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Continuing and 
Improving

Editorial

To begin, a big thank you all who downloaded 
and read the first edition of this new journal. 

We hope you found the articles stimulating, infor-
mative and found the format aesthetically pleas-
ing. The second issue of the Alma Mata Journal of 
Global Health hopes to build upon the themes 
we established in the first edition. But we are also 
looking to develop, progress, and improve. One 
of the key aspects of any journal is a correspon-
dence section; in this issue we invite all readers to 
send comments and debate on all articles in this 
issue – to be featured on the website and in the 
next issue.  

While submissions from the first issue were 
largely restricted to medical students from the 
intercalated BSc in International Health at Bristol, 
Leeds and UCL, this edition sees Edinburgh stu-
dents provide a substantial part of the material. 
It is heartening to see such enthusiasm from this 
relatively new intercalated course in International 
Public Health Policy. Indeed, the content emerg-
ing shows a high standard of writing that has pro-
vided us with several pieces for this issue, includ-
ing our first full literature review.

Part of our ongoing aim is to expand our content 
beyond the intercalated degrees. This is not a 
shunning of our original contributors, but recog-
nition of the wide range of Short-courses, Diplo-
mas and taught masters programmes that cover 
Global Health. These courses also have a vast ar-
ray of undiscovered essays, research and reviews 

and we want to expand this area of contribution. 
We are also conscious of existing sources for stu-
dents, including The Lancet’s Student arm and 
MedSIN’s magazine, both valuable resource of 
Global Health articles and blogs.

This edition sees wide-ranging subjects featured, 
from the rhetoric to the review. Eleanor Force’s 
insight provides an analysis of the many factors 
that underpin the relationship between poverty 
and tuberculosis control in Nepal. Rachel Falconer 
examines the arguments for and against abolish-
ing user fees for health services in developing 
countries. Lucie Collinson returns with her second 
piece, considering who should bear the respon-
sibility for the repeated famines still witnessed 
today and whether the international community 
should be taking a more proactive role. 

Global Health work can take many forms. Anush-
ka Mehrotra’s personal account of her time spent 
with the The Medical Foundation for the Care of 
Victims of Torture  gives a thoughtful viewpoint 
of the issues surrounding those who seek asylum 
and refuge within the UK. Last but not least, we 
lead this edition with a piece from Laura Gilchrist, 
a graduate from the aforementioned Edinburgh 
BSc in International Public Health Policy. Laura 
examines the vast inequalities that present them-
selves in that most golden of countries, Australia, 
with a particular focus on the health of the indig-
enous aboringinal population.
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Editorial

Once again we detail the latest Global Health 
News, with contributions this time from posts on 
the Alma Mata website. Finally, Alma Mata has al-
ways sought to be a signpost for those wishing 
to learn more about Global Health. For those who 
are thinking about a postgraduate qualification 
in this increasing area, we give you a round-up of 
the main UK academic centres providing short-
courses, diplomas, Masters, and PhDs.  

It has been heartening to already have had our 
first pieces of primary research submitted for the 
next issue, not to mention a surplus of articles for 
this one. While we are still a young publication, we 
have learnt an incredible amount about the in’s 
and out’s of editing, publishing and the ethics be-
hind the dissemination of information, essays and 
research. We have also discovered that, as we  sus-
pected and hoped, there is a great deal of good 
material and talented writers coming from the in-
creasing number of intercalated BSc courses. With 
new intercalated years - either BSc or occasionally 
MSc - springing up in Hull/York, Brighton /Sussex, 
Imperial and Kings Medical schools, the scale and 
quality of material can only improve. Combined 
with the postgraduate courses we outline in this 
issue, we have high hopes that the level of future 
material will build on its already lofty standards. 

Gareth Lewis,
Dave Baguley,
Danni Kirwan 

Co-editors. 

 

The Alma Journal of Global Health is 
looking for Authors and Articles for its 

next issue.  While we focus on those 
who have recently qualified from 

an undergraduate or postgraduate 
course in global health, authors of all 
backgrounds are welcome to submit. 

