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Editorial

While writing this editorial, I look outside the windows 
of the hospital and all I see is white. It has been snowing. 
Temperatures reach minus twenty at night: incredibly cold 
for a country like the Netherlands. When this edition of 
Global Medicine is published, my views  will be somewhat 
di�erent. After reading and editing so many articles about 
tropical diseases, global health and health care in resource 
poor countries, I will go and experience hospital life in 
another country myself. From a large academic centre to 
a small rural hospital in the south of Malawi, it's going to 
be quite a change, and it will be an experience where I will 

certainly �nd inspiration for another article for Global 
Medicine.
In this edition of Global Medicine you can read about the 
neglected disease dracunculiasis, an infection that can 
present with a worm emerging from your skin through a 
painful blister. We also publish an honest and open story 
about the taboo of homosexuality in India, an article about 
the threat of antibiotic resistance and the consequences for 
global health, and more.

Ragna Boerma, Editor-in-chief
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s VIBRIO CHOLERAE DISMANTLED
Recently, scientists have discovered Vibrio cholerae’s secret. It was poorly understood why our innate immune 
system is not capable of a quick disposal of this bacterium, that causes watery diarrhea leading to severe dehydra-
tion, but now research has shown that the crafty microorganism changes two amino acids on its outer surface. 
�is neutralizes its shield and avoids the attack of our immune cells. Such a discovery could create a foundation 
for the development of a new class of antibiotics, not only able to �ght cholera, but also other bacteria that use the 
same mechanism to evade our immune system. Additional bene�ts of a new class of antibiotics could be that the 
bacterium is not directly killed. �is will slow down the pace of mutating and therefore emergence of resistance. SJ

MYSTERIOUS DISEASE SPREADING 
In the 1990’s, physicians began observing a mysterious disorder 
characterized by head nodding among children in distinct areas 
in southern Sudan. Over the past decade, this ‘nodding syndrome’ 
has also spread rapidly in certain areas throughout southern 
Tanzania and northern Uganda. Currently, it a�ects thousands 
of children in these countries. After the onset of symptoms, 
patients’ health rapidly deteriorates. �ey may su�er from ton-
ic-clonic seizures, and later from stunned growth and mental 
retardation. Hundreds of patients have already died from mal-
nutrition, traumata or accidents, all related to uncontrolled sei-
zures. No child is known to have recovered. In the past decade, 
the World Health Organization and Centre for Disease Control 
and Prevention have sent several teams to endemic areas to in-
vestigate the disease. However, so far these teams have had little 
success in elucidating its pathogenesis. Evidence suggests a pos-
sible role for Onchocerca volvulus, the parasitic �larial worm re-
sponsible for onchocerciasis, or river blindness, which is highly 
endemic in the areas where nodding syndrome emerges. DK

of tested anti-malarials are of 
poor quality in Asia

35%~110 000
deaths due to cholera every year



DO IT YOURSELF HIV TEST 
Knowing your HIV status without ever having seen a doctor: in the 
United States, this will probably be reality in just a few months time. 
�e Food and Drug Administration (FDA) has approved an HIV home 
test that will tell users their HIV status within 20 minutes. �e so-called 
OraQuick In-Home HIV Test uses a mouth swab to analyze saliva of 
the patient. �e test has a sensitivity and speci�city of 92% and 99%, 
respectively. �e FDA stresses that the results are indeed not 100% reli-
able, and advises people with a positive home test to see a doctor to 
con�rm the results with a blood test. �e drawback of this home testing 
is the dangerous situation that arises when people have false negative re-
sults. By approving this test the FDA hopes to reach a group of patients 
that is reluctant to see a doctor and therefore would remain unaware of 
their HIV status. RB
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FAKE ANTI-MALARIAL DRUGS
Researchers have found that poor quality anti-malarial drugs 
threaten e�orts to �ght the disease. It was found  that over 35% 
of tested anti-malarial drugs in Africa and South East Asia ei-
ther failed chemical analysis, packaging tests or were purposely 
falsi�ed. �ey state that, although most ine�ective drugs are 
just past their expiration date, counterfeiting is also a serious 
problem. Previous studies showed that these fake drugs are 
usually manufactured in China. In many developing countries 
there is no regulatory oversight and counterfeited drugs can eas-
ily be imported. Poor quality anti-malarial drugs lead to inef-
fective treatment. Besides the threat this poses to the health of 
infected people, it also causes drug resistance. We must now 
ask ourselves whether malaria is the only target for counterfeit 
medication, or is it also a threat for other diseases, for instance 
the often drug resistant tuberculosis? LH

GMNews34 million
people a�ected by HIV



Podoconiosis
Daniël A. Korevaar

Introduction
Podoconiosis is a tropical disease characterized by an asym-
metrical swelling of the feet and lower limbs due to lymph-
oedema. �is swelling is called ‘elephantiasis’. Although 
most cases of elephantiasis in the tropics are caused by an 
infection with �larial worms, podoconiosis occurs in the 
absence of a parasitic infection and is therefore also referred 
to as ‘endemic non-�larial elephantiasis’. Podoconiosis 
(from the Greek word for foot: podos, and dust: konos) is 
unique in being an entirely preventable non-communicable 
tropical disease. 

Pathogenesis
In the 1980s, it was discovered that podoconiosis is caused 
by an abnormal in�ammatory reaction to long-term con-
tact with irritant soils, especially red clays derived from al-
kaline volcanic rock. �e disease is associated with living 

and walking barefoot in low-income tropical countries at 
altitudes over 1000m (3300ft) above sea level with an an-
nual rainfall of more than 1000mm, the climatic factors 
necessary for producing these irritant soils. Mineral par-
ticles from these soils penetrate through the skin of the foot 
and are phagocytised by macrophages in the lymphatic ves-
sels. Here, they induce an in�ammatory reaction leading to 
�brosis and blockage of the lymphatic vessel lumen, caus-
ing lymphoedema. Unfortunately, so far, research into the 
disease has been scarce and the pathogenic events leading 
to in�ammation remain partly unclear. Interestingly, only a 
minority of the people exposed to the irritant soils develops 
clinical symptoms.

Prevalence
Worldwide, an estimated four million people have 

A 33-year-old farmer presented to an Ethiopian clinic with an acute attack of fever and cold chills. In addition, he 
experienced extreme pain of his right foot. On examination, both his feet showed hard nodules, hyperkeratosis and oedema. 
�e clinical presentation of a bilateral “elephantiasis” of the lower legs prompted the diagnosis of podoconiosis. �e patient 
received compression bandaging, foot hygiene instructions and protective footwear.

Ethiopia
82 825 000

inhabitants
♂ 53yrs ♀ 56yrs 

life expectancy
4.3 % 

of GDP for health
0.22 

doctors/10 000 people

/$
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podoconiosis. In endemic areas, it is estimated that 5-10% 
of the population  are a�ected. In these areas, the disease 
can be even more prevalent than HIV/AIDS, tuberculosis 
or malaria. It is found in highland areas of tropical Africa, 
Central and South America and North-West India. High 
prevalence has been documented in Ethiopia, Tanzania, 
Kenya, Uganda, Rwanda, Burundi, Sudan, Cameroon, and 
Equatorial Guinea. In these countries, podoconiosis is a 
considerable public health problem. �e total number of 
cases seems to be highest in Ethiopia. Here, eleven million 
people, or about  18% of the population, live in areas at risk 
for the disease and estimates suggest that between 500 000 
and one million people are a�ected. In the past, podoco-
niosis has also been observed in North Africa and European 
countries such as France, Ireland and Scotland. However, 
the disease disappeared in these areas when people started 
wearing shoes.  

