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Summary

The HIV/AIDS pandemic threatens to compromise the economic, social, and democratic gains made in Africa in recent decades, and $15 billion in new funds made by the US under the Global AIDS and Tuberculosis Relief Act of 2000 22USC(76)IIA§6831 were matched by other nations for an estimated $25 billion.  The Secretary-General of the UN has however asked for another $8-10 billion a year to fight AIDS.
This Article proposes to increase US contributions by $100 million to keep critical AIDS, TB and malaria programs running around the world. The amendment, proposed by Senators Rick Santorum, a Republican from Pennsylvania, and Dick Durbin, a Democrat from Illinois, would bring total U.S. funding for an important program called the  Global Fund to Fight HIV/AIDS, Tuberculosis and Malaria to $600 million - a one third share of what's needed to keep existing programs on the ground running, as estimated by ONE. 
Without our help, the Global Fund may have to cut programs that have already begun to have a real impact, delivering prevention, care and treatment to millions of people around the world. Remember, AIDS kills 8,500 people every day, TB kills 5,000 and malaria kills over 3,000 in Africa alone - every day. Together, we can help fight back against these killer diseases.  We also have an unprecedented opportunity to wipe poliomyelitus from the world through the immunization of affected countries as has been done in the Americas however the program needs $250 million through 2006.
This Article has been written for the appendix of the Hospitals & Asylums’ Public Health Department (PHD) amendments to Chapter 9 Hospitalization of Mentally Ill Nationals Returned from Foreign Countries §321-329 that should be done by the end of July 2005.
Art 1 Aging
(A) Noting that more than 1000 million people will be over 60 years old by 2025, the vast majority in the developing world, and that this figure is expected to double by 2050 which will lead to increasing demands on health and social-service systems worldwide.Stengthening Active and Health Aging WHA58.16
(1) WHO defines active ageing as “the process of optimizing opportunities for health, participation and security in order to enhance quality of life as people age”.
(B) “Age-friendly” primary health care should be the focus of geriatric care and Member States are urged:

(1) To develop, implement and evaluate policies and programmes that promote healthy and active ageing and the highest attainable standard of health and well-being for their older citizens;

(2) To consider the situation of older persons as an integral part of their efforts to achieve the internationally agreed development goals of the United Nations Millennium Declaration, and to mobilize political will and financial resources for that purpose;

(3) To take measures to ensure that gender-sensitive health policies, plans and programmes recognize and address the rights and comprehensive health, social-service and development needs of older women and men, with special attention to the socially excluded, older persons with disabilities, and those unable to meet their basic needs;

(4) To take steps and encourage measures to ensure that resources are made available for

persons or legal entities who take care of older persons;

(5) To pay special attention to the key role that older persons, especially older women, play as caregivers in their families and the community, and particularly the burdens placed on them by the HIV/AIDS pandemic;

(6) To consider establishing an appropriate legal framework, to enforce legislation and to

strengthen legal efforts and community initiatives designed to eliminate economic, physical and mental elder abuse;

(7) To develop, use and maintain systems to provide data, throughout the life-course,

disaggregated by age and sex, on intersectoral determinants of health and health status in order to underpin the planning, implementation, monitoring and evaluation of evidence-based healthpolicy interventions relevant to older persons;

(8) To undertake education and recruitment measures and incentives, taking into account the particular circumstances in developing countries, in order to ensure sufficient health personnel and volunteers to meet the needs of older persons;

Art. 2 HIV/AIDS 
(A) The World Health Organization Report of 2004 determined that AIDS has killed more than 20 million people. Today, an estimated 34–46 million others are living with HIV/AIDS. Two-thirds of the total live in Africa, where about one in 12 adults is infected, and one-fifth in Asia. Totaling CIA world fact book vital statistics in Art. 110 of this Treaty reveals a total of 26.5 million HIV infected Africans with 2.3 million fatalities in 2004. Globally in 2003, 3 million people died and 5 million others became infected. Almost 6 million people need treatment now.  Four million children have been infected since the virus first appeared. Of the 5 million people who became infected with the virus in 2003, 700 000 were children, almost entirely as the result of transmission during pregnancy and childbirth, or from breastfeeding. Globally, unprotected sexual intercourse between men and women is the predominant mode of transmission of the virus. Other important modes of transmission include unprotected penetrative sex between men, injecting drug use, and unsafe injections and blood transfusions.  The most explosive growth of the epidemic occurred in the mid-1990s, especially in Africa. In 2003, Africa was home to two-thirds of the world’s people living with HIV/AIDS, but only 11% of the world’s total population. Today, about one in 12 African adults is living with HIV/AIDS. One-fifth of the people infected with HIV live in Asia.

(B) The trends in HIV prevalence among pregnant women attending the same antenatal clinics since 1997 show that the epidemics in the countries of southern Africa are much larger than elsewhere in sub-Saharan Africa – and that the gaps appear to be widening. In eastern Africa HIV prevalence is now less than half that reported in southern Africa and there is evidence of a modest decline. In western Africa prevalence is now roughly one-fifth of that in southern Africa and no rapid growth is occurring.  The most dramatic effect of the HIV/AIDS epidemic has been on adult mortality (18). In the worst-affected countries of eastern and southern Africa, the probability of a 15-year-old dying before reaching 60 years of age has risen sharply – from 10–30% in the mid-1980s to 30–60% at the start of the new millennium. In community-based studies in eastern Africa, mortality among adults infected with HIV was 10–20 times higher than in non-infected individuals.

(C) Vital registration systems, national censuses, demographic surveys and demographic surveillance systems have provided information on mortality trends.  The advent of the HIV/AIDS pandemic has reversed the gains in life expectancy made in sub-Saharan Africa, which reached a peak of 49.2 years during the late 1980s and which is projected to drop to just under 46 years in the period 2000–2005. Overall, life expectancy at birth in the African Region was 48 years in 2002; it would have been 54 years in the absence of HIV/AIDS. In the countries of southern Africa life expectancy would have been 56 years instead of 43 years.