We will consider articles in the 
following categories:

• Primary Research
• Reviews/Secondary Research

• Features/Essays
• Career Profiles

• Conference Reports/Reviews
• Book Reviews

• Global Health Work

For more information on submission 
criteria and writing for us, please visit 
our website at www.almamata.net/
journal or e-mail at: amjgh1@gmail.

com
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Each issue, we will bring readers global health news 
covering recent studies, release of reports, disease out-
breaks and conflict and disaster coverage in each issue. 

All news articles are sourced from our website in the 
month leading up to each edition’s release.  

Haiti still struggles 4 
months after earth-
quake

The Carribean island of Haiti has 
been the subject of a huge and 
sustained international effort to 
help them rebuild after the Earth-
quake which destroyed large 
parts of the little infrastructure it 
had hit on 12th January. The lat-
est Pan-American Health Organi-
sation figures estimate that over 
217,00 people lost their lives and 
300,000 were injured. 2 million 
people were thought to have lost 
their homes, leading to impro-
vised shelters being created with 
a high risk of water and airbourne 
disease through overcrowding 
and poor sanitation. There are 
no official figures as to the ex-

initial emergency management 
to long-term disease prevention 
and treatment. The upcoming 
rainy and hurricane seasons pro-
vide extra challenges in a nation 
that, even before the earthquake, 
had one of the lowest GDP’s and 
poorest uptake of healthcare, with 
over 40% of citizens devoid of ac-

tent of the damage to the health 
system infrastructure, but mobile 
health units have been put in place 
throughout the country, particu-
larly in the area worst affected in 
the 25km radius between Port-au-
Prince and Leogane.

Focus has now turned from the 

A health facility desytroyed by the Haitian earthquake
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cess. The WHO/PAHO, in collabo-
ration with the Ministry of Public 
Health and Population (MSPP), 
have harnessed existing schemes 
such the blood safety programmes 
and the PROMESS medical ware-
house (a scheme to ensure access 
to necessary medications) to aid 
their delivery of healthcare. These 
schemes have proved vital in the 
initial emergency management 
phase. But now the vast quantity 
of donations are needed and be-
ing used to focus on physical and 
mental rehabilitation, prevention 
and treatment of communicable 
disease and malnutrition, mater-
nal and neonatal health and the 
maintenance of treatment for HIV 
and TB. Along with this, the infor-
mation systems to assess any out-
breaks of communicable disease 
and the success of the Internation-
al Community’s efforts to rebuild 
the country  are poor. There will 
need to be continued efforts and 
support in the coming months and 
probably for years to come.

This report was adapted from the 
latest PAHO situation report in Haiti. 
The full document can be found at:

http://www.who.int/hac/crises/hti/
en/index.html 

US passes historic 
Healthcare reform bill

Described by many as the most 
important piece of social US legis-
lation for decades, the healthcare 
reform bill was past by the United 
States Congress on the 21st of 
March. 

Many Republicans argue that the 
reform will make healthcare “more 
bureaucratic and expensive”. Many 
expect that this legislation will be 
detrimental to Democrat popular-
ity come the Autumn’s midterm 
elections.

A recent Harvard study estimated 
that 45,000 thousand deaths per 
year in the USA are  associated 
with lack of health insurance (1). 
The reform will see the increasing 
of insurance coverage to 32 million 
US citizens that currently have no 
health cover – many as they can-
not afford the health insurance 
rates. The proposed changes ef-
fectively expand the existing Med-
icaid system, aiming to cover 95% 
of all Americans, taking the coun-
try closer to universal healthcare 
coverage. The reform is estimated 
by the non-partisan Congressional 
Budget Office to cost US$ 940 bil-
lion (£627 billion) over the next 10 
years, but will cut the federal defi-

Recognised as President Barack 
Obama’s most important piece of 
legislation to date the origins of 
universal healthcare for all in the 
US can be traced back over hun-
dred years to proposals created by 
Theodore Roosevelt. No president 
has previously succeeded in a re-
form of this significance. Lyndon 
Johnson made the previous big-
gest contribution with the creation 
of Medicare in 1965 – the govern-
ment social insurance program ad-
ministered which provides health 
insurance coverage to people 
aged 65 and over, or who meet 
other special criteria.