Clinical features and diagnosis
Early symptoms of podoconiosis include itching of the skin 
of the forefoot and recurrent episodes of burning and oede-
ma of the foot or lower leg. As lymphatic vessel obstruction 

progresses, established lymphoedema sets in and elephan-
tiasis occurs. As the disease progresses over the years, the 
diameter of the leg increases and can develop into severe 
elephantiasis. Podoconiosis has a curable pre-elephantiasic 
phase, but once elephantiasis is established, podoconiosis 
persists. �e disease must clinically be distinguished from 
�larial and leprotic lymphoedema. In contrast to lymphatic 
�lariasis, podoconiosis is ascending, starting in the foot and 
progressing to the knee but rarely involving the upper leg or 
the groin. Furthermore, it is commonly bilateral yet asym-
metric and occurs at altitudes higher than 1000m, which 
exceeds that at which �larial transmission occurs. In addi-
tion, blood tests such as the �lariasis in vitro immunodiag-
nostic essay for the detection of Wucheria bancrofti antigen 
can be used to distinguish both diseases. In contrast to lep-
rotic lymphoedema, sensation in the toes and foot occurs, 
tropic ulcers are absent and there is no hand involvement. 

A personal experience
Janneke van der Zee, skin and oedema specialist (Dutch Expert Center for Lymphovascular Medicine, Nij Smellinghe Hospital, Drachten, the 

Netherlands), went to Ethiopia to investigate the treatment of podoconiosis. She experienced the great impact the disease has on patients:

Social stigmatization of people with podoconiosis is widespread. Due to a lack of knowledge about the disease among the Ethiopian people 

and local health workers, many patients become isolated. It is not uncommon that patients leave the village they grew up in and go live in a 

monastery.

From a Western point of view, the preventive measures, wearing shoes, applying good foot hygiene and, if necessary, treatment with compression 

therapy, seem simple. However, since most patients live in poor areas in the countryside, these luxuries are often not available. In addition, 

treatment centers or hospitals are too far for daily walks. Therefore, self-management techniques are crucial.  

Podoconiosis is unique in being an entirely 
preventable non-communicable tropical 
disease
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Implications
Podoconiosis has considerable social, psychological and 
economic implications for a�ected people. Social stigmati-
zation is widespread and patients are banned from schools, 
local meetings and churches, and not allowed to marry into 
una�ected families. Furthermore, economic development is 
threatened since the sti�ness of the skin and the increased 
diameter of the legs result in severe disability. Research in 
Wolaita zone, an endemic area with 1.5 million inhabitants 
in southern Ethiopia, estimated that podoconiosis causes 
a loss of productivity, equivalent to 45% of working days 
per patient annually. For example, chronic lymphatic �la-
riasis in India causes half of this. �e economic losses due 
to podoconiosis in this single zone in Ethiopia exceed US$ 
16 million per year, signi�cantly contributing to the already 
existing poverty. �e annual economic losses for Ethiopia 
are estimated to exceed US$ 200 million in lost productiv-
ity and medical costs.

Prevention and management
In theory, podoconiosis can be completely prevented by 
simple and lowcost measures. Primary prevention consists 
of education on aetiology and how to avoid prolonged ex-
posure to irritant soils, most importantly by using appro-
priate and protective footwear, covering �oor surfaces and 
applying skincare. Early stages of podoconiosis are revers-
ible and secondary prevention consists, again, of encourag-
ing shoe wearing and daily foot-washing with soap, water 
and, if possible, antiseptics in order to prevent bacterial in-
fection. Furthermore, compression therapy by bandaging 
and stockings is essential to prevent further swelling. �ese 
measures are able to completely avert progression.Tertiary 
prevention is an extension of the secondary preventive 
measures and also includes elevation of the limb above the 
hip height, leading to reduction in limb size by improving 
venous and lymphatic return. Since many patients live far 
from a treatment centre, education on how to apply these 
measures is a fundamental part of the treatment. In selected 
cases, prominent nodules can be removed surgically. Most 
of these treatments seem simple but in the majority of the 
endemic areas, shoes, soap, bandages and antibiotics are of-
ten unavailable. 
Podoconiosis has been present in Ethiopia for centuries but 
has so far received little attention from health care policy 
makers, either because it is not an immediate threat to life, 
or because of a lack of information on the socioeconomic 
impact of the problem. However, in the past few years, 
several projects �ghting podoconiosis have been started by 
non-governmental organizations. For example, in 1997 the 
‘Mossy Foot Project’ was established in Ethiopia which aims 
to raise awareness of the disease in the western world and 
works towards its elimination in a�ected countries, mainly 
by providing shoes and socks. �e launch of ‘Footwork’, the 

Global Medicine presents 
Neglected Diseases 
About one billion people in the world are a�ected 

by one or more neglected tropical diseases 

(NTDs). Neglected, because these diseases 

persist exclusively in the poorest and the most 

marginalized communities, and have been largely 

eliminated and thus forgotten in wealthier places. 

www.who.int/neglected_diseases

This is the eighth article in a series on neglected 

diseases.  For more information check 

www.globalmedicine.nl



International Podoconiosis Initiative, in March 2012 marks 
the next step in the increasing advocacy and awareness of 
podoconiosis. �is organization aims to bring private and 
public partners together to prevent and treat podoconiosis.

Conclusion
In endemic areas, podoconiosis is a considerable public 
health problem with severe social, psychological and eco-
nomic implications. Despite being widespread and despite 
the lifelong disability it causes, research into the disease has 
been scarce and the pathogenesis is partly unclear. Low-cost 
preventive measures are a simple but e�ective solution and 
therefore must be promoted by health care policy makers. 
Perhaps the largest challenge for the future will be to �ght 

misconceptions and social stigmatization in endemic areas.

About the author
Daniel A. Korevaar is a �nal year medical student at the 
Academic Medical Centre (Amsterdam, �e Netherlands). 
Correspondence: d.a.korevaar@amc.uva.nl

Further reading
  Korevaar DA, Visser BJ. Podoconiosis, a neglected tropical disease. 

�e Netherlands Journal of Medicine 2012;70(5): 210-4

Patients are banned from schools, local meetings and churches, and not allowed to 
marry into una�ected families
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Addressing the causes of the causes
Social determinants of health inequalities
Renzo Guinto

Response from WHO 
In 2008, the World Health Organization (WHO) released 
a report that attempted to explain the reasons of health in-
equality. �is report, ‘Closing the Gap in a Generation,’ 
concluded that the ‘causes of the causes’ of health inequi-
ty reside in the ‘toxic combination of poor social policies 
and programmes, unfair economic arrangements and bad 
politics,’–which are often called the ‘social determinants of 
health.’ �ese refer to the ‘the conditions in which people 
are born, grow, live, work and age, including the underlying 
health system’ and range from downstream factors such as 
sources of healthy food, safe transport, and early childhood 
education, to upstream factors such as agricultural poli-
cies, trade agreements, and development aid. �e report 
presented three overarching recommendations: (i) improve 

daily living conditions; (ii) tackle the inequitable distribu-
tion of power, money and resources; and (iii) measure and 
understand the problem of inequity and assess the impact 
of action.