(D) Unknown a quarter of a century ago, HIV/AIDS is now the leading cause of death and lost years of productive life for adults aged 15–59 years worldwide.  Official development assistance and other forms of global health investment are on the rise. Most of the increased spending is for HIV/AIDS. The Global Funds also gives countries the chance to derive extra public health benefits from the new funds. The opportunity exists to invest these resources so as to save millions of threatened lives through treatment, reinforce comprehensive HIV/AIDS control and strengthen some of the world’s most fragile health systems.  The objective of treating 3 million people in developing countries with antiretroviral drugs by the end of 2005 is a step on the way to the goal of universal access to antiretroviral therapy and HIV/AIDS care for all who need it. 

(E) WHO and its partners have established the following objectives:

(1) Counselling and condom distribution for the people tested as part of the programme; 
(2) Pre-sex medical exams for both partners;                                                                            

(3) Antiretroviral drugs (first-line drugs for all people identified in late-stage disease and second-line drugs for treatment failures);                                                                                  

(4) Antiretroviral drugs to prevent mother-to-child transmission for women testing positive in antenatal care clinics and who are in early clinical stages of disease;                   

(5) Treatment and prophylaxis of opportunistic infections;                                                           

(6) Palliative care;                                                                                                                        

(7) Laboratory tests for toxicity for those showing signs of toxicity and switches of individual drugs in case of confirmed toxicity.                                                                              

(8) To track HIV drug resistance and assess its geographical and temporal trend; 
(F) In low-income developing countries, which generally do not have extensive insurance mechanisms, most personal health services are financed by a mix of taxation and user fees in the public sector. With the exceptions of Botswana and Brazil (both middle-income countries which have decided to meet the cost from public sources), developing country governments have not been greatly involved in financing antiretroviral therapy, probably because of its high unit cost. Private providers have been financing antiretroviral therapy through user fees for some time; international nongovernmental organizations and research-funded sites have received substantial external funds and have been able to provide either free or heavily subsidized treatment. Private-sector employers have provided free access to antiretroviral therapy, either directly through occupational health services or indirectly through private insurance intermediaries. A mixture of public and private financing is desirable, but only if it ensures equal access. Thus, scaling up the provision of antiretroviral therapy with greater public provider involvement presents a considerable challenge to governments. Under Art. 16 of the African Charter on Human and Peoples’ Rights adopted 27 June 1981. Every individual shall have the right to enjoy the best attainable state of physical and mental health. 2. States parties to the present Charter shall take the necessary measures to protect the health of their people and to ensure that they receive medical attention when they are sick.  In Thailand the production of generic AIDS drugs made costs affordable.  
Art. 3 TB

(A) Tuberculosis (TB) kills about two million people each year, making it one of the world's leading infectious causes of death among young people and adults.  One-third of the world's population is infected with TB. Five to 10 percent of people who are infected with TB become sick with TB at some time during their life.  Each year, more than 8 million people become sick with TB.

(B) Due to a combination of economic decline, the breakdown of health systems, insufficient application of TB control measures, the spread of HIV/AIDS and the emergence of multidrug-resistant TB (MDR-TB), TB is on the rise in many developing and transitional economies. Between 2000 and 2020, it is estimated that: 

(1) Nearly one billion people will be newly infected with TB. 

(2) 200 million people will become sick from TB. 

(3) TB will claim at least 35 million lives. 

(C) TB is a leading cause of death among women of reproductive age and is estimated to cause more deaths among this group than all causes of maternal mortality.  Women are less likely than men to be tested and treated for TB, and are also less likely to develop an infection.  Over 250,000 children die every year of TB. Children are particularly vulnerable to TB infection because of frequent household contact. 

(D) The Global TB Database reveals low- and lower-middle-income countries (those with an annual GNP per capita of less than US$2,995) account for more than 90% of TB cases and deaths. The regions most affected by TB include: 

(1) Southeast Asia: With an estimated three million new cases of TB each year, this is the world's hardest-hit region. 

(2) Eastern Europe: In Eastern Europe, TB deaths are increasing after almost 40 years of steady decline. 

(3) Sub-Saharan Africa: More than 1.5 million TB cases occur in Sub-Saharan Africa each year. This number is rising rapidly, largely due to high prevalence of HIV.

(E) Poverty, a lack of basic health services, poor nutrition, and inadequate living conditions all contribute to the spread of TB. In turn, illness and death from TB reinforces and deepens poverty in many communities.  The average TB patient loses three to four months of work time as a result of TB. Lost earnings can total up to 30% of annual household income. Some families lose 100% of their income.  TB is estimated to deplete the incomes of the world's poorest communities by a total of US$12 billion. 

(F) More than 75% of TB-related disease and death occurs among people between the ages of 15 to 54 - the most economically active segment of the population.  TB and HIV/AIDS HIV/AIDS and TB form a lethal combination, each speeding the other's progress. HIV promotes rapid progression of primary TB infection to active disease and is the most powerful known risk factor for reactivation of latent TB infection to active disease. TB is a leading killer of people living with HIV/AIDS. One-third of people infected with HIV will develop TB.
(G) TB infection can be prevented, treated and contained. The World Health Organization recommends a strategy for detection and cure called DOTS.  DOTS combines five elements: political commitment, microscopy services, drug supplies, surveillance and monitoring systems, and use of highly efficacious regimes with direct observation of treatment.  Drugs for DOTS can cost only US $10 per person for the full treatment course (six to eight months).  DOTS is successful and has a success rate of up to 80% in the poorest countries, prevents new infections by curing infectious patients.  It has been estimated that the gap is U$300 million a year to address the TB epidemic in low and middle-income countries. 