The healthcare reform bill was 
passed by a slim majority with 
219 voting for the bill and 212 
opposing it. As expected all 178 
House Republicans voted against 
the reform bill with 34 Democrats 
joining them. This bill had previ-
ously been passed by the Senate 
on the 24th of December 2009. 

President Obama signs the Patient Protection and Affordable Care Act on 22nd  March 

Source: http://en.wikipedia.org/wiki/File:Obama_signs_health_care-20100323.jpg
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cit by $138 billion. Having passed 
the bill it would be difficult to im-
possible to reverse it, effectively 
creating a permanent improve-
ment in healthcare for many mil-
lions of Americans. 

The Republicans and several 
lobby groups, most notably the 
‘Tea Party’ movement, have cam-
paigned against the reforms on 
the grounds that they will hit 
small businesses and are ‘uncon-
stitutional’  under several charges, 
namely that they make some form 
of health insurance compulsory 
and involve too much state in-
tervention. The reforms have also 
drawn criticism from the Ameri-
can left, who feel they have been 
watered down from original plans 
as to render them irrelevant.

DOTS Reaches 15 
year Landmark
2010 marks the 15 year anniver-
sary of the launch of the World 
Health Organisation (WHO)-
recommended tuberculosis (TB) 
control strategy, directly observed 
treatment short-course (DOTS) 
and offers an appropriate time to 
reflect on its impact.

According to WHO reports, TB re-
mains one of the top 10 causes of 
death worldwide. More than 2 bil-
lion of the world’s population are 
infected with TB bacilli. However, 
recent WHO data show DOTS is 
beginning to change this. DOTS 
is responsible for the cure of 36 
million people with TB and has 
averted up to 8 million TB deaths, 
revealing that the DOTS Strategy 
(1995 – 2005) and its successor 

of  the role of urbanisation and 
health, has so far managed to sign 
up nearly 1400 cities to the pledge 
of opening up their public spaces 
to health.  

The WHO stresses the importance 
of focusing on urban health by 
outlining the trend in population 
growth over the next 30 years, 
which will mainly be in urban ar-
eas, and the challenges this will 
bring to health via water, the en-
vironment, air quality, non-com-
municable diseases and their risk 
factors. On top of this, the urban 
poor are disproportionately at risk 
from these health problems, with 
many determinants being outside 
the health sector. The aim is to 
draw together all aspects and par-
ties involved in urban planning to 
provide a healthier setting that will 
help promote health and reduce 
these inequalities.

The theme echoes recent research 
and calls from various climate 
change bodies, including the Inter-
Governmental Panel on Climate 
Change (IPCC) and the Lancet/UCL 
commission on Climate Change 
that the effects of urbanisation and 
climate change could combine to 
produce increasing health chal-
lenges in these areas. 

For more information visit:

http://www.who.int/world-health-
day/2010/en/

the Stop TB Strategy (2006 – pres-
ent) is the most cost-effective ap-
proach to TB management.

DOTS combines five components 
for the comprehensive manage-
ment of TB: political commitment 
with increased and sustained fi-
nancing, case detection through 
quality-assured bacteriology, stan-
dardised treatment with supervi-
sion and patient support, an effec-
tive drug supply and management 
system, and a standardised moni-
toring and evaluation system that 
allows assessment of treatment 
results.

The world as a whole is on target 
to reach the Millennium Develop-
ment Goal (MDG) 6c, to halt and 
begin to reverse the incidence of 
TB by 2015. TB eradication remains 
a long way off but the progress 
made with DOTS is commendable. 
Despite poor resources, many 
communities worldwide are be-
coming equipped to manage TB. 
Could DOTS be an effective frame-
work to adapt to the manage-
ment of other diseases – including 
non-communicable diseases – in 
resource-poor settings?

Sarah Bailey

WHO World Health 
Day draws focus to 
Urban Health 
April 7th saw the launch of the 
World Health Day (WHD) 2010, 
with the WHO promising to fulfil 
its ‘1000 cities, 1000 lives’ cam-
paign. The theme, which focuses 
on the increasing importance 
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Chilean President fac-
es “government of re-
construction” follow-
ing earthquake

New President Sebastian Pinera 
took office less than two weeks af-
ter an 8.8 magnitude earthquake 
hit Chile’s second largest city, Con-
cepcion.  The quake and the tsu-
nami it triggered killed nearly 500 
people, and damaged 1.5m homes 
leaving thousands living in tents 
waiting for emergency housing. 