Virchow, McKeown, and Alma Ata 
�is is not the �rst time that social conditions have been 
identi�ed as the key drivers in improving health and re-
ducing health disparities. In the nineteenth century, the 
German pathologist Rudolf Virchow, who is considered 
the ‘Father of Social Medicine’, described the social, cul-
tural, and economic factors involved in the aetiology of a 
typhus epidemic in Upper Silesia (now part of Poland). He 
is popularly known to have once asked: Do we not always 

In many parts of the world people are nowadays healthier than ever. �e improvements in public health of the 20th 
century, like immunization, sanitation, and food safety, have added thirty years to the world’s mean life expectancy. Sadly, 
there are still glaring inequalities in basic health indicators. If we disaggregate the global average, life expectancy ranges 
from 82 years in Japan to 34 in Sierra Leone – an almost 50-year gap with no biological or genetic explanation. Health 
inequalities also persist within countries. For example, even in a rich city such as Glasgow, Scotland, there is a 30-year 
gap in life expectancy between the richest and poorest people.

Brazil
193 734 000

inhabitants
♂ 70yrs ♀ 77yrs 

life expectancy
9.0 % 

of GDP for health
17.6 

doctors/10 000 people

/$



�nd the diseases of the populace traceable to defects in society?’ 
In 1976, �omas McKeown, a British professor of social 
medicine, published an in�uential book entitled ‘�e Role 
of Medicine – Dream, Mirage or Nemesis?’. In this book, 
he argued that the enormous improvements in human 
health in the developed world between the mid-nineteenth 
and mid-twentieth century are more attributable to chang-
es in socioeconomic conditions than to medical and even 
public health advancements. He even attempted to quanti-
fy the contribution of medical care to the increased average 
life expectancy in the past century: only one to two years 
out of 23 years increase. Research has shown that despite 
the remarkable strides in life expectancy and population 
health at large, the gains are not evenly distributed, 
and gross inequalities in health have further 
widened. �is has triggered an upsurge of 
community-based actions in develop-
ing countries such as China, India, 
Mexico, and the Philippines. 
Such e�orts stressed on health 
promotion and disease preven-
tion and enabled engagement 
of communities in underly-
ing political-economic issues. 
In 1978, 134 countries agreed 
that inequities in health are ‘po-
litically, economically and socially unacceptable’ and signed 
the Alma Ata Declaration, which set the year 2000 as the 
deadline for the achievement of ‘health for all.’ �e Dec-
laration appealed to governments to consider ‘economic 
conditions and socio-cultural and political characteristics 
of the country and its communities’ and recognized the 
need for multidisciplinary action for health, engaging other 
sectors outside the health system such as agriculture, food, 
education, public works, and housing. What the architects 

of Alma Ata did not foresee is that the next two decades 
would bear witness to an increasingly complex dynamic 
within and outside the health sector – from the spread of 
vertical disease programmes to the passing of trade agree-
ments in the name of economic globalization. �is was one 
of the reasons the Alma Ata vision was not reached in 2000.

Global commitment 
Eleven years after the Alma Ata deadline WHO member 
states signed the Rio Political Declaration on Social Deter-
minants of Health, which rea�rmed the Alma Ata prin-
ciples and acknowledged the WHO ‘Closing the Gap’ re-

port’s recommendations. �e �nal Declaration was 
received with mixed reactions. �e Peo-

ple’s Health Movement (PHM), 
an international network of 

health organizations calling 
for the renewal of Alma 

Ata, criticized the doc-
ument for its avoid-
ance of crucial issues 
such as the role of 
global trade and 
the �nancial crisis, 
climate change, and 

ultimately the ineq-
uitable distribution of power and wealth across the globe. 
PHM even came up with its own ‘Alternative Declaration’ 
which contained recommendations such as restructuring 
global trade regulation, establishment of publicly-�nanced 
health systems, and reconceptualization of development 
aid as an obligation and not as charity. �ere is a lack of 
coherence implementing social determinants in global 
health care policy making. �e subject failed for example 
to penetrate the United Nations High-Level Meeting on 
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Non-Communicable Diseases and did not appear in the 
outcome document of the recently-concluded United Na-
tions Conference on Sustainable Development, popularly 
known as Rio+20. 

Country-level approaches  
While global factions struggle to reach a consensus on how 
to address the global determinants of health, some coun-
tries have already commenced work at a local level. Bra-
zil, for example, has been implementing Bolsa Familia, a 
conditional cash transfer (CCT) program, since 2003. 
�rough CCT, poor families receive cash grants to meet 
their immediate basic needs while being required to meet 
certain conditions, such as going for regular prenatal check-
ups, child growth monitoring, and improving attendance 
of children in primary schools. Assessments have shown 
that the CCT programme has lifted millions out of extreme 
poverty, and has signi�cantly reduced childhood malnutri-
tion and school absenteeism. �e Philippines are aiming 
to replicate the successes of Bolsa Familia through its own 
CCT program. In addition, the state of South Australia 
pioneered a ‘Health in All Policies’ approach in its attempt 
to mobilize all government agencies to address social de-
terminants. �rough this model, all government programs 
and policies, whether coming from the ministry of agricul-
ture or foreign a�airs, are assessed through a ‘health lens’ on 
their impact on health outcomes and their contribution to 
reducing health inequities. 

�e way forward 
Over the last �ve years, a worldwide momentum has grown 
to adopt a social determinants approach in order to reduce 

health inequalities. �e next major step is to go beyond 
identifying the general determinants and proceed to nam-
ing those who are responsible for them. According to Vi-
cente Navarro, professor of the Bloomberg School of Public 
Health: it is not inequalities that kill, but those who bene�t 
from the inequalities that kill. Such a courageous endeav-
our will require coalitions with other sectors beyond health. 
Other professionals such as lawyers, political scientists, 
economists and businesspeople need to be educated about 
health determinants. Multidisciplinary approaches must be 
e�ectuated at all levels – from creation of evidence to pol-
icy making to community action. In a previous edition of 
Global Medicine, Mike Rowson of the University College 
London said that the key global health challenges are com-
plex social problems, not biomedical ones. �e readers of this 
magazine – the new generation of doctors who will practice 
and lead the world of global health – therefore have an ob-
ligation to expand knowledge and experience beyond the 
con�nes of the clinic in order to become active agents in the 
global struggle for health equity. 

About the Author 
Renzo Guinto is a medical student and the current coordi-
nator for the Asia-Paci�c of the International Federation of 
Medical Students’ Associations (IFMSA).