Art. 4 Malaria

(A) Malaria is an infection of the blood by a minute plasmodium parasite. The parasites multiply rapidly and destroy red cells. Victims normally suffer severe fevers, general malaise, and sometimes death, depending upon the age and general health of the victim and the particular species of plasmodium parasites. 
(1) In A/58/8 WHO’s Secretariat estimates that 803,000 children under the age of five years in sub-Saharan Africa died of malaria in 2000 (range 710 000-896 000) and estimates of the annual number of deaths directly attributable to malaria in the world lie between 1.1 and 1.3 million. Based on reported data and estimations of populations at risk and incidence rates, it also estimates the incidence of malaria in 2004 in 107 countries and territories affected at between 350 and 500 million cases.

(2) International funding for malaria control in 2002 was estimated to have been only about US$ 130 million. Since 2002, when the Global Fund to Fight AIDS, Tuberculosis and Malaria started its operations, it has to date allocated a total of US$ 940 million for malaria control over a two-year period and US$ 1800 million over five years.
(3) Current malaria control is based on large-scale application of antimalarial medicines and insecticides. The rapid increase in demand for artemisinin-based combination therapies in 2004 and the fact that it takes six to eight months for the plant from which artemisinin is extracted to grow have led to higher prices and temporary supply shortages.

(4) For countries in Africa to attain this goal will require international investments of on average US$ 1900 million per year and for 36 countries endemic for malaria outside Africa with a heavy burden of disease about US$ 1300 million per year.

(B) The Africa Malaria Report 2003 issued by WHO and UNICEF made the following observations.

(1) Malaria remains a principal cause of death for nearly 20% of all children under the age of five years in Africa; the mortality rate in eastern and southern Africa almost doubled over the period 1990-1998 compared with 1982-1989 possibly as a result of increasing resistance of plasmodia to chloroquine.

(2) In malaria-endemic countries, 25% to 40% of all outpatient visits and 20% to 50% of hospital admissions were for malaria.

(3) Malaria was also an important indirect cause of mortality, estimated to cause 75 000-200 000 infant deaths per year, for example through malaria-related maternal anaemia in pregnancy and low birth weight.

(4) Only 2% of children under five years of age slept under insecticide-treated mosquito nets; the proportion for untreated nets was 13%.

(5) On average, 42% of children under five years of age with fever were treated with an

antimalarial agent, but in many cases this was chloroquine whose efficacy is declining.

(6) More than 60% of pregnant women in 15 of 17 countries sought antenatal care; however, few countries were using such care services to provide intermittent preventive treatment against malaria.

(7) Some 110 million Africans lived in areas at risk for epidemics of malaria; complex

emergencies are one of the determinants of such epidemics and many of the deaths due to

malaria in Africa occur in populations affected by conflicts.

(C) Malaria Control WHA58.2 Recognizes that the Global Fund to Fight AIDS, Tuberculosis and Malaria has committed 31% of its grants or US$ 921 million over two years, to projects to control malaria in 80 countries, URGES Member States:

(1) To establish national policies and operational plans to ensure that at least 80% of those at risk of, or suffering from, malaria benefit from major preventive and curative interventions by 2010 in accordance with WHO technical recommendations so as to ensure a reduction in the burden of malaria of at least 50% by 2010 and 75% by 2015;

(2) To assess and respond to the need for integrated human resources at all levels of the health system in order to achieve the targets on the Abuja Declaration on Roll Back Malaria in Africa and the internationally agreed development goals of the United Nations MillenniumDeclaration, and to take the necessary steps to ensure the recruitment, training and retention of health personnel;

(3) To further enhance financial support and development assistance to malaria activities in order to achieve the above targets and goals, and to encourage and facilitate the development of new tools to increase effectiveness of malaria control, especially by providing support to the UNICEF/UNDP/World Bank/WHO Special Programme for Research and Training in Tropical Diseases;

(4) To ensure financial sustainability and to increase, in countries endemic for malaria,

domestic resource allocation to malaria control and to create favourable conditions for working with the private sector in order to improve access to good-quality malaria services;

(5) To pursue a rapid scale-up of prevention, by applying expeditious and cost-effective

approaches, including targeted free, or highly subsidized, distribution of materials and

medicines to vulnerable groups, with the aim of at least 60% of pregnant women receiving intermittent preventive treatment and at least 60% of those at risk using insecticide-treated nets wherever that is the vector-control method of choice;

(6) To support indoor residual insecticide spraying, where this intervention is indicated by local conditions;

(7) To achieve community participation and multisectoral collaboration in vector-control and other preventive actions;

(8) To develop or strengthen intercountry cooperation to control the spread of malaria across shared borders and migratory routes;

(9) To encourage intersectoral collaboration, both public and private, at all levels, especially in education;

(10) To support expanded access to artemisinin-based combination therapy, including the

commitment of new funds, innovative mechanisms for the financing and national procurement of artemisinin-based combination therapy, and the scaling up of artemisinin production to meet the increased need;

(11) To support the development of new medicines to prevent and treat malaria, especially for children and pregnant women; of sensitive and specific diagnostic tests; of effective vaccine(s); and of new insecticides and delivery modes in order to enhance effectiveness and delay the onset of resistance, including through existing global partnerships;

(12) To support coordinated efforts to improve surveillance, monitoring and evaluation systems so as better to track and report changes in the coverage of recommended “Roll Back Malaria” interventions and subsequent reductions in the burden of malaria;
Art. 5 Influenza

(A) Influenza, also known as the flu, is a contagious disease that is caused by the influenza virus.  CDC reports that influenza attacks the respiratory tract in humans (nose, throat, and lungs). The flu is different from a cold. Influenza usually comes on suddenly and may include these symptoms: (1) Fever, (2) Headache, (3) Tiredness (can be extreme), (4) Dry cough, (5) Sore throat, (6) Nasal congestion, (7) Body aches.  These symptoms are usually referred to as "flu-like symptoms." 
(B) Influenza is caused by a virus, so antibiotics (like penicillin) don't work to cure it. The best way to prevent the flu is to get an influenza vaccine (flu shot) each fall, before flu season. Flut patients should, (1) Rest, (2) Drink plenty of liquids, (3) Avoid using alcohol and tobacco, (4) Take medication to relieve the symptoms of flu. 

