV transmission undermined by
violence, imprisonment and social exclusion.

Just as human rights are essential to reducing vulnerability and mitigating the impact of AIDS, effective HIV
programming depends on good governance, supportive laws and policies and the transparent and
comprehensive application of the rule of law.

In many of the countries in which we are working there is a profound and widening gap between what is said
about the importance of human rights in relation to fighting the epidemic, and what is actually being done.

4.8 The global AIDS services gap

The latest available data for coverage of services for HIV/AIDS prevention, care and support in low and
middle income countries provides a compelling demonstration of the HIV services gap for sex workers, men
who have sex with men and injecting drug users.

Data from a UNAIDS/USAID/WHO/Policy Project study® estimates coverage of basic HIV services for
injecting drug users at an appalling 5%. The same study estimates coverage of basic HIV services for men who
have sex with men at 11% and for sex workers, 16% coverage. In the UNAIDS report for 2006'° they cite
coverage data from 2005 that shows only 9% of men who have sex with men received any type of HIV
prevention service in that year, and that less than 20% of injecting drug users received any HIV prevention
services.

5. THE PRINCIPAL BLOCKAGES TO ACHIEVING PROGRESS IN THE PREVENTION AND CONTROL OF HIV/AIDS

The July 2005 G8 commitment to universal access to HIV treatment, care, support and prevention marked a
significant development in global AIDS policy. From that momentous commitment followed the 2005 World
Summit Outcome (resolution 60/1), whereby all UN Member States committed to a massive scaling up of HIV
prevention, treatment and care with the aim of coming as close as possible to the goal of universal access to
treatment by 2010 for all who need it.

And on 2 June 2006 at the High Level Meeting on AIDS, the UN General Assembly committed to scale up
towards the goal of universal access to comprehensive HIV prevention, treatment, care and support by 2010.

These commitments underline the imperative for rapid scale up of services to prevent and treat HIV/AIDS,
and that support and care for those affected by AIDS.

One of the chief tests of the commitment to universal access both at the national and international level must
be to close the HIV services gap for those most at risk of HIV.

Closing the HIV services gap, and improving the legal and policy environment for effective AIDS responses,
requires significantly more resources than those that are available,!' along with better instruments to deliver
those resources to those most in need.

The Alliance asserts here that neither the resources, nor the instruments to properly invest in fighting AIDS,
are currently available.

® USAID, UNAIDS, WHO, CDC and the POLICY Project, Coverage of selected services for HIV/AIDS prevention, care and support
in low and middle income countries in 2003, Washington, June 2004.

10 UNAIDS (2006) Report on the Global AIDS Epidemic.

' UNAIDS, in Financial Resources Required to Achieve Universal Access to HIV Prevention, Treatment, Care and Support (September
2007) estimate that the global resources gap for AIDS in 2008-09 is $20.2 billion.
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6. PATENT AND INTELLECTUAL PROPERTY LAWS ARE IMPEDING AcCCESs TO ANTI-HIV MEDICINES

The high cost of anti-retroviral treatment (ART) has been a significant barrier to universal access. This barrier
has been substantially overcome in many countries at the onset of competition from generic manufacturers.
Generic competition has reduced the price of first-line ART from $10,000 per patient per year to the current
level of approximately $130 per patient per year. The impact on access to ART as a result of these price
reductions cannot be overstated.

New and future ART!? will not be so cheap. New intellectual property legislation in countries like India is
pricing treatment beyond the reach of poor countries and poor people.

Flexibilities within the TRIPS Agreement should be supporting countries to import and export generic
medicines to protect public health. Yet the technical complexity of these flexibilities, along with political
pressure—that often accompany Free Trade Agreements—undermine the ability of countries with high HIV
burdens to benefit from these flexibilities.

“Patent pooling”, which allow for the collective management of intellectual property rights, offer some
important potential solutions to overcoming the barriers to generic drug production.!? Patent pooling is on
the agenda of the WHO-led Intergovernmental Working Group on Access to Medicines, due to conclude its
plans and recommendations at the end of April. Progress on patent pooling, along with other measures to
advance generic competition and to strengthen the global research and development effort, will be crucially
important to the future of access to ART.

7. UK GOVERNMENT COMMITMENT TO INTERGOVERNMENTAL BODIES FOR THE F1GHT AGaINsT AIDS

7.1 UNAIDS and WHO

The Alliance welcomes the UK Government’s support for UNAIDS and WHO as key technical agencies in
the fight against HIV/AIDS. The normative guidance on HIV prevention, treatment and care provided by
both agencies is vitally important, and in the main, of a high quality and drawing on the latest available
evidence of effectiveness.

WHO have importantly set out the evidence base for controversial but effective approaches to preventing HIV
with, for example, injecting drug users. The Alliance welcome this guidance, but are advocating for a much
bolder and active role for WHO in country dialogues with national governments who continue to ignore best
practice and favour less controversial, less effective AIDS interventions.

Discrimination in health care settings is widely reported by people living with HIV. WHO can play a much
greater role in challenging HIV-related stigma and discrimination in health care settings by addressing the
unscientific and discriminatory attitudes to HIV/AIDS held by health care workers across the world.

7.2 Unicef

In a similar way, the Alliance values the normative and co-ordination role played by Unicef as the global
technical lead agency on HIV and children and young people. The UK Government supports this global co-
ordination and leadership role played by Unicef. However, the UK Government also supports Unicef’s
operational role as a programmer of services to children affected by HIV and AIDS at a country level. It is
this role—as an operational programming agency—that is questioned here.

The programming of services at national and sub-national levels is best undertaken by organisations that can
promote sustainability and that can build capacity. The Alliance holds that UN agencies offer only limited
potential as operational agencies, they have high transaction costs, and are unable to demonstrate impact. In
the period of the last UK global AIDS strategy, the UK Government invested substantially in Unicef as the
lead agency to deliver programmes to children affected by AIDS in Southern African countries. The success
of this investment is unclear.

12 Newer ART may be safer, more effective and/or necessary as second-line therapy for those developing side effects or resistance to first-
line drugs.

13 Discussed in more detail in the Stop AIDS Campaign briefing Shaping the UK's HIV/AIDS Strategy,
http://www.stopaidscampaign.org.uk/I[fNotNow/documents/ShapeUKHIVStrategy4Page.pdf



DISEASES KNOW NO FRONTIERS: EVIDENCE 181

7.3 UNODC and the International Narcotics Control Board

The UK Government supports the UN Office on Drugs and Crime (UNODC) as the UN agency responsible
for co-ordinating international illicit drug control activities. The illicit drug control system that the UNODC
advances has as its primary purpose the restriction of the production, distribution and use of controlled drugs.
This international system of law enforcement and drug control often clashes with and undermines the more
health-oriented “harm reduction” approach to drug use, particularly in light of the particular vulnerabilities
to HIV of drug users. This clashing of approaches results in the routine and large scale incarceration of drug
users, and undermines needle exchange services, access to methadone and other opiate substitution treatment
for drug users, as well as peer outreach services that educate drug users about HIV prevention.