Further reading
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tion on the social determinants of health. URL: http://www.who.int/

social_determinants/thecommission/�nalreport/en/index.html

Bolsa Familia has lifted millions out of extreme poverty 



Column
The Pig Project 
Ragna Boerma 

Nine pink little piglets crawl around in the backside of the truck. The 
children, now running around the car, have been carrying them one 
by one from their shelter, holding them by the ears. The wooden 
shelter in the backyard is almost empty now, only the big mother 
pig stays behind, pushing her nose through the small opening in the 
shelter as if she is saying goodbye. 
I am doing my �nal medical internship in a small hospital here in the 
south of Malawi. While during the weekdays I am trying to treat chil-
dren with malaria or pneumonia, this weekend I am taking care of a 
bunch of little piglets. 
Even before I arrived here in Mulanje, I was told about the so called 
‘Mulanje pig project’. The idea is simple: we donate piglets to HIV 
positive people in the villages surrounding our hospital. They build 
a shelter for them, give them food and make them grow and repro-
duce. The village people can then sell the young piglets to get some 
extra income and pay for a hospital admission, medication, or the 
school fee of their children.

With a private donation from the Netherlands, we have been able 
to buy nine new piglets for the villages. That is to say, our Malawian 
friend M has bought the piglets on the local market, because as she 
stated,“if you azungu (white people, ed.) come with me, they will at 
least double the price for a single pig.”
Now that all piglets are in the truck, we -me, M and my Dutch friend-, 
jump in as well. O� we go, on our way to the �rst village. We leave the 
�at, tarmac road soon, and turn right into a bush of tropical plants 
and grass where our �rst village is supposed to lie behind. As we are 
getting closer, I start hearing voices, singing. It gets louder and loud-
er and when we arrive on an open spot in the �eld, I see a group of 

Ragna Boerma is a medical doctor gradu-
ated from the University of Amsterdam 
– Academic Medical Centre. Currently, 
she is working as a medical researcher at 
the Global Health Child Group (GCHG). 
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about �fty women and children, singing, dancing, and shouting. The 
women are wearing colourful chitenjes (traditional Malawian cloth-
ing, ed.)and clap their hands, the children are running to and around 
our truck and try to get in. When I, somewhat reluctantly and over-
whelmed by this enthusiastic welcome, get out of the car, a woman 
puts a chitenje around my waist, grabs my hands and starts dancing. I 
have no choice. The women, who have probably been raised dancing 
and singing, laugh at my e�orts to dance to their Malawian rhythm. I 
laugh with them. As I said, I have no choice.
The village is really nothing more than a collection of little huts, made 
of wood, reed, or mud. I was about to ask our driver if they have any-
thing like running water or electricity here, but I already know the 
answer.
The women take us, still dancing, clapping, and singing to the middle 
of the village. There, three plastic chairs, Ikea style, have been put in a 
row and the women tell us to have a seat. In front of the chairs a little 
vase with pink �owers stands in the mud. When we have taken our 
seat, the women and children sit down in front of us, on the ground. 
It gives me an uncomfortable, neo-colonial feeling, sitting here on 
my ‘Ikea throne’, while these women, older than me and some of 
them sick, sit on the ground. I say this to M, but he just tells me, “don’t 
worry”, like he always does.

HIV in Malawi 

Malawi is a country in Africa that has been most 

severely a�ected by the HIV epidemic.

The prevalence of HIV among adults in Malawi is 

around 12%. In comparison to the Netherlands, 

this rate is about 0.2%. In urban areas, such as 

Blantyre in the south of Malawi, prevalence 

rates are estimated to be a staggering 25 to 

40%. About 50,000 people die of AIDS in Malawi 

each year. 

Prevention programmes that carryout HIV 

testing and counselling centers have been 

introduced. There is also a wider availability of 

antiretroviral therapy (ART). Although these 

interventions have led to  a decrease in HIV 

incidence and HIV related deaths, AIDS is still 

the leading cause of death  among adults in 

Malawi.

Since 2004, the availability and the use of ART 

have risen in Malawi, and in 2010 approximately 

251,000 people were using antiretrovirals. In 

2004, only 5% of the people who clinically 

needed ARTs had access to these drugs. In 2007 

this number had risen to 35%. Nevertheless, 

this means that still not even half of the HIV-

infected patients get the drugs they need to 

suppress their disease. 

Interestingly, the prevalence of HIV among 

women is signi�cantly higher than in men. In 

young women (15-24 years of age), the number 

is almost four times as high, with prevalence 



The chief of the village starts talking. I listen, but don’t understand 
a word of it. “You have to say something!” Our friend pokes me and I 
stand up. “Zikomo kwambiri,” I say, as one of the very few lines I can 
say in the language of Malawi, Chichewa. Thank you very much. The 
women start laughing and clapping. 
Then we suddenly stand up. Three boys run to our truck, climb in, 
take one piglet each and run to the shelter this village has been 
building for the pigs. It’s a big wooden shelter, about three meters 
long and two meters deep, with plastic paper on the roof. The boys 
open the door, let the new piglets in and the women start cheering 
and applauding again. They guide us back to our car with yet another 
song. We get in, wave goodbye to the women and our driver starts 
the car. The children run after our truck for several minutes, then, one 
by one they give up and stand still. I keep watching them until they 
are out of sight. 
Who knows, maybe the kids of the pigs we have just brought to their 
village will enable these kids to go to school next year. Maybe. It’s not 
much we have done. But it’s something. 

in males and females being 2.4% and 8.4% 

respectively. This di�erence in prevalence rates 

could be explained by the fact that young 

women usually have sex with older men, who 

have already been exposed to HIV earlier in 

their lives and transmit the disease to these 

young women. Furthermore, the chances of 

getting infected by HIV during sex are higher 

for women than for men, possibly due to 

vaginal lacerations. 

The Mulanje pig project was started with the 

idea to give HIV positive women around the 

Mulanje Mission Hospital hope and a way to 

improve their living standards. One of the 

main reasons why this animal was selected for 

donation, is that pigs reproduce rather easily 

and quickly. The HIV infected women can sell 

one or two piglets when they are in need of 

extra money. The extra income they earn can 

be used to �nance hospital admission bills or to 

purchase new medication.

The project has been growing  over the past 

few years and, as the success of the �rst pigs 

and piglets became clear, more villages are 

looking forward to participating. 

For more information about the Mulanje Pig 

Project, you can visit the Facebookpage. 

Reference: World Health Organization (WHO) – 

HIV/AIDS http://www.who.int/hiv/en/
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Taps and toilets 
Water, sanitation and health: where do we stand and what comes next? 

Arie Glas

Adequate sanitation and the provision of safe and clean water, are fundamental to physical health and social and economic 
development. Worldwide, an estimated 2.6 billion people lack proper sanitation. �is causes 10% of the global disease burden, 
mainly due to diarrheal diseases. In 2007, 15.7% of readers of the British Medical Journal chose the ‘sanitary revolution’, led 
by Edwin Chadwick in the 19th century, as the most important medical advance since 1840. His introduction of sewerage in 
London dramatically decreased the incidence of cholera and, consequently, reduced child mortality by 20%. How is this ap-
parent concern translated into practice? What is the role of healthcare professionals in water and sanitation (‘WatSan’) issues? 
Is the Millenium Development Goal (MDG) dealing with water and sanitation reached? �is paper tries to give an overview 
of health problems caused by WatSan issues, the stakeholders involved and the current situation regarding taps and toilets.