(C) Most people who get influenza will recover in one to two weeks, but some people will develop life-threatening complications (such as pneumonia) as a result of the flu. Millions of people in the United States — about 5% to 20% of U.S. residents — will get influenza each year. An average of about 36,000 people per year in the United States die from influenza, and more than 200,000 have to be admitted to the hospital as a result of influenza. People age 65 years and older, people of any age with chronic medical conditions, and very young children are more likely to get complications from influenza.
(1) Many people use the term "stomach flu" to describe illnesses with nausea, vomiting, or diarrhea. These symptoms can be caused by many different viruses, bacteria, or even parasites. While vomiting, diarrhea, and being nauseous or "sick to your stomach" can sometimes be related to the flu – particularly in children – these problems are rarely the main symptoms of influenza. The flu is a respiratory disease and not a stomach or intestinal disease.

(D) The main way that influenza viruses are spread is from person to person in respiratory droplets of coughs and sneezes. (This is called "droplet spread.") This can happen when droplets from a cough or sneeze of an infected person are propelled (generally up to 3 feet) through the air and deposited on the mouth or nose of people nearby. Though much less frequent, the viruses also can be spread when a person touches respiratory droplets on another person or an object and then touches their own mouth or nose (or someone else’s mouth or nose) before washing their hands.
(E) The influenza epidemic in the early 1970s to mid-1990s, the average number of hospitalisations was 50 per 100,000 Americans per season. History suggests that the influenza pandemics have occurred three times in the 20th century 1918, 1957, and 1968. The unforgettable Spanish Flu [1918-1919], made almost The number of deaths had been substantial during the following pandemics e.g.; 1918 Spanish flu, 218.4 deaths per 100,000 Americans; 1957 Asian flu, 22 deaths per 100,000 population; and 1968 Hong Kong flu, 13.9 deaths per 100,000 population made billions of people sick and killed 21 to 40 million.
(F) WHA58.5 Recalls that louse-borne typhus, causes relapsing fever, viral influenza, paralytic poliomyelitis and is therefore under surveillance of the global agenda for influenza surveillance and control.  It acknowledges with growing concern that the evolving, unprecedented outbreak of H5N1 avian influenza in Asia represents a serious threat to human health.  It stresses the need for all countries, especially those affected by highly pathogenic avian influenza, to collaborate with WHO and the international community in an open and transparent manner in order to lessen the risk that the H5N1 influenza virus causes a pandemic among humans.


Art. 6 Polio
(A) Poliovirus is a member of the enterovirus subgroup, family Picornaviridae. Enteroviruses are transient inhabitants of the gastrointestinal tract, and are stable at acid pH. Picornaviruses are small, ether-insensitive viruses with an RNA genome.  There are three poliovirus serotypes (P1, P2, and P3). There is minimal heterotypic immunity between the three serotypes.  That is, immunity to one serotype does not produce significant immunity to the other serotypes.  The poliovirus is rapidly inactivated by heat, formaldehyde, chlorine, and ultraviolet light.  The virus enters through the mouth and primary multiplication of the virus occurs at the site of implantation in the pharynx and

gastrointestinal tract. The virus is usually present in the throat and in the stool before the onset of illness. One week after onset there is little virus in the throat, but virus continues to be excreted in thestool for several weeks. The virus invades local lymphoid tissue,

enters the blood stream, and then may infect cells of the central nervous system. Replication of poliovirus in motor neurons of the anterior horn and brain stem results in cell destruction and causes the typical manifestations of poliomyelitis.

(1) Paralytic polio is classified into three types, depending on the level of involvement. Spinal polio is most common, and accounted for 79% of paralytic cases from 1969–1979. It is characterized by asymmetric paralysis that most often involves the legs. Bulbar
polio accounted for 2% of cases and led to weakness of muscles innervated by cranial nerves. Bulbospinal polio accounted for 19% of cases and was a combination of bulbar and spinal paralysis.  The death-to-case ratio for paralytic polio is generally 2%–5% in

children and up to 15%–30% in adults (depending on age). It increases to 25%–75% with bulbar involvement.
(2) Poliovirus is highly infectious, with seroconversion rates in susceptible household contacts of children nearly 100% and more than 90% in susceptible household contacts of adults. Persons infected with poliovirus are most infectious from 7 to 10 days before and after the onset of symptoms, but poliovirus may be present in the stool from 3–6 weeks.

(3) Oral Polio Vaccine (OPV) is highly effective in producing immunity to poliovirus. A

single dose of OPV produces immunity to all three vaccine viruses in about 50% of recipients. Three doses produce immunity to all 3 poliovirus types in more than 95% of recipients. As with other live virus vaccines, immunity from oral poliovirus vaccine is probably lifelong.  The risk of Vaccine Associated Paralytic Polio (VAPP) is about one case per 6.2 million doses.  It is therefore recommended to erradicate the disease through thorough immunization and then terminate the program after 3 years without infection.
(B) WHA58/11 reports that in 1988, wild-type poliovirus was endemic in more than 125 countries and the Health Assembly, called on all Member States to accelerate eradication activities. On 15 January 2004, the Director-General, the spearheading partners of the Global Polio Eradication Initiative and health ministers of the six countries remaining endemic for poliomyelitis signed the Geneva Declaration for the Eradication of Poliomyelitis committing themselves to interrupting the final chains of poliovirus transmission through intensified immunization campaigns. In 2004 there were a total of 1,264 reported cases of polio.  The intensified eradication activities made good progress in Asia.  Health ministers from countries in Africa and Asia affected by poliomyelitis reconvened on 13 January 2005 and 4 February 2005, respectively, to assess progress in completing the activities set out in the Geneva Declaration and to identify the actions needed to interrupt poliovirus transmission in 2005. 
(1) An increase in the quality and quantity of poliomyelitis campaigns in Afghanistan, India and Pakistan reduced the geographical distribution of wild-type poliovirus in those countries, with altogether just 194 cases reported compared with 336 for the same period in 2003. 
(2) In Egypt, poliovirus transmission fell to its lowest level ever as the quality of poliomyelitis campaigns improved further. 
(3) In contrast, sub-Saharan Africa experienced epidemic poliomyelitis as a result of a suspension (from August 2003 to 31 July 2004) of immunization against the disease in the state of Kano, Nigeria, and low routine immunization coverage in some neighbouring countries. 
(4) Consequently, reported cases of poliomyelitis in Niger and Nigeria increased to 814 by 8 March 2005 compared with 395 at the same time in 2003, 