In amongst this clashing of approaches, UNODC are increasingly acting as operational agents—Ilike Unicef—
of HIV and harm reduction programmes across Asia. Whilst other parts of UNODC support governments
who continue to routinely incarcerate drug users.

UNODC policy on HIV/AIDS, harm reduction and drug use is variable, and often unscientific. And UNODC
practice often undermines the commitments made by UNAIDS and its co-sponsors to advance the human
rights of marginalised populations vulnerable to HIV/AIDS.

This inconsistency is costly—both in financial and human terms. The Alliance urges the UK Government to
play a much more active role in pursuing cohesiveness and consistency in UN policy on HIV/AIDS and drug
use, which means for UNODC, a greater focus on protecting health and reducing the harm caused by drug use.

7.4 The Global Fund to fight AIDS, TB and Malaria

The Global Fund is a crucial source of international funding for health, providing approximately 21% of
funding for AIDS, 67% of malaria funding, and 64% of TB funding. By mid-2007, and since 2003, it has
disbursed US$3.7 billion in 132 countries. These resources have provided ART for 1.1 million people, TB
treatment for 2.8 million people, and distribution of 30 million insecticide-treated bed nets to protect against
malaria. Many millions have received counselling, care, support and training. The Global Fund estimates that
programmes supported by their funding have saved 1.8 million lives to date.!*

The UK Government has always been a strong supporter of the Global Fund and we assert that this must
continue, and expand. We acknowledge some of DFID’s concerns about the Global Fund—that an additional
financing institution adds to transactional costs, and adds to the complex task of donor harmonisation at a
national level. But the performance of the Fund, to make a substantial AIDS impact in only four years, is
impressive. It is difficult to see comparable impact from some of the other intergovernmental agencies that
DFID supports.

The Alliance, along with other UK based international development NGOs,!? are calling for a tripling of the
UK Government’s current annual contribution—from US$200 million in 2007 to US$600 million in 2010, in
order to achieve the universal access commitments made in 2006.

The Global Fund is a uniquely transparent and accountable financing mechanism that promotes country-led
as distinct from donor-led or government-owned approaches. A cross-section of interests, particularly those
of people with HIV/AIDS and other representatives of civil society, is represented in the governance of Global
Fund. These open governance structures are supported by a variety of systems and processes—critically at
both country level and internationally—that explicitly promote transparency and accountability. This is
valued highly by global civil society and other stakeholders.

This culture and practice of openness contrasts sharply with the culture and practice of other international
institutions.

7.5 The World Bank

The World Bank’s progress on addressing AIDS has been variable. Its “business as usual” approach in the
first decade of the AIDS epidemic, whereby AIDS was mainstreamed into broader development programmes,
has been widely critiqued. In response to this criticism, the World Bank’s Multi-country AIDS Programme
(MAP), was established to resource much more substantial AIDS-focused programmes.

The Alliance supports programmes such as the World Bank MAP that elaborate clear and precise AIDS
targets, and that involve a range of stakeholders, including governments, but also importantly, civil society,
in the planning and delivery of interventions.

14 Results at a Glance, Global Fund for AIDS, TB and Malaria, June 2007.
15 Stop AIDS Campaign www.stopaidscampaign.org
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Given the UK Government’s substantial investment in the World Bank as an intergovernmental agency
involved in the global AIDS response, the Alliance urges much greater transparency— in terms of the UK
Government investment, and in terms of the Bank’s AIDS programmes and their impact.

8. THE LIMITATIONS OF GOVERNMENT-TO-GOVERNMENT RESPONSEs TO HIV/AIDS

Whilst there is demonstrable progress in the amount of global resources available for HIV/AIDS, and progress
on the number of people receiving anti-HIV treatment, UNAIDS evidence vast gaps in access to basic HIV
services, particularly for those most marginalised.

DFID acknowledge the special needs of these marginalised populations, yet invest large proportions of AIDS
resources in national governments and in intergovernmental institutions that relate primarily to governments.
This will never be enough to stop AIDS.

The problem of national governments and their inability to direct resources to marginalised populations is
evidenced by Sharma et al'® who demonstrate the inability or unwillingness of national governments to know
about or respond to HIV epidemics amongst marginalised populations:

... most countries surveyed are providing few resources to prevent or reduce epidemics amongst groups
most vulnerable to HIV infection. In some cases, epidemiology and resource allocation are going in
opposite directions. In most cases, some resources are provided, but as such low levels they are unlikely
to have any significant impact on epidemics."”

This problem is also recognised by UNAIDS:

While funding for HIV programmes has increased in recent years, many countries fail to direct financial
resources towards activities that address the HIV prevention needs of the populations at highest risk,
opting instead to prioritise more general prevention efforts that are less cost effective and less likely to
have impact on the epidemic.'®

The independent evaluation of the UK Government’s global AIDS strategy identifies this problem as well:

There are concerns that PRSPs may not be an effective mechanism for reaching priority groups, as a
result of poor national prioritisation and political barriers to addressing sensitive and contentious
; 19

issues.

The reviewers go on to recommend a flexible mix of financing instruments to address this problem.

The National Audit Office, in its enquiry on global AIDS spending by the UK Government, highlighted how
weak DFID’s performance management of multilateral institutions was.?® There has been little progress to
address these weaknesses since they were identified in 2004.

The Alliance acknowledges that national governments should always be the principle partners of the UK
Government in AIDS and other development efforts. We also acknowledge that intergovernmental
organisations provide critically important technical support to governments, along with important leadership
and co-ordination roles. But to really reach the hard to reach—the criminalised, the marginalised, the hidden
and at-risk populations—the UK Government needs to diversify its range of investments beyond national
governments and intergovernmental institutions that relate primarily to national governments, to more
substantial investments in civil society-led responses. Its investments in intergovernmental institutions should
be performance-related, transparent and consistent with its commitments set out in its global AIDS strategy.

February 2008

Examination of Witnesses

Witnesses: MR Nick PARTRIDGE OBE, Chief Executive of the Terrence Higgins Trust, and DR ALvARO
BEerMEJO, Executive Director of the International HIV/AIDS Alliance, examined.

Q423 Chairman: Good afternoon. Welcome. Can I interest in the diseases per se, but only in as much as
first of all tell you that our main focus in these this general issue of how well are the relevant
hearings is on intergovernmental organisations and  intergovernmental organisations responding. This
how well they are functioning. We obviously have an  session is being recorded. You will be able to see a

16

Sharma, McCallum and Burrows, Is there anyone left in the general population? AIDS Projects Management Group, August 2005,

www.aidsprojects.com

17 Ibid p 6.

18 UNAIDS, 2006 Report on the Global AIDS Epidemic.

% Drew R and Attawell K, Interim Evaluation of Taking Action: the UK Government’s Strategy for Tackling HIV and AIDS in the
Developing World, February 2007.