Impact on health 
Worldwide 2.4 million deaths could be prevented annu-
ally if everyone would have access to sanitation and clean 
water. Most of these deaths are children under �ve years 
in sub-Saharan Africa and South-East Asia succumbing of 
diarrhoeal disease and associated malnutrition. �is is more 
than the total number of children killed by HIV/AIDS, tu-
berculosis and malaria combined. Looking at the hygiene, 
sanitation and water (HSW)-associated disease burden, di-
arrhoea and malnutrition cause 89% of disability adjusted 
life years (DALY). 

�e �eld of water and sanitation 
Water and sanitation have di�erent characteristics and have 
to be dealt with di�erently. �e former is the provision of 
clean drinking water and the latter, the provision of ade-
quate sanitation facilities. Water is a more popular subject 
and receives 90% of WatSan funding, leaving only 10% 
for sanitation. �e objective underlying any water supply 

system is to provide an easy access to safe water in a suf-
�cient quantity. Sanitation ensures hygienic separation of 
human excreta from human contact. Construction of Wat-
San facilities is mainly carried out by environmental en-
gineers. A WatSan project typically starts with a baseline 
survey among local communities to determine the current 
infrastructure and needs. Projects are completed with the 
installation of hardware like pumps and latrines and com-
munity organization and education. Although useful in a 
certain way, rapid data collection and project implemen-
tation can by no means replace a longstanding, trusting 
relationship with the community of concern. Sustainable 
alteration of hygiene behaviour and creation of healthy en-
vironments needs more than a few weeks of cooperation. 

2.4 million deaths could be 
prevented annually
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Progress towards the MDG 
Where does the world stand with Millennium Develop-
ment Goal (MDG) target 7c - to halve the number of peo-
ple without sustainable access to safe drinking water and 
basic sanitation? To quantify progress towards the MDG, 
the ‘drinking water scale’ has been developed. Provision of 
drinking water is divided into three categories: improved, 
other improved and unimproved drinking water sources. 
Improved provision means there is a piped drinking water 
connection in one’s private house or plot. Other improved 
sources are those where people have access to piped water, 
but not in their own premise, for example, public taps and 
protected wells. People obtaining their water from unim-
proved sources collect it from rivers, unprotected wells or 
bottles. A country is supposed to provide at least other im-
proved sources to comply with the MDG standard. MDG 
7c has already been achieved in 2010, among the �rst of the 
development goals set for 2015. Some countries such as Si-
erra Leone will not meet the goal due to lack of funding and 
political will. Sub-Saharan Africa  and Oceania stay behind 
other poor regions such as South Asia in absolute numbers, 
but the number of people served there grew faster over the 
last �fteen years compared to many other regions. 
Sanitation is categorized using the ‘Sanitation Ladder’, 
distinguishing improved, shared, unimproved or open 

defecation. Improved sanitation refers to �ush-toilets or 
latrines with proper separation of waste from human con-
tact. Shared facilities are those which are shared by two or 
more households. Unimproved sanitation does not ensure 
hygienic separation of people and waste, such as open pits 
or shallow burial, and does not classify for the MDG. Open 
defecation means there is no facility at all. Compared to 
water, the global picture is much bleaker for sanitation. 
Currently, 2.5 billion people have no access to improved 
sanitation and 1.1 billion have no facility at all, consist-
ing of 41% of all inhabitants of Southern Asia and 25% of 
those living in sub-Saharan Africa. Here lack of sanitation 
facilities forces people to defecate in the open, in rivers or 
near areas where children play or food is prepared. 

Economics of sanitation 
Investment in improved WatSan facilities has signi�cant 
impact on health, but also on economics, particularly in de-
veloping countries. �e Economics of Sanitation Initiative 
estimated the economic losses due to poor sanitation for 18 
African countries to be $ 5.5 billion annually. Remarkably, 
Nigeria’s losses due to poor sanitation are $ 3 billion alone, 
which is equivalent to 1.3 % of their gross domestic prod-
uct. Of all major disease control interventions, hygiene pro-
motion is the most cost-e�ective, at $ 5 per DALY averted, 

Unimproved water sources

Unprotected dug well, unprotected spring, cart 

with small tank/drum, tanker truck, and surface 

water (river, dam, lake,  pond, stream, canal, 

irrigation channels),  bottled water. 

Other improved water sources

Public taps or standpipes, tube wells, or boreholes, 

protected dug wells, protected springs and 

rainwater collection. 

Piped into dwelling, plot or yard

Piped household water connection located inside 

the user’s dwelling, plot or yard.





Piped into dwelling, plot or yard

with sanitation promotion also in the top ten at just over 
$ 10 per DALY. 

Healthcare and WatSan 
How can health care workers respond to the WatSan crisis? 
First of all, doctor-patient relationship o�ers unique oppor-
tunities to discuss sensitive issues such as defecation and 
personal hygiene. And since many medical students spend 
time in the tropics during their studies, WatSan and hy-
giene issues should be integrated in school curricula. All 
health workers visiting areas with poor hygiene should aim 
to understand the hygiene behaviour of the community and 
identify reasons why hygiene might be insu�cient. In every 
consultation, especially those concerning infections, drink-
ing water and excreta disposal issues should be addressed. 
Secondly, health care workers should work together to put 
water and sanitation higher on the international agenda, 
since the problem is intersectoral, and cooperation with 
communities, politicians, engineers and donors is neces-
sary. �e weak presence of the health sector in advocating 
for enhanced access to water and better sanitation is beyond 
understanding. �e health sector could, and should, be a 
powerful voice in lobbying governments, and demanding 
that donors give more funding to water and sanitation. In-
spiration may come from Hippocrates’ oath, where doctors 
promise to do their best promoting health, and from the 
recognition of water and sanitation as a basic human right 
by the United Nations in 2010. 

Conclusion 
Improved water and sanitation has the potential to avert 
many unnecessary deaths, particularly among children in 
sub-Saharan Africa. Multidisciplinary approaches are need-
ed to combine technical interventions, and community and 

patient education. Health workers ought to be in the front-
line working towards a world without preventable disease 
and death caused by dirty water and lack of toilets, thereby 
alleviating su�ering, recognizing human rights and produc-
ing economic bene�ts. 

Further reading  
Bartram J et al. Hygiene, sanitation, and water: forgotten 
foundations of health. PLoS Med. 2010.
George R. �e big necessity: the unmentionable world of 
human waste and why it matters. 1st ed. 2008.
wssinfo.org

About the author
Arie Glas has a bachelor in land and water management and 
is a �fth-year medical student.
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Transnational commercial surrogacies 
Exploitation or empowerment?
Jolanda Naafs 

�ese conducted notes of sociologist and researcher Amrita 
Pande, who followed 42 Indian surrogates for two years, 
give an insight into the lives women standing and the base 
of India’s thriving surrogacy industry. �ey undergo an IVF 
treatment, bear a baby for nine months, give birth to o�-
spring genetically identical to infertile strangers, and walk 
out alone, with a remuneration �ve times their family year 
income. 