(5) 254 cases occurred in 12 previously poliomyelitis-free countries due to imported wild-type polioviruses. In five of these countries (Burkina Faso, Central African Republic, Chad, Côte d’Ivoire and the Sudan) endemic transmission of the imported polioviruses was re-established.
(C) The Ad Hoc Advisory Committee on Polio Eradication recommens synchronous cessation of use of the oral vaccine as early as three years after interruption of wild-type poliovirus transmission worldwide.  Safely stopping use of oral poliomyelitis vaccine will require: (i) confirmation of interruption of transmission of wild-type poliovirus globally, (ii) appropriate containment of all poliovirus strains (wild-type, vaccine-derived and Sabin) in laboratories and vaccine-production facilities, (iii) a WHO/UNICEF-managed stockpile of monovalent oral poliomyelitis vaccines with internationally agreed mechanisms for their use, (iv) continued poliovirus surveillance and notification capacity that meet international standards globally, (v) processes for synchronously stopping use of oral poliomyelitis vaccine globally, and (vi) decisions by all countries using oral poliomyelitis vaccine on their long-term poliomyelitis immunization policy for the period following cessation of use of oral vaccine.  

(D) Although records from antiquity mention crippling diseases compatible with poliomyelitis, it was Michael Underwood from England who, in 1789, first described a debility of the lower extremities in children that was recognizable as poliomyelitis. The

first outbreaks in Europe were reported in the early 19th century, and outbreaks were reported in the United States a few years later. For the next hundred years, epidemics of polio were reported from developed countries in the northern hemisphere each summer and fall. These epidemics became increasingly severe, and the average age of persons affected rose. The increased age of primary infection increased both the disease severity and number of deaths from polio. Polio reached a peak in the United States in 1952, with more than 21,000 paralytic cases. Polio incidence fell rapidly following introduction of effective vaccines. The last case of wild-virus polio acquired in the United States was in 1979. A polio eradication program conducted by the Pan American Health Organization led to elimination of polio through the Western Hemisphere in 1991.  In 2003 only 784 confirmed cases of polio were reported globally and polio was endemic in 6 countries.

(E) Owing to the international spread of wild-type poliovirus in central and western Africa, planned supplementary poliomyelitis immunization activities were markedly expanded for 2005 and extended through to the end of 2006. As of 18 March 2005, the funding gap for activities in the second half of the year was US$ 75 million and the gap for activities in 2006 was US$ 200 million. 
Art. 7 Plague

(A) The World Health Organization reports, Plague is a zoonotic disease circulating mainly among small animals and their fleas. The bacteria Yersinia pestis can also infect humans. It is transmitted between animals and humans by the bite of infected fleas, direct contact, inhalation and rarely, ingestion of infective materials. Plague can be a very severe disease in people, with a case-fatality ratio of 30%-60% if left untreated. Infected persons usually start with “flu-like” symptoms after an incubation period of 3-7 days. Patients typically experience the sudden onset of fever, chills, head and body-aches and weakness, vomiting and nausea. Clinical plague infection manifests itself in three forms depending on the route of infection: bubonic, septicaemic and pneumonic.

(1) Bubonic form is the most common form of plague resulting from the bite of an infective flea. Plague bacillus enters the skin from the site of the bite and travels through the lymphatic system to the nearest lymph node. The lymph node then becomes inflamed because the plague bacteria, Yersinia pestis or Y. pestis, will replicate here in high numbers. The swollen lymph node is called a "bubo" which is very painful and can become suppurated as an open sore in advanced stage of infection; 

(2) Septicaemic form of plague occurs when infection spreads directly through the bloodstream without evidence of a "bubo". More commonly advanced stages of bubonic plague will result in the presence of Y. pestis in the blood. Septicaemic plague may result from flea bites and from direct contact with infective materials through cracks in the skin. 

(3) Pneumonic form of plague is the most virulent and least common form of plague. Typically, pneumonic form is due to a secondary spread from advanced infection of an initial bubonic form. Primary pneumonic plague results from inhalation of aerosolized infective droplets and can be transmitted from human to human without involvement of fleas or animals. Untreated pneumonic plague has a very high case-fatality ratio. 

(B) Plague is endemic in many countries in Africa, in the former Soviet Union, the Americas and Asia. In 2003, 9 countries reported 2118 cases and 182 deaths. 98.7% of those cases and 98.9% of those deaths were reported from Africa. Today the distribution of plague coincides with the geographical distribution of its natural foci.
(C) Rapid diagnosis and treatment is essential to reduce complications and fatalities.  Effective treatment enables most plague patients to be cured if diagnosied in time.  These methods include the administration of antibiotics and supportive therapy.

(1) The objective of preventive measure is to inform people in infected areas where zoonotic plague is active and take pracautions against flea bites and handling carcasses.  People should avoid having direct contact with infected tissue or being exposed to patients with pneumonic plague.  

(2) Diagnosis and confirmation of plague requires laboratory testing.  Recovery and identification of Y pestis culture from a patient sample is optimum for confirmation.  