20" Responding to AIDS, National Audit Office HC 664 Session 2003-2004: 18 June 2004.
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record of your comments and make any factual
corrections. If there is anything you have missed out
or think later you would have liked to have said,
please write in with those details. I understand, Mr
Partridge, you are the Chief Executive of the
Terrence Higgins Trust; and, Dr Bermejo, you are the
Executive Director of the International HIV/Aids
Alliance. Is there anything you would like to say first,
briefly, before I go into the first question?

My Partridge: No, that is fine.

Dr Bermejo: No.

Q424 Chairman: One other matter. It is just possible
we will have a vote in a moment, so if you hear bells
ringing we will get up and leave and come back in
about ten minutes.

Dr Bermejo: We should wait?

Q425 Chairman: 1 am afraid so. You will stay, I
hope. Can I, first of all, focus on the World Trade
Organisation and the TRIPS Agreement, which I
think you are both familiar with. My understanding,
and that of the Committee, is that it plays an
important role in lowering the cost of HIV drugs, but
there is some suggestion now that as a result of trade
agreements that flexibility is being eroded. I would
like to hear a little bit more about whether that is
your view, first of all; and, secondly, if so, why, and
what should we be doing about it.

Dr Bermejo: Thank you, my Lord Chairman. I would
like to contribute a little bit of our experience to that
question. Certainly our view has been that the
flexibilities introduced into the TRIPS Agreement on
paper have been very good, they are the type of thing
that we need; but it has been the implementation of
them that has been difficult, complicated by, if one
wants to call it, the bullying behaviour of some of the
big players in trade. In particular, around the link
with Free Trade Agreements is that a number of
countries, when signing up to a Free Trade
Agreement, either have been asked to introduce in
their domestic legislation some legislation that would
prevent the exercising of those flexibilities or that has
been written into the Agreement themselves. This is
particularly worrying from our perspective, the HIV
perspective, because while TRIPS and the pressure
from advocates and the production of generics have
lowered the price of first-line drugs, in any country,
as has happened here in the UK, as treatment rolls
out resistance begins to be generated to those first-
line drugs and one needs to move to second-line
drugs. The price of those second-line drugs has not
yet been reduced and, unless we can exercise these
flexibilities, they will not be reduced and the
treatment will thus become unsustainable. We have
already seen that in a number of countries. If one
looks at Thailand, for example, they are spending

around about 40 per cent of their budget for anti-
retroviral drugs on buying second-line drugs for the
eight per cent of those on treatment that need second-
line drugs. So the ability to implement these
flexibilities without retaliation from the countries
where some of these pharmaceutical companies are
based is critical.

Q426 Chairman: Before I bring in Lord Hannay, can
you tell me which international organisation do you
think would be best placed to intervene in order to
address that problem?

Dr Bermejo: WTO remains a key player, but probably
from the point of view of anti-retroviral drugs in
particular it is UNITAID, a newly created
international intergovernmental organisation which
has a specific mandate to reduce the price of second-
line drugs and which is looking at doing that through
pooled patents mechanisms, in a way would take the
pressure away from individual countries that have
very little negotiating power when trying to
implement this and bring it to an intergovernmental
organisation that has been created particularly with
a niche, if you want, in this particular area.

Q427 Chairman: The World Trade Organisation
would not take the lead even though presumably they
are aware of the problems you are flagging up?

Dr Bermejo: 1 think it is more difficult to see them
taking the lead.

Q428 Chairman: Why?

Dr Bermejo: Because of the politics, I guess, the
dynamics and the difficulties they have had first to
reach the Agreement. Reopening at the WTO and
further rounds would probably mean a move
backwards rather than forwards. I think that is
particularly likely.

Q429 Lord Hannay of Chiswick: 1 think part of the
answer is that WTO does not negotiate Free Trade
Agreements; it is the framework within which
countries bilaterally negotiate. Could I just ask,
because there are an awful lot of Free Trade
Agreements now around the world, which ones
specifically are those in which there are the problems
you have identified about lack of flexibility and
pressure being put on countries to commit themselves
not to have these generic drugs?

Dr Bermejo: The ones I am more familiar with that
have this are with most of the Latin American
countries.

Q430 Lord Hannay of Chiswick: Sorry, between who
and the Latin American countries?

Dr Bermejo: The United States and Latin American
countries, Central America and South America.
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Q431 Lord Hannay of Chiswick: You mean Chile
and Colombia?

Dr Bermejo: And Central America in their
negotiations for trying to get a fast track, this was
included there. Thailand clearly saw after they—

Q432 Lord Hannay of Chiswick: Again, and the
United States?

Dr Bermejo: Yes. All the cases we are aware of are
with the United States.

Q433 Lord Hannay of Chiswick: 1 see. That is rather
an important point because the European Union has
a considerable number of Free Trade Agreements
around the world and it is rather important to know
that you are not talking about the European Union.
Dr Bermejo: Yes.

Q434 Chairman: Basically UNITAID would be the
best one to actually say, “This is the problem and this
is what needs to be done about it”. Are they doing
that or not?

Dr Bermejo: They are. It is certainly part of their new
strategy and they are coming up with a way to do it.
It is early days. It is a fairly new intergovernmental
organisation, but it has got it in its strategy and we
will see how far it can get. We think that it needs to
be supported to do that.

Q435 Chairman: You are fairly optimistic about
them having the clout to influence people necessarily,
or not? I am pushing you a bit on this because I am
quite interested.

Dr Bermejo: 1 am not sure that too many
organisations have the clout to change the trade
policy of the United States of America, but if one has
then probably that is one of them.

Chairman: That is helpful, thank you.

Q436 Lord Desai: During our evidence the question
of integration of HIV and TB treatments has come
up, and UNAIDS said to us that opportunities to
integrate are being missed because of poor
collaboration between TB and HIV programmes. Is
that your view?

Dr Bermejo: 1 would agree with that generally. It was
truer in the past than it is now. Intergovernmental
organisations have come late to an issue that shaped
the response, certainly in its first 15/20 years, of very
little collaboration between the two programmes,
even though it was very clear from the beginning of
the HIV epidemic that it would be the main cause of
resurgence of the TB epidemic. In spite of that, for
many years we have seen little to no collaboration.
That has changed and the intergovernmental
organisations have played an important role in that
change, particularly WHO; and the Global Fund, by
the nature of picking up funding for the three diseases

has tended to generate some greater integration.
UNAIDS, to their credit, at the next Programme Co-
ordination Board Review of UNAIDS to take place
later this month, in April, in Thailand have selected
TB/HIV integration as the main thematic area on
which the UNAIDS Board will focus. We are seeing
movements at the international community level as
well as at national level, where we are seeing greater
integration. One can certainly argue that it has come
late, but we feel it is happening now and there is
growing realisation that without it the TB epidemic
will not be controlled and, at the same time, TB
continues to be the main killer of people living with
HIV.