Mr Pinera’s inauguration ceremony 

was shaken by a 6.9 magnitude 
aftershock, as an indication of the 
impact that the quake will have on 
forthcoming Chilean policy.  Mr 
Pinera has recognised that he faces 
a “government of reconstruction”, 
saying “We have a debt, a task to 
rebuild our country... As president 
I will lead that reconstruction pro-
cess.”   

Mr Pinera has said that the cost of 
rebuilding will be at least $30bn 
(£20bn), which represents nearly 
20% of Chilean GDP.  Financing the 
reconstruction will require reallo-
cation of funds from other areas 
and in part will come from sav-
ings and exportation of copper, of 

which Chile is the world’s largest 
producer.  

However, compared to its less 
developed counterpart in recent 
earthquakes, Chile as a whole has 
coped well with the disaster. De-
spite health services being severe-
ly disrupted,  with 4000 hospital 
beds being lost, latest press releas-
es from the PAHO suggest demand 
is being met. Field hospitals have 
been set up,m a public health cam-
paign is underway and no disease 
outbreaks have been reported. 

Danni Kirwan
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Australia: 
‘Three Nations not One?’

The enduring health inequalities of a hierarch-
cal Nation

Author contact:

Laura Gilchrist
19 Southernhay Close 
Stoneygate
Leicester 
LE2 3TW

l.gilchrist@uea.ac.uk

as ‘poor’ [2]. The indigenous people experience far 
more extreme levels of poverty, higher levels of 
unemployment, lower educational attainment and 
less access to basic facilities (clean water and waste 
disposal). Infectious diseases and chronic health 
problems are rife among this subpopulation [3].  

In general, it would appear that a long, healthy, 
educated and prosperous life is not easily attainable 
to those from an indigenous background. Is the 
controversial depiction of Australia as ‘three nations, 
not one [4],’ comprised of a descending hierarchy of 
the rich, the poor white people and poor indigenous 
people, a more realistic and accurate way of viewing 
the nation and its health profile?  Uncovering aspects 
of Australia’s education, healthcare and justice 
systems may aid the understanding of the complex 
health inequalities prominent in the country today.

Inadequate education and poor health outcomes: 
the Vicious Circle   
  
Education (or, more appropriately, lack of education) 
and health outcomes are inextricably interlinked 
within the indigenous community. Most indigenous 
Australians achieve a very limited literacy level, and 
attendance rates at school are as little as 55% [4]. 
Around 3% of indigenous Australians have never 
attended school, and of those that do, only 38% 
remain in education post 16, compared to 70% of 
non-indigenous people [5]. Meanwhile, looking 

Laura Gilchrist

Australia is a nation renowned for its idealistic 
healthy lifestyle, efficient healthcare system, 

and lengthy life expectancy.  A recent World Health 
Organization report revealed that Australians have 
the second longest life expectancy in the World, 
second only to Japan, and some of the lowest rates 
of disease and morbidity [1].  Such a desirable health 
profile may render the nation an aspiration to many 
other developed countries such as the UK.  However, 
with regards to the overall health and wellbeing 
of the nation, the extensive health inequalities 
prevailing in the country are frequently overlooked. 

Aboriginal Australians account for 2% of the total 
population, but do not anticipate the generous 82 
year life expectancy that their white non-indigenous 
counterparts enjoy. They are the exception to the rule.  
The mortality rate of Aboriginal Australians is 10 times 
higher than their white counterparts between the 
ages of twenty and forty years, with a life expectancy 
around 15 years lower than them- even those classified 

12
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to health trends displayed by young 
indigenous people, the incidence of 
sexually transmitted disease (in particular 
HIV) is far higher than among their white 
counterparts, and teenage pregnancy rates 
are concerning.  Among indigenous mothers 
aged 15-19 in Queensland, the birth rate 
in 2006 was 67 babies/ 1000, compared 
to 20.5 babies/1000 in all mothers of the 
same age group [6].  Interestingly, such 
racial disparity is not limited to Australia- in 
America, Infant Mortality Rate persistently 
remained high in the native American 
Indian/Alaskan groups, while falling in other 
ethnic groups between 1995 and 2002 [7].