�e surrogates
During her entire pregnancy, a surrogate stays in a clin-
ic to receive prenatal care. For the documentary ‘Google 
Baby’, gynaecologist dr. Patel allowed cameras inside her 
clinic. Outside the clinic, the surrogates meet a lot of stig-
matization; I didn’t tell my parents, Sapna says, they’ll think 
their daughter has been sleeping with an American. Surrogate 
Dahska adds: Everyone thinks that is a bad thing and we are 
even worse; we sell our body and then our baby. �ey don’t 
understand that we are not doing this for fun. 

Moreover, Commercial surrogacy could be seen as a re�ec-
tion of autonomy. One might argue that women should 
decide for themselves whether they want to carry a baby in 
order to make money. Undeniably, these women desper-
ately need the money to survive as most surrogates live of a 
family income below the poverty line. �e overall amount 
of money an Indian woman receives for being a surrogate 
mother, is about $ 7000, �ve times their family year income 
but only a fraction of the sum paid by the intended parents. 
�e clinic and the broker keep the rest. 
Brokers, mostly former surrogates, are the people who 
search for new women to become surrogates. I know which 
ones are in desperate need of money, says broker Nirmala.  Ide-
ally, a surrogacy would start with a woman coming to the 
clinic herself, after having thought the process through. In-
stead, poor women are actively being sought and persuaded 
to participate. Although the risks of pregnancy and surgery 
are explained to them, the need for money often determines 
their choice. �is monetary compensation generates the 

A long room is lined with nine iron cots with barely enough space to walk between. Each bed has a pregnant 
woman resting on it. I walk up to the last cot where Yashoda, a twenty-eight-year-old widow, is resting after a 
surgery. She has been hired as a surrogate by a single man from Spain and is pregnant with triplets. On the client’s 
insistence, one of the foetuses has been surgically removed. She starts telling me her story - about her husband’s 
death, her mentally challenged daughter, and her in-laws abandoning “the widow who dared to become pregnant 
for some foreigner.” By the end of the conversation all nine women are sitting around the bed, talking and listening. 
All agree that Yashoda need not feel guilty; she has done nothing immoral. Surrogate Munni adds: Go and tell your 
in-laws: At least I am not sleeping with anyone.



intrinsic motivation, notwithstanding the potential detri-
mental e�ects, stigmatization and shame.  
In an interview surrogate Salma stated: �is is not work, this 
is a compulsion. When we heard of surrogacy, we didn’t have 
any clothes to wear […] What were we to do? 
Being a surrogate also has its advantages, like being able 
to a�ord education for their own children. ‘Google Baby’ 
pictures dr. Patel defending her surrogate, making sure a 
house will be put in her name. She thinks surrogacy ben-
e�ts everyone involved: A surrogate is doing something that 
she believes is good and makes her proud—bearing a child for 
a couple desperate to start a family, while at the same time 
providing for her own family…It is easy for people who have 
never experienced infertility or poverty to say it is exploitation.
 
�e clinics and their clients
Nowadays, infertile couples have the option travel abroad 
to countries where commercial surrogacy is in practice, 
to ful�l their wish to have their own genetic child by the 
means of gestational surrogacy. �is agreement, where the 
substitute mother is to carry a foetus not genetically re-
lated to herself, is sometimes called ‘a womb to rent’. �e 

surrogacy laws, if available in the �rst place, di�er strongly 
between countries. �e Netherlands as well as the United 
Kingdom have regulations on surrogacy that only allow al-
truistic surrogacy, otherwise said, �nancial compensation is 
strongly forbidden. Some postulate that this kind of regula-
tion deprives couples of the opportunity to become parents 
and have a family, causing them to look abroad in countries 
like Russia, Ukraine and India, where paying the surrogate 
is legal.  Due to low employment costs, India has a thriving 
surrogacy industry, with an estimated value of $ 2,3 bil-
lion annually, that is growing rapidly. Here, the act of gesta-
tional surrogacy is o�ered in more than 600 clinics, already 
delivering an estimated 2 000 babies each year. Although, 
Nobody actually knows how many babies are born through 
these commercial enterprises explains dr. Sharma, who was 
appointed by the Indian government to study the surrogacy 
practices in his country. 
An Indian surrogacy costs $ 25 000-$ 30 000. �is is about 
a third of the price one would have to pay in the United 
States of America, and therefore very attractive to Western 
couples. About 90% of the couples applying for surrogacy 
in India are foreigners. Dr. Gour from the Surrogacy Centre 
India showed her statistics for March: 26 babies were born, 
eight went to the US, four to Australia; others went to Brit-
ain, Canada, Japan and Spain. 
�ere is no law in India governing surrogacy. Up until to-
day uno�cial guidelines are being used, stating that the 
surrogate is not the legal mother and that the birth certi�-
cate should carry out the name of  the genetic parents. �e 
couple, the clinic and the surrogate sign a contract. �e 
couple declares to pay for all necessary health care; the sur-
rogate signs to hand over the child after birth. �e contract 
might also oblige her to let one of the foetuses be removed 
in case she carries triplets. Furthermore is the child usually 
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aborted when Down syndrome is detected, which is legal in 
India. Nor the clinic, nor the intended parents can be held 
responsible if the surrogate dies during pregnancy.
Most European countries have banned commercial surro-
gacy. �is makes it extremely di�cult for parents to ob-
tain citizenship rights for their children born from Indian 
surrogates. In 2010, ten European countries wrote to the 
largest Indian surrogacy clinics, demanding to direct the 
foreign clients to their consulates before initiating surro-
gacy to avoid cases like Balaz. �is German couple fought 
two years for German citizenship for their twins born from 
an Indian surrogate, only to receive travel documents. �e 
couple still has to adopt their own kids, who are Indian 
citizens for now.

Conclusion
Commercial surrogacy is a very complicated and sensitive 
matter. Before �rm conclusions can be drawn one must 
consider all parties, as well as all the legal, ethical, social 
and economic issues involved. Evidently, in order to im-
prove the situation of both mother and child, the subject of 
transnational surrogacy requires more international atten-
tion following a comprehensive and thorough discussion. 
Because the question remains: are these women exploited 
by the western world or are they empowered to take their 
penniless fate into their own hands?

About the author
Jolanda Naafs is a fourth year medical student at Utrecht 
University



Forced migration and the burden 
of disease
Helena Neven

Forced migration
�e situation in the DRC is one of many examples of 
forced migration, which the International Association for 
the Study of Forced Migration (IASFM) describes as ‘a 
general term that refers to the movement of refugees and 
internally displaced people (those displaced by con�icts), as 
well as people displaced by natural or environmental disas-
ters, chemical or nuclear disasters, famine, or development 
projects’. In contrast to refugees, IDPs remain in the ter-
ritory of their own country. �erefore, they are worse o� 
than refugees because they still fall under the jurisdiction 
of their own government, hence, they are not protected by 
international law and do not have a clear legal status. Con-
sequently, they do not have as much access to healthcare as 
compared to international refugees. Worldwide the number 

of people forcibly displaced reached 43.7 million at the end 
of 2010, of which 27 million were IDPs, the highest num-
ber in �fteen years. �is continuation of forced migration 
has its e�ect on the burden of disease in the a�ected coun-
tries. �is is illustrated by a survey in eastern DRC which 
found that most of the 1.7 million deaths between January 
1999 and May 2000 were a consequence of inaccessibility 
to health services, food, clean water and sanitation and the 
breakdown of disease control, and not so much of the direct 
e�ects of war. �is shows that forced migration is a chal-
lenge for global health. 