Mr Partridge: 1 would agree with that. Experience
within the UK is that, even though the links are
clearly recognised between HIV and TB, it has still
been very hard to get general practice recognising
these links, particularly in African communities
living in the UK, so opportunities for earlier
diagnosis of HIV have been missed. It is not solely an
intergovernmental issue but, right down to GP
practice level for the integration, understanding and
recognition of the closeness of HIV and TB. There is
still much more we could do to ensure that is more
closely brought together.

Q437 Lord Desai: 1s there a turf war between
doctors? Or is there a turf war between organisations?
My Partridge: Between doctors sometimes.

Q438 Lord Avebury: The statement by UNAIDS
was about integrated care, and you answered the
question in the sense of the medical care that has been
given, or not given, in an integrated manner. Who is
doing anything about the integration of prevention in
terms of TB and HIV/AIDS? Which organisations
are responsible for that matter?

Dr Bermejo: UNAIDS is responsible mainly for the
prevention of HIV and there is a whole range of
organisations that are related to the prevention of TB
from the WHO to organisations like ILO and others.
I think the issue of diagnosis and care, in our
experience working in the field, is one where the issue
of integration and missed opportunities is really there
in people coming up to test at a facility for HIV that
does not do TB testing, for example, and you cannot
diagnose if they are co-infected, or the lack of
screening for HIV in TB clinics where they are
separate. I think that is still the main area where we
are missing major opportunities to improve the
health of these many people with co-infection. That
is why I focused on that, because I think it is more an
issue than the joint prevention, even though I would
still argue, as I did 15 years ago, that the best way to
prevent TB today is by preventing getting an HIV
infection.
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Q439 Lord Howarth of Newport: Good afternoon.
The Alliance was eloquent in their evidence to us on
this matter on the contradictions between policy on
HIV/AIDS and on drug use within the UN, and
obviously that applies in individual countries, So
that, if drug usage is criminalised, as you note, drug
users can be jailed for possessing clean injecting
equipment, prisons become incubators of HIV, and
HIV intervention is not legally available to drug
users. How do you think this tension should be
resolved? And what would you wish to see our own
Government doing to contribute to this resolution?

Dr Bermejo: The reason we were so eloquent was
because we see this as a major impediment to the
work of the Alliance in supporting HIV control in
many of the countries where we work, whether it is
Ukraine, Thailand, China, many places where the
HIV epidemic is fuelled by injection of drugs with
unclean equipment. We need to remember that is still
responsible for one-third of the new HIV infections
outside of Sub-Saharan Africa. What is happening is
that we have countries supported by UNODC
instituting and being given guidance and technical
support around drug control for measures that really
criminalise drug users and those in possession of
drugs. What we see in many cases is services that need
to meet their targets waiting outside some of our
clinics, for example, where methadone is being
prescribed as substitution maintenance therapy or
where drug users are coming to get their treatment
and they are being detained outside the doors. This is
while the clinics are being run at the same time by the
health services, so you have this contradiction at
country level which is equally apparent at the
intergovernmental organisation level. So, while we
have WHO with a harm reduction policy which is
evidence-based and which has been standing for a
long time and approved by the World Health
Assembly, we have UNODC which until January this
year had very little to say as to the evidence behind
harm reduction approaches and was really taking a
drug control approach and contributing to these
kinds of responses at country level. What can the UK
do? Our feeling has been that the UK Government
has been pretty consistent in terms of its policy being
evidence-based and advocating for that, and we saw
them working two or three weeks ago on the
Commission on Narcotics advocating a policy that
would recognise both the evidence behind harm
reduction approaches and the human rights
implications of some of the approaches that
UNODC has taken. The truth is that UNODC still
spends three times more money on drug control and
criminalisation than it does on prevention and
treatment. I think one thing is the policy effort the
UK is doing, which is probably in the right direction,
and another thing would be to look at where the
money is going and whether or not it is supporting

those same policy objectives, and our view is that part
of it certainly is not.

Q440 Lord Howarth of Newport: Some might take
the view that you are quite charitable about our own
public policy stance in that we are not without this
contradiction ourselves?

Dr Bermejo: Yes.

Q441 Lord Howarth of Newport: If at UN level you
have the World Health Organisation and UNODC,
the left-hand not knowing what the right-hand is
doing, or at least the two hands pulling in opposite
directions, do you have any thoughts as to how, the
governance of the UN, this kind of issue could be
resolved? What would you wish to see?

Dr Bermejo: That is going into the whole issue of UN
reform, which I would not know. I cannot go too
deeply into that. Clearly something needs to be done,
as you say, because it is just making the response so
much more difficult. Certainly in many countries the
epidemic will not be controlled like this. With the best
political will, if we look at the Ukraine programme,
where certainly well over 60 per cent of those infected
with HIV are active drug users, if one looks at those
who are receiving treatment, it is less than five per
cent of their active drug users and that is because (a)
they have to register with the state and recognise that
they are active drug users, which already puts them at
a major disadvantage in many ways given the
criminalisation, and (b) because no substitution
therapy has been available to ensure that they can
adhere to this treatment. That is right on the borders
of the European Union, the fastest growing epidemic
in the world right now, and it will not be controlled
unless there is policy change.

Lord Howarth of Newport: I do not criticise you for
not embarking on the question of how you reform the
UN. We will have to ask Lord Hannay to move
round and be a witness!

Q442 Lord Avebury: 1 wonder if you can quote any
evidence-based studies comparing the relative
effectiveness of crime-based and health-based
approaches to HIV prevention and stabilisation?
Dr Bermejo: In particular to drug use or ---?

Q443 Lord Avebury: We are talking about drug
use, yes.

Dr Bermejo: All the evidence that exists—and we
could quote much, and it was recognised by the
Surgeon-General in the US even during the Clinton
Administration, when it was still illegal—is that
crime reduction approaches do not increase the use of
drugs, as has been said, and do reduce the new
infections amongst drug users. In the country I come
from, Spain, the success in the AIDS response has
been mainly through the introduction of harm
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reduction measures in prisons with a conservative
government. That has caused a dramatic reduction.
There is plenty of evidence around about how this,
from an HIV perspective, is the right response from
Australia and from the US itself. It is not lack of
public health evidence, it is political will that is not
there, and it is the difficulty of people saying, “Well,
that’s OK, I just don’t want these Centres in my
constituency or in my backyard” and all these things
that are the daily realities with which we are
confronted. It is not lack of public health evidence.
My Partridge: The public health evidence within the
UK, where you can track very clearly the
criminalisation approach in Edinburgh in the early
1980s, causing a very substantial spread of HIV
through injecting drug use, shared needles and
syringes, was completely turned around through the
introduction of harm reduction techniques, the
availability of clean needles and syringes, and the
introduction of substitution programmes. That
utterly and completely changed the course of the
epidemic. This is a very real and clear example of how
policy change has meant that within the UK the level
of HIV infection as a result of injecting drug use has
remained very low, consistently about five per cent,
since 1985. That is a very real life and clear example
in the UK.