(3) Vaccinations are not recommended for anyone but laboratory personnel.  

(4) Outbreaks of the plague should be managed to identify animal and flea species that are implicated in the enzootic cycle of the region and develop a programme on environmental management to limit its portential spread by identifying zoonotic foci for the public to avoid. 

(D) The earliest known epidemic of the plague, also known as “Black Death”, was in Athens in 430 B.C. that succumbed an estimated 25% to 50% of the population.  The epidemic spread widely across Europe in 1334 and killed three quarters of the European population and Asia in less than 20 years. By 1349 it swept across Hungary, Italy, Spain, France, Germany and England. Followed by the sporadic outbreaks of bubonic plague throughout the three centuries plague returned to Holland in 1663, and to London in 1665.
Art. 8 Smallpox
(A) Smallpox is a serious, contagious, and sometimes fatal infectious disease. There is no specific treatment for smallpox disease, and the only prevention is vaccination. The name smallpox is derived from the Latin word for “spotted” and refers to the raised bumps that appear on the face and body of an infected person. 

(1) There are two clinical forms of smallpox. Variola major is the severe and most common form of smallpox, with a more extensive rash and higher fever. There are four types of variola major smallpox: ordinary (the most frequent type, accounting for 90% or more of cases); modified (mild and occurring in previously vaccinated persons); flat; and hemorrhagic (both rare and very severe). Historically, variola major has an overall fatality rate of about 30%; however, flat and hemorrhagic smallpox usually are fatal. Variola minor is a less common presentation of smallpox, and a much less severe disease, with death rates historically of 1% or less.

(2) Smallpox outbreaks have occurred from time to time for thousands of years, but the disease is now eradicated after a successful worldwide vaccination program. The last case of smallpox in the United States was in 1949. The last naturally occurring case in the world was in Somalia in 1977. After the disease was eliminated from the world, routine vaccination against smallpox among the general public was stopped because it was no longer necessary for prevention.

(B) The smallpox vaccine helps the body develop immunity to smallpox. The vaccine is made from a virus called vaccinia which is a “pox”-type virus related to smallpox. The smallpox vaccine contains the “live” vaccinia virus—not dead virus like many other vaccines. For that reason, the vaccination site must be cared for carefully to prevent the virus from spreading. The vaccine does not contain the smallpox virus and cannot give you smallpox. Smallpox vaccination provides high level immunity for 3 to 5 years and decreasing immunity thereafter. If a person is vaccinated again later, immunity lasts even longer. Historically, the vaccine has been effective in preventing smallpox infection in 95% of those vaccinated. Currently, the United States has a big enough stockpile of smallpox vaccine to vaccinate everyone in the United States in the event of a smallpox emergency. In the Global Smallpox Vaccination Reserve Report by the Secretariat for the World Health Assembly Provisional Agenda 13.6 A/56/9 of 7 April 2005 recommended that whereas the immunity from the elimination campaign had waned and danger from possible bioterrorist attacks compells first the stock of vaccine in Geneva be increased to 5 million and second the donor nations should increase reserves to 1979 levels and third at least two pharmaceutical factories able to manufacture at least 20 million doses would be discovered.
(1) In its final report of 1979, the Global Commission for the Certification of Smallpox Eradication discussed the need to maintain reserve stocks of vaccine and concluded that it would be prudent for WHO and national authorities to be prepared for unforeseen circumstances. At that time, the source of the risk of a reintroduction of smallpox was perceived to be laboratories or natural or animal reservoirs, and that likelihood was considered negligible. The Commission recommended that freeze-dried smallpox vaccine sufficient to vaccinate 200 million people should be maintained by WHO, together with stocks of bifurcated needles.
(2) In 1986, the WHO Committee on Orthopoxvirus Infections concluded that an unforeseen emergency was so unlikely that WHO no longer needed to maintain a large global reserve of smallpox vaccine. The global reserve was gradually reduced to its present level of around 2.5 million doses, held in Geneva and regularly tested for potency. Population immunity following mass vaccination during the eradication era has waned, leaving much of the world’s population vulnerable. 
Art. 9 Cancer

(A) Cancer is the uncontrolled growth and spread of cells that may affect almost any tissue in the body.  Lung, colorectal and stomach cancers are amongst the five most common forms of cancer amongst men and women in the world.   
(1) Cancer is one of the most common causes of morbidity and mortality today, with more than 10 million new cases and more than 7 million deaths each year worldwide, 12.5% of all death.  More than 20 million persons around the world live with a diagnosis of cancer, and more than half all cancer cases occur in the developing countries. Cancer is responsible for about 20% of all deaths in industrialized countries and 10% in developing countries. It is projected that by 2020 there will be every year 15 million new cancer cases and 10 million cancer deaths. Much of this increase in absolute numbers derives from the ageing of populations worldwide. Cancer Prevention and Control A/58/16. 
(2) CDC reports that Cancer is the second leading cause of death among Americans, is responsible for one of every four deaths in the United States. In 2005, more than 570,000 Americans—or more than 1,500 people a day—will die of cancer. Close to 1.4 million new cases will be diagnosed in 2005. This estimate does not include preinvasive cancer or the more than 1 million cases of nonmelanoma skin cancer expected to be diagnosed this year.
(B) It is estimated that around 43% of cancer deaths are due to tobacco use, unhealthy diets, alcohol consumption, inactive lifestyles and infection. Of these, tobacco use is the world’s most avoidable cause of cancer. In addition to lung cancer, tobacco consumption causes cancer of the oral cavity, pharynx, larynx, oesophagus, stomach, pancreas, liver, kidney, ureter, urinary bladder, uterine cervix and bone marrow (myeloid leukaemia). 
(a) Exposure to environmental tobacco smoke (passive smoking) increases lung cancer risk. 
(b) Tobacco use and alcohol consumption act synergistically to cause cancer of the oral cavity, pharynx, larynx and oesophagus. 
(2) Using alcohol temperently will reduce long term the incidence of cancer in sites such as stomach, liver, breast, uterine cervix, colon and rectum. 