�e increased burden of disease
When people move to other regions by free choice, they 
often do so to gain opportunities for greater equality, career 

On 26 January 2010 the UN Refugee Agency reported that over the past two months 15 508 people in North Kivu, 
a province of the Democratic Republic of the Congo (DRC), were forced to �ee their homes by military agencies. Now, 
more than two years later, North Kivu remains troubled by �ghting between the Congolese government army and the 
Democratic Forces for the Liberation of Rwanda, a Rwandan Hutu militia group. Moreover, militias also continue to 
harass, attack, rape and intimidate the civilians, generating an ongoing internal displacement of the local population. 
Currently, the DRC counts a total number of 1 721 382 internally displaced persons (IDPs) and hosts 166 000 refugees 
from other countries. 

DRC
66 020 000

inhabitants
♂ 47yrs ♀ 51yrs 

life expectancy
2.0 % 

of GDP for health
1.1 

doctors/10 000 people

/$
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achievement, freedom, and better health care. �e reality is 
di�erent for those who are forced to move. Displaced per-
sons often live in overcrowded settings where sanitation is 
poor and malnutrition is common. Additionally, migrants 
lose support at many levels: authorities cannot, or will not 
protect them, formerly trusted neighbours become en-
emies, loved ones are killed and family units are destroyed. 
In addition, these people are vulnerable to communicable 
diseases, such as HIV/AIDS, malaria, cholera, tuberculo-
sis and diarrhoeal diseases. In 2005, 132 000 cases of di-
arrhoea and over 280 000 cases of malaria were reported 
in a number of refugee camps in seven countries, together 

a�ecting approximately one million people. �ese numbers 
were mostly due to incomplete water and sanitation pro-
vision. �e so-called ‘brain-drain’ of medical professionals 
attributes to the complexity of the problem. Many doctors 
emigrate overseas after completing their studies, especially 
in countries a�icted by con�icts, leaving an inadequate 
coverage of healthcare services and less access to vital care 
for refugees and IDPs. 

Problems for NGOs and governments
�e UN has a mandate to provide protection and assistance 
to refugees, but no one has the overall responsibility for 

Forced migration is a challenge for global health



internally displaced people. Globally humanitarian space 
- physical locations that are safe and where humanitar-
ian principles are respected - has diminished considerably 
because of political polarisation, and because combating 
troops often consider humanitarian assistance merely an 
instrument of foreign powers to intervene in their coun-
try. �e diminution of humanitarian space has had nega-
tive e�ects on the ability to protect both people a�ected 
by con�icts and humanitarian workers. �e latter �nd it 
more and more di�cult to provide preventive and curative 
health services in con�ict areas. Additionally, governments, 
UN agencies, and international organizations �nd it more 
and more di�cult to provide accurate health services due 
to uncertain funding, loss of important personnel and poor 
access to displaced people. Furthermore, health care is often 
not available since national health care plans often discrimi-
nate temporary migrants, especially the undocumented in-
dividuals. In their case, only emergency health care is avail-
able what makes them wait to go to an emergency clinic 
until their condition has got very serious. 

Need for new policies
Looking at IDPs, refugees and health care, there are four 
key areas in which new policies and practices are required. 
First, new strategies are needed to deliver health services to 

dispersed populations in low-income settings with a con-
tinuing high burden of infectious diseases. Mass delivery 
of medication, vaccines and materials is essential. Sec-
ond, chronic diseases such as HIV/AIDS and tuberculosis 
should be addressed more systematically in all con�ict ar-
eas. �ird, su�cient health coverage and health access for 
con�ict-a�ected people living in urban settings should be 
developed. Fourth, more research is needed in order to es-
tablish the true size of the population of dispersed people 
to be able to monitor intervention coverage. Furthermore, 
existing Emergency Medical Health Interventions (EM-
HIs) that have short-term impact upon health outcomes 
should be sustained over a longer period of time, and in 
the long term have to be adjusted to the approach of ex-
isting primary health care programmes. As for DRC, the 
UNHCR states that a million IDPs will require their as-
sistance in 2012, approximately 70 000 of them living in 
camps. Despite the di�cult working conditions, UNHCR 
will try to protect these people during displacement and 
upon return, and strengthen communities in emergency re-
sponse and protection mechanisms by means of education 
and mobilization. Article 12 of the International Covenant 
on Economic, Social and Cultural Rights recognizes ‘the 
right of everyone to enjoy the highest attainable standard of 
physical and mental health’. Does the world acknowledge 
the right to health for these vulnerable people too?

About the author
Helena Neven, is a third year medical student at the Eras-
mus University (Rotterdam, �e Netherlands). Correspon-
dence: helenaneven@hotmail.com

Displaced persons often live in 
overcrowded settings where sanitation 
is poor and malnutrition is common
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GMMix

GLOBAL CAREERS

A life changing career

Besides the well known medical professions, such as 
physician, medical specialist or researcher, there are 
many other interesting career options in global health 
care. �rough these short interviews we would like 
to introduce di�erent, fascinating, and sometimes 
unknown professions. LH

Let us introduce
Arjan Hehenkamp is the director of Médecins sans Frontières the Netherlands (MSF NL). 

How would you describe your career path?
I studied anthropology, but somewhere midway through my studies I decided to check it all in and go abroad. �is was in 
1992, a friend of mine was working for MSF, and there was a great famine in Somalia. MSF the Netherlands was desperately 
looking for individuals that were interested and had potential to work for them in Somalia. My friend invited me to join him 
for a drink. After four West Malle triples he popped the question and after �ve I said yes. A week later I was in Nairobi. I started 
working as a general logistician; �rst in Kenya, then in Somalia, and later in Northern Sudan and Afghanistan. After this, I 
switched to coordination and worked for the emergency team of MSF, going to medical and con�ict crises all over Africa, but 
also for example in Bosnia. Eventually I became head of mission in South Sudan after which I came back to the Netherlands to 
be an operational director in 2004. I did this until a year ago, and now I am the general director of MSF NL. I was not trained 
to become a logistician, nor for my work for MSF. You cannot train to become a humanitarian. All you can have is a technical 
preparation. From there, the organization �ts you and you �t the organization. 

Which moment in your career made the greatest impression on you?
From all the places that I have been, there are two places that are in my heart. First Sudan: it has such a contorted and vio-
lent history. �ere, I have seen the ability of individuals to cope with extreme, severe circumstances, both Sudanese and the 
people working for MSF. �at is the beauty of the work that we do: you are present in the worst circumstances, but in these 



circumstances, you see the best of the individuals present. On television people see the images of Sudanese people waiting pas-
sively until they die. �is is completely deceptive, since most of these people are very strong and can take care of themselves.   
�en, there is the Democratic Republic of the Congo. I was there several times, and every time it feels like a haunted house. 
�e tragedy of that region, the number of people that lost their lives through con�ict, killing and disease: it still weighs on the 
region, and each time, it has an immense emotional e�ect on me.   