Q444 Baroness Whitaker: 1 think Mr Partridge has
totally answered my question, which was whether
clean needles would not make all the difference.

Mr Partridge: They do make a huge difference.

Q445 Chairman: Having experienced, as an MP in a
previous existence, the opposition to having such
Centres in your constituency, is that really where the
opposition comes from? Or are there other strong
voices in the medical community or
intergovernmental organisations saying, “No, harm
reduction is not the right road to go down”? Where
are the strong voices against? Or is it more general?
Dr Bermejo: In our opinion, in the countries where we
work the health professionals are generally in favour
of these approaches. It is not within the health
profession that the resistance comes; it comes from
law enforcement agencies and bodies. In the general
public I think there is uneasiness with the subject
which contributes to that, but we have not seen it
really in the health profession.

Q446 Lord Jay of Ewelme: Thank you, my Lord
Chairman. I was interested in what you said in the
paper from the Alliance in Section 7 on the UN
agencies. You talk specifically about UNICEF, but
then generalise it out to talk about UN agencies more
generally, and you praise their co-ordination role but
express a degree of scepticism about their

effectiveness at the operational level. I just wondered
if you could say a little bit more about that and the
evidence you have that they are not really operating
effectively at the operational level and whether you
would draw the conclusion from that, which does
seem to be a logical conclusion, that the British
Government, for example, should be focusing more
on their co-ordination role and rather less on their
operational role and spending what funds they have
got available on the more effective operational role of
other organisations, which we will come on to later I
think? T would be interested in your comments on
that.

Dr Bermejo: We would certainly agree with that
conclusion and that is what we were driving towards
in the paper. We Dbelieve that, as an
intergovernmental body on which the governments
sit, they have a key role that cannot be substituted
around co-ordination as well as setting norms and
policy guidance on what best practice is and the
standards that should be met. In that sense we believe
that, if they did not exist, they would need to be
invented now, so we are very much in favour and
have seen the benefits of that, and a lot of the civil
society organisations that we work with look to
WHO or UNICEF for guidance on how
programming should be done and for the policy
framework in which we operate. I think where their
efficacy is much more questionable—and we have
seen that particularly with UNICEF and that is why
they are quoted here as an example, probably because
they are, of all of them, the most operational on the
ground—is that in that role they are much less
efficient, first because their costs are much higher
than many other actors who can implement those
things, and because in the most enlightened cases
where UNICETF itself realises that, they hire other
organisations to do that implementation and the
Alliance is sub-contracted in many countries to
implement some of the UNICEF programmes at
country level. But then you realise that, of course, the
UK Government’s money is going to UNICEF to
then contract the Alliance to then implement a sort of
loans programme in Mozambique and that is not a
cost effective way of doing business. None of these
UN bodies is cheap, so we think there need to be
better mechanisms through which to do that. There is
also an issue that operations that are run by the UN
agencies at country level do not really leave lasting
capacity behind in the same way as operations that
are run by local government or local civil societies do.
There are those two reasons, one from a short-term
cost effectiveness point of view and the other one
from a longer term sustainability point of view,
leaving an enhanced capacity behind. Needless to
say, we believe that in the UN reform process these
operational interventions should not be where the
UN sees its niche is.
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Q447 Lord Jay of Ewelme: So your model would be
that the British Government, or indeed other aid
donors, should give the money directly to the people
who are more effective at the operational level and
then it would be for them to carry it out or for them
to work on behalf of UNICEF, as it were, without the
money having gone down through UNICEF to
start with?

Dr Bermejo: Yes.

Q448 Lord Jay of Ewelme: Y ou said earlier on that,
if WHO and UNICEF did not exist, they would need
to be invented. I do not want you to get into UN
reform again, but I presume that you would not say
that they had to be invented exactly as they are now?
Dr Bermejo: No.

Q449 Lord Desai: Y ou know we have this purchaser/
provider distinction in national health elsewhere. Are
you suggesting that those who purchase the health
should not provide it, that the UN is very good at
purchasing but not at providing it, and we should just
bypass them and hire anybody who is good at
providing it?

Dr Bermejo: 1 think we should hire whoever can do
the job better, and better not just from a short-term
perspective but also from the long-term perspective
of building capacity on the ground and leaving it
behind. I would not say as a matter of dogma that
they need to be separated. I would just say let us
purchase from the most effective providers, and I
would say that domestically here as well as
internationally.

Q450 Lord Desai: 1s that what the Gates people do?
Dr Bermejo: 1 know Gates very well, but that is
another big story. I do not think they really do that,
no.

Q451 Chairman: 1t is a very good story.

Dr Bermejo: 1 do not think they really do that. They
are still setting up their systems. They are a pretty
new organisation.

Chairman: Can I move on fairly logically from that to
the effectiveness of some of the intergovernmental
organisations?

Q452 Baroness Whitaker: Staying with the long-
term success, the Alliance says that the performance
of the Global Fund is impressive, and I think I agree
with you. But do you think it has made the machinery
to continue after the Global Fund has departed? Is it
sustainable, do you say?

Dr Bermejo: Yes.

Q453 Baroness Whitaker: As part of that, you also
say, I think, that effective prevention of the epidemic
will be impossible as long as the human rights abuses

go unaddressed. Is the Global Fund capable of
leaving behind it that kind of organisation too?

Dr Bermejo: 1 think with the Global Fund one needs
to understand the principles on which it is set up and
two key principles in response to this are important.
The Committee suspended from 4.10 pm to 4.21 pm for a
division in the House

Q454 Chairman: Can we resume, please? Hopefully
you have had a little more time to consider your
answer to Baroness Whitaker, Dr Bermejo, so
perhaps you would continue from where you were
interrupted. My apologies!