(3) Infectious agents are responsible for almost 25% of cancer deaths in the developing world and 6% in industrialized countries. 

(C) Treatment aims to cure disease, prolong life, and improve the quality of life. The most effective and efficient treatment is linked to early detection programmes and follows evidence-based standards of care.  Most cancer patients require palliative care. Palliative care involves not only pain relief, but also spiritual and psychosocial support to patients and their families from diagnosis, throughout the course of the disease, to the end of life and bereavement. 
Art. 10 Genetic Disease
(A) Genetic diseases are usually grouped into singlegene disorders (haemoglobinopathies, cystic fibrosis and haemophilia) and chromosomal disorders (Down syndrome, among others). These conditions are described as genetic diseases because a defect in one or more genes or chromosomes leads to a pathological condition. Control of Genetic Disease EB116/3 
(1) Multifactorial disorders, on the other hand, where genetic and environmental factors interact, have not traditionally been considered to be genetic diseases. Multifactorial disorders are usually categorized as congenital malformations, such as neural tube defect, cleft lip and palate, or diseases with a genetic predisposition, such as some chronic, noncommunicable diseases. 
(2) Congenital malformations are often associated with genetic diseases because they both tend to present during pregnancy, at birth or in early childhood. 
(3) Clinical genetics services provide care for people with both categories of disease, and registries of birth defects collect information about genetic diseases and congenital malformations. 

(4) Some genetic diseases, such as haemophilia, are carried on the X-chromosome (these X-linked disorders occur mainly in men). Others can arise from the presence of an abnormal gene in any autosome: if the gene is dominant, it results always in what is called a dominant condition, whereas if it is recessive many of these diseases appear only when the gene is inherited from both parents (and are thus called recessive conditions).
(5) Genetic diseases can vary in severity, from being fatal before birth to requiring continuous management; their onset covers all life stages from infancy to old age. Those presenting at birth are particularly burdensome, however, as they may cause early death or life-long chronic morbidity.

(6) Globally, at least 7.6 million children are born annually with severe genetic or congenital malformations; 90% of these infants are born in mid- and low-income countries.
(7) All people are at risk of diseases due to genetic mutations. The higher prevalence of genetic diseases in particular communities may, however, be due to some social or cultural factors. Such factors include a tradition of consanguineous marriage, which results in a higher rate of autosomal recessive conditions including congenital malformations, stillbirths, or mental retardation. Furthermore, maternal age greater than 35 years is associated with higher frequencies of chromosomal abnormalities in the offspring.
(8) The control of genetic diseases should be based on an integrated and comprehensive strategy combining best possible treatment and prevention through community education, population screening, genetic counselling and the availability of early diagnosis.
(9) Some of the most common genetic diseases (thalassaemias, cystic fibrosis, haemophilia and phenylketonuria) can be managed with considerable success. Effective treatment is beneficial in terms of not only increased life expectancy but also improved quality of life.
(10) Other than its use in detecting a few chronic noncommunicable or infectious diseases (such as familial adenomatous polyposis and leishmaniasis), the main medical application of DNA technology is diagnosis of genetic disorders.
Art. 11 Cadiovascular Disease

(A) The Global Strategy on Diet, Physical Activity and Health 2003 reports that chronic diseases are now the major cause of death and disability worldwide. Noncommunicable conditions, including cardiovascular diseases (CVD), diabetes, obesity, cancer and respiratory diseases, now account for 59% of the 56.5 million deaths annually and 45.9% of the global burden of disease.  Half of the 17 million deaths resulting from chronic disease were from (CVD).  Relatively few risk factors – high cholesterol, high blood pressure, obesity, smoking and alcohol – cause the majority of the chronic disease burden.
(1) Heart attacks and strokes kill about 12 million people every year (7.2 million due to ischaemic heart disease and 5.5 million to cerebrovascular disease). In addition, 3.9 million people die annually from hypertensive and other heart conditions. 

(a) An estimated 177 million people are affected by diabetes, the majority by type 2 diabetes. Two-thirds live in the developing world. 

(b) More than one billion adults worldwide are overweight, and at least 300 million of these are clinically obese.

(c) Up to 80% of cases of coronary heart disease, 90% of type 2 diabetes cases, and one-third of cancers can be avoided by changing to a healthier diet, increasing physical activity and stopping smoking.
(B)The CDC reports that Heart disease and stroke—the principal components of cardiovascular disease—are the first and third leading causes of death in the United States, accounting for more than 40% of all deaths. 

(1) About 950,000 Americans die of cardiovascular disease each year, which amounts to one death every 33 seconds. 

(2) Although heart disease and stroke are often thought to affect men and older people primarily, it is also a major killer of women and people in the prime of life. 

(C) Risk of cardio vascular and other chronic diseases can be greatly reduced through not smoking, smoke free workplaces, temperant consumption of alcohol, healthy low fat diet and sufficient physical activity to elevate the heart rate for at least thirty minutes a day. 

Art. 12 Mental Illness

(A) The World Health Organization Report on Mental Health of November of 2001, estimates that mental illness and psychological disorders stemming from substance abuse affect a combined total of 450 million people, 7.3%, of the 6,137,000,000 global population.  WHO recommends that in the future, “governments take responsibility for providing treatment for mental disorders within primary care; ensuring that psychotropic drugs are available; replacing large custodial mental hospitals with community care facilities backed by general hospital psychiatric beds and home care support.”