In what sense is MSF di�erent from other medical NGOs?
We are one of the most independent organizations in the humanitarian medical �eld. However, to say that we are completely 
independent would also be incorrect. Particularly in the very violent political places that we work in, we have to negotiate with 
local governments and warring parties. �eir willingness to allow us to work in a particular country depends on our willingness 
to compromise on some of our autonomy and independence. And therefore, to act morally and, for example, be able to work 
in a place like Somalia, you have to make a concession towards your principles. Staying independent has become more di�cult 
over the years. Partly because our home countries are involved in con�ict situations in the places that we work, and this was not 
the case in the past. Today in Afghanistan, Pakistan, Iraq, and Somalia, we perceive the e�ects of foreign international interven-
tion. It takes much more e�ort to prove to these countries’ authorities that we are autonomous of the political agendas of the 
West. On the other hand, there are the opposing parties, like the Taliban. �ey are developing hard lines and extreme military 
and political agendas, so you have to negotiate much harder with them too to maintain your autonomy and independence.  

What do you think of emergency aid in the world?
Looking at places such as Somalia or Haiti, or in the past Angola or Zimbabwe, you see that the international emergency re-
sponse system is not very functional. Ten years ago there were more international organizations that were capable to perform 
emergency activities in the �eld, but many of these organizations have gone into a more developmental approach to emergen-
cies. �is means that their work focuses on making people able to cope with crisis situations themselves. �erefore the capacity 
of the international emergency response system has diminished over time and this puts a lot of pressure on MSF. MSF has the 
capability and willingness to react when new crises arise. We perform very complex medical interventions at a standard to what 
patients can expect in the Netherlands, under very di�cult circumstances in con�ict or emergency situations, across many 
countries. �is is something we are proud of, but it also makes us anxious, because we occupy a special niche. We do not think 
that it is a good thing for us to be so dominant in some of the emergencies.

“ ”
Staying independent has become more di�cult 
over the years



“ ”
I cannot imagine anything more gratifying than 
working for MSF

Unterstützt von:



Hallo, liebe Kommilitonen,

hiermit haltet ihr die erste „Global Medicine“, die in Deutschland gedruckt wurde, in euren Händen! Dieser 
unterhaltsame Mix aus globalen Gesundheitsthemen, Artikeln über „Neglected Diseases“ oder diverse Auslandsprojekte 

wird bereits seit Jahren von niederländischen Medizinstudenten zu einer weltweit beliebten Zeitschrift zusammengestellt. 
Nun ist sie endlich auch bei uns angekommen und wir ho�en, ihr habt mindestens genauso viel Spaß mit ihr wie wir!

Nun seid aber ihr gefragt!
Was gefällt euch besonders gut an der „Global Medicine“? Was fehlt? Was sollte besser gemacht werden?

Nehmt an unserer Umfrage teil und gewinnt mit ein bisschen Glück den begehrten Preis!
http://bvmd.de/arbeit/scoph/global_medicine/umfrage/

Wollt ihr von nun an nie wieder eine „Global Medicine“ verpassen? Schreibt uns und wir werden euch immer pünktlich 
nach dem Druck informieren, dass die neuste Ausgabe in eurer Fachschaft ausliegt!

Oder möchtet ihr hautnah im Team dabei sein? Seid ihr zum Beispiel die perfekten Fundraiser oder Vermarkter? Meldet 
euch!

global-medicine@bvmd.de

Ist der Wissenshunger noch nicht gestillt? Hier gibt es weitere Infos zum Projekt: 
http://bvmd.de/arbeit/scoph/global_medicine/

Unterstützt von:

Leserumfrage - jetzt seid IHR gefragt!
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STUDYING MEDICINE IN…

Zliten
Khalid Mohamed Albakosh is a seventh 
year medical student from Zliten, Libya.

How is medical school in your country?   
�ere are eight medical schools in Libya. Medical school 
consists of a seven year program. During the �rst two years, 
we study basic subjects such as physiology, anatomy and 
biochemistry. From the third to sixth year, we study clinical 
subjects. In our �nal year we are enrolled in clinical intern-
ships in internal medicine, surgery, paediatrics, and gynae-
cology and obstetrics. 
I am now in my seventh year and I study about �fty hours a 
week. In the morning, I study for two hours. After this, I go 
to the university. When I return home, I study for another 
eight hours, until midnight. In the weekends, I meet with 
my friends at the beach, a great place to relax. Sometimes 
we meet at a friend’s home. Unfortunately, students’ asso-
ciations and organizations are forbidden in Libya. 

Is it possible for everyone to study medicine in your 
country?  
Students are selected according to their grades. Studying in 
Libya is free and the government o�ers an extra 70 dollars 
per month. �is is, however, not enough and most students 
need further �nancial support. �is is one of the reasons I 
still live with my parents. Another reason is that student 
housing often do not have running water and electrics.   

What do you think is the best part of the medical educa-
tion in your country?  
Except for the medical books, education in Libya is not 
very good. Unfortunately, most people in my country do 
not like reading and education. Meetings for medical 
students are very rare and the university does not support 
extra-curricular medical education programs and, there-
fore, these are not available. 

What do you think is the biggest di�erence between 
studying medicine in Libya and elsewhere? 
It is very hard to study medicine in Libya, as the education-
al program is far from optimal. Neither is there a proper 
working public health system as in most European coun-
tries. Nevertheless, the students here are very driven to im-
prove healthcare in our country.

What are your plans after graduating? 
First, I wish to specialise in dermatology abroad. After this, 
I want to return to Libya to help people in my home town. 
I would like to support medical education and medical 
services, as well as educate the new generation of medical 
students.  
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(minimum € 15) donation fee 

 Yes, I would like to subscribe to Global Medicine. 
Global Medicine is published 3 times a year. After 1 year we will send you a request for 
continuation of your subscription. 

I hereby authorize IFMSA-NL once only to debit my bank account as I have indicated above.

Subscription type:
€ 15 (non-students)
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Global Medicine will use the personal information on this form only to establish authorized payment and remittance. 
Personal data won't be shared with third parties.

Next issue Global Medicine 16  
September 2013 at your faculty 

Deadline for article submissions: 1st of August 2013

Deadline for photo gallery: 1st of September 2013

Send your submissions to editor@globalmedicine.nl

Team vacancies 
Are you good with pencils, pennies or promotion? Are you interested in global 
health? Do you want to contribute to an international magazine? Well, Global 
Medicine  is looking for you! Curious what the possibilities are? Just send an e-mail 
to editor@globalmedicine.nl  and join one of our meetings.

Photogallery
Global Medicine's next photo gallery features ... Please send your contributions 
to editor@globalmedicine.nl

Subscribe now 
Subscribe to Global Medicine and receive this magazine at home. Go to our web-
site www.globalmedicine.nl to subscribe or �ll out the coupon below and send it 
to: IFMSA-NL, Dr. Molewaterplein 50, 3015 GE Rotterdam, the Netherlands.
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