Dr Bermejo: Thank you, my Lord Chairman. There
are two principles that are important for the Global
Fund. One is the principle of additionality, and it was
from the very beginning understood by the donor
community and everybody who set up the Global
Fund that their resources should be additional to
what the country was spending on HIV and to what
donors were already providing on HIV. The second
important thing, and it had a number of conceptual
changes in the way we looked at aid in the Global
Fund, was the whole issue of pitching sustainability
not at country level but at the international response
level. The Global Fund is built on the idea that the
response has to be sustainable but sustainable not
just from a country perspective but from the
international community perspective. It is not based
on the principle that it will only fund interventions
that the country can then continue funding on its
own. Some of them were very clear. Some of these
operations will need input for many years to come,
for a generation at least, and inasmuch as the
countries that are still operating on ten dollars per
person per year investment for health are concerned
these responses are not sustainable just with the
country resources. It is based on the principle that we
will as donors continue funding the Fund for many
years to come, and that is the basis on which the
Global Fund was created. I think that, when we
discuss sustainability, we need to look at it in that
context. Many of the responses around HIV
treatment in particular will not be sustainable if the
Global Fund were to withdraw tomorrow or in two
or three years’ time or when a particular grant comes
to an end, so they are looking at even changing the
procedure so that it becomes, rather than a round-by-
round project approach, more of a credit line type of
approach, that as long as the country is performing it
will continue to receive that credit. It is important to
understand that in the way it is operated and it has in
a way changed the perspective with which we see
international health and the joint responsibility that
in a globalised world we have. That is particularly
true for TB and less so for malaria. Malaria
interventions are probably more sustainable in the
traditional sense because they are short-term and
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because we will see, very quickly I hope, a reduction
in transmission. So in that sense, although not going
as far as the Gates Foundation have said, which is
malaria eradication and which I do not believe will
happen shortly, we will get close to that so the
interventions will be more sustainable. On TB it is the
same thing. We need to understand, and others will
talk about it more later, that we cannot control TB,
within our own boundaries. If we want to control TB
we need to look at investing abroad and the Global
Fund is a good mechanism for it.

Q455 Baroness Whitaker: So you say it could be
internationally sustainable?
Dr Bermejo: Yes.

Q456 Baroness Whitaker: 1 was also thinking, in
connection with the human rights aspects, of the
participative nature of the Global Fund, that maybe
that could, as it were, embed an idea of human rights
protection?

Dr Bermejo: Yes. I am sorry; I did not comment on
that. That is another key issue of the Global Fund,
the way in which it has defined participation and
national ownership beyond national governments to
include civil society in that governance of the board
at the international level but also at the national level
of programme oversight, and that in particular the
most affected groups are represented in the
committees at national level and that design
proposals oversee implementation, et cetera. If one
looks at the proportion that the Global Fund is
contributing to national responses, it is about a third
of the HIV response and higher than that of the TB
response. If one looks at the resources that are
reaching the most vulnerable groups, the proportion
is much higher. The Global Fund is a key provider of
support to communities which are highly vulnerable,
whether they are sex workers, men who have sex with
men, drug users or prisoners. For many of these
groups the Global Fund is one of the very few that are
actually getting the resources to that level and they
are key to the solution to the epidemic. The Global
Fund’s programmes go beyond just health
interventions to address some of the human rights
issues that are causing the vulnerability of these
groups to HIV.

Baroness Whitaker: That is very helpful.

Q457 Lord Hannay of Chiswick: Y ou spoke as if the
statement that the Global Fund’s funds were going to
be additional was enough in itself. But additionality
is a remarkably slippery concept, as anyone who has
had to deal with it will have found, and the further
out you get the more slippery it becomes. What
criteria would you apply in judging this? And to what
extent can you be sure that this is additional not just
with respect to existing programmes for AIDS or TB

but also with regard to primary healthcare and so on?
Can we be quite sure that the Global Fund is not
sucking money away from assistance for primary
healthcare in developing countries?

Dr Bermejo: That is a very good question and, as you
say, it is a difficult one to be sure about. I think we can
be sure of several things with Global Fund support.
One that is very important is that it is not subject to
the same ceilings and limitations as the IMF and
other intergovernmental organisations apply to
direct budget support to sector-wide schemes because
they are seen as a project-specific grants. In that sense
it does not get capped and then put into the pot of
money that budget support does. Whether it really is
all additional, from a donor perspective or from a
recipient country perspective, is hard to measure but
I think we know enough to know that it is not all
additional, even though that is one of its principles.
We have seen many donors—for example, the EU in
Ukraine has made a public statement saying it is not
going to continue funding HIV/AIDS intervention
because it already supports the Global Fund. Clearly
there the principle of additionality from a donor
perspective is not operating. We have seen elements
of what you say also at country level, though I still
think the more general reaction that we have seen is
the opposite one, which is governments saying, “The
money we were already putting into HIV/AIDS from
our own budget we are no longer going to put in
because there is the Global Fund money and we are
going to use it for primary healthcare or for
something else”, which is also worrying because it
reduces the political commitment from the national
level to the issue and that sort of substitution, and it
also undermines the additionality.

Q458 Baroness Whitaker: 1 think you also say that
DFID’s money seems to be better spent with the
Global Fund than in some of the other
intergovernmental agencies. We have seen a National
Audit Office report highlighting weaknesses in
DFID’s management of international institutions. I
wondered if you had any views on the two
institutions DFID made to ameliorate this, that is,
the Multilateral Effectiveness Framework and the
Multilateral Development Effectiveness Summaries.
Do you think this is important in DFID’s investment
strategy, as it were?

Dr Bermejo: On this one I have to confess that I
personally had no idea what these two were, even
though we do work closely with DFID, and I did ask
around the office and none of us knew. We did call a
couple of colleagues at DFID saying, “What is this,
because we might get a question on it?”, and again
they could not answer, so they might be very
important and useful but we are just not aware of
them.
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Q459 Baroness Whitaker: They are not very old
organisations; they are only a few months old. They
will be reported on later but they are meant to bring
all these different facets together.

Dr Bermejo: But we are concerned, which is what I
think the statement was saying, that we think DFID
has not valued this enough. In particular, its last
contribution to the Global Fund was below
expectations and below what we thought we said we
had seen committed in the past. When one contrasts
that with the huge increase that the World Bank has
got from DFID it is hard to understand the logic of
that, and certainly from the perspective of the control
of infectious diseases it does not make any sense. It
might make it from others but from that one it does
not.

Q460 Baroness Whitaker: The usual complaint is
that DFID puts too much into direct credit support
and not enough into the Global Fund. I will not go
into this now, but there is clearly something we have
to disentangle here.

Dr Bermejo: Yes, though I would say that in the last
year our perspective is that that is probably driven as
much from a strategic approach as from the reality of
DFID having more money but fewer human
resources. They are making decisions to increase the
amount that is going to multilateral organisations as
well as bilateral support, but that is in a way a
reaction to the wrong incentive, which is trying to do
more with fewer resources, but it does not make sense
from a strategic perspective.

Q461 Chairman: Just before 1 bring in Lord
Avebury, can I make sure, Mr Partridge, that your
understanding of the DFID point that was raised by
Baroness Whitaker is the same as Dr Bermejo’s?
Mr Partridge: Yes, it is.