(B) Congress finds that some 43,000,000 Americans have one or more physical or mental disabilities and 5.6% of American adults, roughly 10 million people are impaired by a serious mental illness each year, of which only half receive any type of treatment.  The effective recognition and treatment of mental illness is therefore an important part of societies health.  In the US from the 1850s to the 1950s the treatment of mental illness required institutionalization and the psychiatric hospital population soared to over 500,000 in 1950 when the government began to concern themselves with the life, liberty and pursuit of happiness of the mentally ill and reduced the inpatient population 558,239 in 1955 to 261,903 in 1998.                                                  

(C) Mental illness is the leading cause of disability.  The demand for treatment has never been higher, the rate of mental illness in the United States is estimated at 20.1% of the population causing 11% of Global Burden of Disease and if trends continue will cause 15% of all days missed from work.  Community care and community housing need to be readily accessible for people who need housing and psychiatric counseling must be provided for those who wish to undergo a psychiatric evaluation or are alleged mentally ill and do not have the means to support themselves.                                                           
(D) Although Neurological disorders account for only 1% of the world’s deaths mental illness accounts for 11% of the Global Burden of Disease and if trends continue will account for 15% by the year 2020.  In the USA 12% of all absences from work were due to mental disorders.  The total cost of mental illness in the U.S. was estimated at $153.5 billion, in 1990 it is however difficult to come up with a dollar figure for the damages caused by mental illness.  Incidences of mental illness are twice as common among the poor than the wealthy.  The total expenditure on the treatment of mental illness in 1988 was only $23 billion yet the majority of cases of mental illness remain untreated.  Accessibility to psychiatric medication, counseling and welfare are considered important for the economic recovery of individuals and our nation.                                                      

(E) Suicide is 3rd leading cause of death among 15 – 24 year olds. In 1997 30,535 people died from suicide in the U.S.  It was the 11th leading cause of death in 2000.  The highest suicide rates are found in white men over the age of 85.  More than 90% of people who kill themselves have a diagnosable mental disorder.  Four times as many men as women commit suicide although women attempt to commit suicide 2-3 times more often.  Major depressive disorder is the leading cause of suicide, heightened by substance abuse and conduct disorder.  Suicide is the leading cause of violent death, outnumbering homicide or war related deaths.          
Art. 13 Leading Causes of Death                                                                                                     

15 Leading Causes of Death World Wide 

	Rank
	0-4 years
	5-14 years
	15-44 years
	45-59 years
	60 years
	All ages



	1
	Perinatal conditions
2,155,000
	Acute lower

respiratory infections

213,429
	HIV/AIDS

1,629,726


	Ischaemic heart disease

887,146


	Ischaemic heart disease

6,239,562


	Ischaemic heart disease

7,375,408



	2
	Acute lower

respiratory infections

1,850,412


	Malaria

209,109


	Road traffic injuries

600,312


	Cerebrovascular disease

600,854


	Cerebrovascular disease

4,247,080


	Cerebrovascular disease

5,106,125



	3
	Diarrhoeal diseases

1,814,158
	Road traffic injuries

161,956


	Interpersonal violence

509,844


	Tuberculosis

407,737


	Chronic obstructive

pulmonary disease

1,974,652


	Acute lower respiratory

infections

3,452,178



	4
	Measles

887,671


	Drowning

157,573


	Self-inflicted injuries

508,621
	Trachea/bronchus

/lung cancers

305,982


	Acute lower

respiratory infections

1,184,698


	HIV/AIDS

2,285,229



	5
	Malaria

793,368


	Diarrhoeal diseases

133,883


	Tuberculosis

427,314


	Cirrhosis of the liver

264,117


	Trachea/bronchus/

lung cancers

889,873


	Chronic obstructive

pulmonary disease

2,249,252



	6
	Congenital

abnormalities

404,849
	War injuries

57,285


	War injuries

372,935


	HIV/AIDS

214,571


	Tuberculosis

570,513


	Diarrhoeal diseases

2,219,032



	7
	HIV/AIDS

349,885
	Nephritis/nephrosis

44,640


	Ischaemic heart disease

244,556


	Liver cancers

205,394


	Stomach cancers

561,527


	Perinatal conditions

2,155,000



	8
	Pertussis

345,771
	Congenital abnormalities

43,056


	Cerebrovascular disease

195,983


	Stomach cancers

205,212


	Diabetes mellitus

426,964


	Tuberculosis

1,498,061



	9
	Tetanus

302,668
	Inflammatory cardiac disease

40,802


	Cirrhosis of the liver

142,445


	Chronic obstructive

pulmonary disease

203,192
	Colon/rectum cancer

424,463
	Trachea/bronchus/

lung cancers

1,244,407



	10
	Protein−energy

malnutrition

214,717


	HIV/AIDS

39,042


	Drowning

141,922


	Self-inflicted injuries

178,478


	Cirrhosis of the liver

355,615


	Road traffic injuries

1,170,694

	11
	Drowning

125,301


	Fires

38,968
	Fires

122,666
	Road traffic injuries

172,312


	Nephritis/nephrosis

307,832


	Malaria

1,110,293



	12
	STDs excluding HIV

118,178


	Cerebrovascular disease

38,349


	Maternal haemorrhage

116,771


	Breast cancers

132,238


	Oesophaguscancers

296,550


	Self-inflicted injuries

947,697



	13
	War injuries

103,323
	Tuberculosis

38,093


	Acute lower respiratory

infections

115,100


	Oesophagus cancers

117,352


	Liver cancers

295,756


	Measles

887,671

	14
	Road traffic injuries

82,429


	Interpersonal violence

34,938
	Rheumatic heart disease

104,635


	Diabetes mellitus

104,855


	Inflammatory cardiac disease

268,545


	Stomach cancers

822,069

	15
	Meningitis

60,198
	Leukaemia

34,503


	Liver cancers

103,131
	Inflamatory cardiac disease

97,511


	Self-inflicted injuries

227,724


	Cirrhosis of the liver

774,563




Dr. Kung. World Health Organization. Table 1. Leading Causes of Death, Both Sexes, 1998. WHO/HSC/PVI/99.11
From the CIA World Fact Book it can be calculated that 56,597,030 people died around the world in 2004 