Q462 Lord Avebury: 1 just want to go back to a point
you were raising earlier about the Global Fund being
very good at targeting vulnerable groups. I was
wondering whether you were saying that in
contradistinction to UNAIDS which is a vertical
programme. The Global Fund does work with the
vulnerable, such as the sex workers and prisoners and
so on, and that is one of its major advantages. So, if
you had a marginal extra £100 million to spend in
DFID, would you be putting money into the Global
Fund rather than into UNAIDS? As a corollary to
that question, are the Global Fund funds specifically
working on the problems of women and girls that you
identify in Paragraph 4.5 of your paper, where early
marriage, sexual harassment and harmful traditional
practices, such as female genital mutilation, increase
women’s vulnerability to HIV/AIDS? Is that
something which the Global Fund is specifically
addressing? And are they alone in doing that?

Dr Bermejo: The Global Fund has one principle that
is important, which is country ownership and
country design of the programmes, which they have
taken beyond what others who say they have this
principle have done. What they call country
ownership is not just governmental ownership; it is a
broader constituency at country level where these
groups themselves are represented, so that influences
their ability to get there. UNAIDS was the first UN
agency, | believe, to create a Board that had civil
society participation on it, but it is participation that
has no vote and that is still a small minority. The
Global Fund took it further by giving them a vote
and by having effective communities on the Board,
and that has contributed to shaping the programme
mix, not just on the international Board but it is also
true at national level. I think that explains why the
affected communities and the most vulnerable groups
are better represented in the programming that they
implement. UNAIDS is not channelling resources in
the same way, so they are more a technical response
at country level; they are not a grant mechanism in
the same way as the Global Fund. UNAIDS, I think,
has also embraced the realities of marginalised
groups and of women and children, but they have not
been able to take it this far, partly because the
mechanisms that the UN has make that more difficult
and the Global Fund has a set-up that allows it to do
that better.

Mr Partridge: 1 would just mention if I may, certainly
from my perspective, the bravery and the leadership
that UNAIDS has shown in demanding that
governments really do tackle the needs of those most
vulnerable to HIV infection. It goes back to its
creation. Its first director, Dr Jonathan Mann, had a
very clear leadership role in recognising that many
governments have found it very hard to engage with
men who have sex with men and with those with a
history of injecting drug use, sex workers, genital
mutilation and so on, and I would not wish to
underplay the impact that UNAIDS has had at that
policy level in leadership and in tackling very early on
and consistently that which many governments wish
to duck.

Q463 Lord Avebury: Can either of you quote any
specific examples where any IGO has persuaded a
host government to address in a practical way these
specific examples that you give of the vulnerability of
women and girls, the cultural disadvantages that
they suffer?

Dr Bermejo: UNAIDS, for example, at the policy
level took a decision to create a coalition on HIV
women and girls which had seven key tracts, and
Mary Robinson and a few others were part of the
committee that was leading this, which I think did
change the perspective. It first made people realise
when it happened that the epidemic had feminised
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and had a female face now in many of the countries,
and that the interventions that we were doing needed
to adjust to that in many countries where that was not
happening. I think they have been quite successful in
doing that, in changing policy. Today, if one looks at
the lists of people on treatment and the numbers of
people in treatment around the world, we thought
females were going to be under-represented and that
is not the case because I think there has been a
conscious effort to ensure that women and girls had
access to treatment in many of these countries in the
same way as men had, and that has been achieved. So
I think there are policy interventions that have been
successful in that sense, but of course, in terms of
changing the gender relations that make women
particularly vulnerable to HIV, I cannot say that I
have seen lots of examples or that we have been really
successful.

Q464 Lord Steinberg: 1 am one of those people who
believe that prevention is better than cure, and yet it
seems as if the amounts of money spent, which are
vast, are much more on treatment and much less on
prevention. I presume that on prevention you would
say that education would be the principal factor of
prevention? Would you agree that that balance,
which has focused mainly on treatment, is the right
way to go? Or do you agree with what I am saying,
that it is much better to spend a lot more money on
prevention?

Mr Partridge: Shall 1 start with the experience we
have had in the UK, because I think it is one that
helps understand the dynamics of what happens
when effective treatment is brought in to any
country? Certainly, we at the Terrence Higgins Trust
campaigned very hard to ensure that effective
treatment was made available for those for whom it
was clinically needed and appropriate, knowing that
in doing so—and going back to 1996 when the cost of
therapy then was much greater than it is now—that
was going to create difficulties for the NHS in how it
funded both treatment and ongoing prevention
work. What has happened since then is that clinical
effectiveness and the cost effectiveness of HIV
therapy are so good that we have not needed to focus
on campaigning for treatment access within the UK.
It is very obvious that it needed to be done, but we
have seen, particularly at local primary care trust
level, a significant drop in funding for prevention,
continued difficulties in getting sexual relationship
education as part of the core curriculum and little
continued leadership around the need for ongoing
HIV prevention campaigning work, both for those
communities at greatest risk and more generally.
There has been a financial trade off in the cost of
therapy in the overall pot. Therapy has taken up a
progressively larger amount of money. Also, good
therapy makes people with HIV less visible in any

community because you are healthier; you can
remain in work if you have stayed in work. There is
less reason to be articulate and open about being
HIV-positive. At a political level, when therapy is
introduced which makes people healthier it does not
reduce but increases, the prevalence of HIV overall.
That can then easily be misunderstood as a failure of
prevention. It also creates an ongoing need for
funding drug therapy which can squeeze out funding
for good prevention campaigns. What is vitally
important is that both go hand in hand. There is, to
a degree, a prevention dividend through good
therapy as undetectable viral load reduces new
infections. However that is balanced against a
growing number of people with HIV who are sexually
active for longer as they live more productive lives as
a result of therapy. It is a complex interrelationship
which 1 do not think, either in this country or
internationally, we have yet cracked as to how we
manage to continue investment in prevention
because it is much better than going on to a lifetime’s
work of treatment.

Q465 Lord Steinberg: You talked principally about
your experience in the UK. On the basis that the vast
majority of HIV occurs in uneducated communities,
wherever they are in the world, is it not time that a
switch occurred? Or are you perfectly happy that the
treatment and therapy come before the prevention?
Dr Bermejo: No, we are not happy in that sense. |
would echo what Nick was saying. It is true
internationally. There is not enough money for
prevention. There is no doubt about that, but I do not
think that is because there is too much money for
treatment. [ think it is just because there is not
enough money for prevention. That is not exclusively
a health ministry or health sector area. As you have
highlighted, those are resources that probably need
to be best invested outside of the health sector and the
health ministry. That is where there is not enough
money being allocated to these issues of HIV
prevention. Partly it is because we tend to see HIV/
AIDS just as a health issue and a disease and partly
also it is because we have this myth that HIV
prevention is cheap. Everybody understands that
treatment is expensive, that it is for a lifetime, that
you have to buy drugs, that you have to keep
providing them, but people think that HIV
prevention is something you do once and then you
have done it and it should not cost a lot of money.
You run a few campaigns, but it does require
resources and we have under-funded it and under-
invested in it. That is what we need to look at, as to
how we put more resources into HIV prevention.
That is the big question.

Mr Partridge: Oddly enough, treatment delivery is
the easy part. Now, prescribing pills is not that
complex. Changing behaviour long term is
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immensely complex and weighted with a whole load
of moral, political and cultural stuff that is very tough
to do. Prevention has become consistently more
complex over the years, whereas treatment has
become simpler, clearer and cheaper.

Q466 Chairman: My understanding is that in 2000 in
the UK there were 3,000 new cases and by 2007 there
were 9,000. Is that a problem about prevention?

Myr Partridge: The figures are slightly different. 3,000
goes up to about 7,800. What we need to be really
clear about is that those are diagnoses. They are not
directly linked to infection within the UK. Part of
that considerable increase has been a result of better
diagnosis services and a very minimal impact of the
global epidemic within the UK through migration.
We need to unpick what is happening within the UK.
The bulk of transmission is between gay men in the
UK and we have seen an increase in that, but that
which has levelled off in the last three or four years.
Itis about how we ensure that those campaigns which
are targeted at groups which are most vulnerable
within the UK are sustained and increased.

Q467 Lord Howarth of Newport: It is difficult to alter
cultures and in many parts of the world education
provision all in all is pitifully inadequate. But should
not sex education be an absolutely major
preoccupation and a major drive? I do not see why it
need be particularly expensive. One must assume
that, if it can be effectively designed and delivered
more and more extensively, it really would make a
huge difference. I would be completely authoritarian
about this and absolutely refuse to allow people to
opt out of sex education. I would not be tolerant of
schools that neglected it. It is one thing to picture how
it might be done in this country and obviously a very
different thing to picture how it might be done in
countries in sub-Saharan Africa, but surely this must
be a crucially important key to prevention?

Mr Partridge: Absolutely, yes. I totally agree with
you. However, we failed to do that within the UK
with all of our resources and so on, not least because
of the cultural, political and religious issues. To
expect that to have happened in Nigeria or Uganda
or elsewhere—

Q468 Lord Geddes: Four weeks ago we had no fewer
than four professors of medicine giving evidence to
us, one of whom, Professor Johnson from University
College London, told us. “In the field of AIDS, in one
area you may have several different programmes
operating in one town. That may have advantages,
but it may have significant disadvantages if they are
operating in different ways.” In the Alliance
evidence, right at the end of main Paragraph 5, there
is an assertion that neither the resources nor the
instruments to properly invest in fighting AIDS are

currently available. Ignoring the horrors of the split
infinitive, are those two bits of evidence compatible?
Or are they saying different things? Is there in your
opinion a need for rationalisation of the different
programmes and actors, if you like, including both
the IGOs and the NGOs? Are you saying the same
thing there? Or are you saying something completely
different?

Dr Bermejo: What we were saying was that we still do
not have all the instruments. There is clearly a need
to invest in more instruments, particularly on the
prevention side. We have technologies and
instruments now with which we have to do the best
we can, but that does not mean we can stop investing
in new instruments, whether it is microbicides or
vaccines etc., without which the epidemic cannot be
defeated from a technological point of view. In terms
of the organisation set-up and architecture, Ann in
her statement, which I read, is saying it can be one
way or the other. Our view is clearly we need effective
local responses and that is where the coordination
needs to happen. This is not about some central
coordination up here; it is at the community level.
Communities need to be in the lead. We have seen
that in a lot of the places where the Alliance works:
we need local authorities to create some coordination
committees that ensure that the interventions that
happen in one locality complement and support each
other. In that sense, we believe it is more of a local
coordination issue and response, this one of a
multiplicity of actors, more than something you can
do at international level or national level. We have
seen that work very well. Some of the new figures that
are coming out of Andhra Pradesh in India, which
show a dramatic reduction in the number of new
infections, have been driven by multiple actors. You
had there the Indian Government and many donors
working with Melinda Gates, with a huge
programme, the Alliance and many others, but the
local authorities were very clear in assigning
coordination and complementarity. That has worked
well. Our view of how to respond to that has to be not
with international architecture, where that is very
difficult to correct, but making sure that at the local
level there are coordination mechanisms that ensure
that we are working towards the same national
response and local response there.

Q469 Lord Geddes: 1 take your point. Concentrating
on this local level, who coordinates this? I think I
heard you say just now local government.

Dr Bermejo: We think it has worked better where
local government creates coordination committees
that involve other actors, so it is not just them
dictating but creating local AIDS coordinating
committees, where the mission hospital, the public
hospital, the clinic, the education system, the NGOs,
the sex workers’ collective if there is one, all sit
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around and coordinate that response. That is what
we have seen work best and in most cases it is chaired
by local government.

Q470 Lord Geddes: The actors themselves are
traditionally prima donnas. From experience, do you
find that those prima donnas will take such
coordination from local government?

Dr Bermejo: There are prima donnas, and you are
right that they are not easy to coordinate; but the
majority of the local response is not really one of
prima donnas. We see them at international level and
some organisations behave like that, but they are not
the majority. With strong governments, like the
Indian Government or some others, it is easier to
impose that than it is with weaker ones, but the
experience we have seen has been positive.

Q471 Chairman: You are using the Indian
Government but there is good governmental
structure in India. That is not the case with some of
the African governments, for example. That would
not apply?

Dr Bermejo: Yes, but we have seen the same. We have
had a great evaluation in Madagascar, which is not
one of the strongest governments. It is true that in
Madagascar there are fewer prima donnas than in
Tanzania or Kenya maybe in the response, but still
we do see these things working and that is what we
need to support. We really believe that is the answer.
Mr Partridge: 1 did wonder whether Professor
Johnson was thinking about the 33 Primary Care
Trusts in London!

Chairman: Much as it may seem otherwise, it is not
an intergovernmental organisation.

Baroness Eccles of Moulton: This is a thread that has
run through in great detail and it has been very
informative. I suppose it is just worth saying that
there is still a great amount to be done in building
secure, horizontal health structures with—words you
have used—sustainability and capacity for surviving.
You have told us a great deal about that. Thank you
very much.

Q472 Lord Desai: On prevention and cure, is the
problem that prevention cannot be measured and
therefore nobody will pay for it? Cure can be
measured?

Mr Partridge: 1t is partly that, and that goes back to
what [ was trying to say about treatment that is very
measurable. You have clinical trials and you can see
the differences.

Q473 Lord Desai: If you want value for money, you
do not prevent; you cure?

My Partridge: We know the value of any single, saved
HIV infection, any HIV infection prevented. You
have to throw a lot of prevention mon