The relationship between this low level 
of educational achievement and high 
prevalence of teenage pregnancy within 
indigenous communities proves to be far 
more than a simple coincidence. Indeed, 
strong positive correlations have been 
found between maternal age, education 
level, and health outcomes of the infant. 
Infants born to poorly educated teenage 
mothers are prone to severe prematurity, 
low birth weight and failure to thrive [8]. They are 
also at greater risk of developing chronic health 
problems such as diabetes later in life [9]. In line 
with Barker's 'Thrifty phenotype' hypothesis, which 
states that 'experiences in utero determine or 
programme the risk of developing diseases later in 
life [10],' an inequalities cycle is fuelled (figure 1). 

Can an unequal education system that fails to 
reach indigenous Australians appropriately be held 
accountable for the health inequalities experienced 
by the sub-population? The answer is multifold. It 
has been shown that just one extra year of parental 
schooling can decrease intrauterine mortality by up to 
10% [5].  Additionally, smoking rates have been shown 
to be lower in indigenous Australians who were still 
attending school post 16.  As the majority of indigenous 
Australians smoke -around 80% compared to 21.5% of 
non-indigenous Australians [11] - with some taking 
up the habit as young as nine or ten years old, it is 
plausible that poor education is the major driving 
force behind risky lifestyle choices. Within schools, 

teaching methods have been found to be culturally 
insensitive to the needs of the indigenous population, 
as they use very different concepts in learning [3]. 

Even outside the mainstream education system, it 
is likely  that  health  education  initiatives are failing 
to reach this sub-population. Current anti-smoking 
campaigns largely communicate their message in 
English, though the vast majority of indigenous people 
only speak limited English (there are 104 indigenous 
dialects [3]).   Improvements in the education system to 
benefit the indigenous population could therefore go 
some way to improving their future health outcomes.  

Trademark behaviours and cultural identity

Poor education cannot be held solely accountable.  
Some behaviours are so ingrained in the Aboriginal 
culture that they are likely to persist, regardless of 
improvements in education. Taking smoking as an 
example, a recent focus group study found that 
‘sharing a cigarette has become one way in which 

Figure 1: The cycle of Health and Education inequalities among indigenopus 
Australians.
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the Aboriginal people reaffirm, strengthen, and 
maintain their cultural identity in an environment 
that is often hostile and constantly changing [11]’.  
Aboriginals are subject to financial hardship and 
commonly racial discrimination, thus smoking has 
been described as ‘a coping strategy to help them 
deal with what are often stressful lives [11].’  This idea 
has been further supported: ‘this culture over time 
acquires stability because of the supportive role it 
plays in helping individuals to understand/cope 
with their environment [12].’  Since the integrity of a 
culture ensures that the culture survives, people will 
be extremely reluctant to change any ‘trademark’ 
behaviours, even when aware of associated adverse 
health outcomes. An anti-smoking campaign 
emphasizing the risks of lung cancer and heart disease 
is likely to prove unsuccessful in a community where 
smoking is seen as a ‘coping mechanism’ or necessity.  

However, if this view is adopted, it is clear that 
fundamental factors are fuelling the need for indigenous 
people to use ‘coping mechanisms’ such as smoking, 
alcohol and illicit drugs.  Constant hardship, poverty, 
and a ‘hostile, stressful environment’ appear to be  
encouraging  the  adoption of risky behaviours within 
the community. Arguably, it is the deeply ingrained 
flaws in Australia’s institutions that are responsible 
for health inequalities, both directly and indirectly.

Institutionally ‘racist’ healthcare, employment and 
justice systems: Driving health inequalities?

Research has shown that the indigenous population 
experiences more feelings of ‘powerlessness’ than 
their non-indigenous counterparts and are more 
likely to adopt an external locus of control [13]. In 
other words, they believe that their destiny is out of 
their control, and is already controlled by society 
(unsurprising given the longstanding history of 
adversarial policies thrust upon Aborigines by the 
European colonisers of Australia [14]). Such feelings 
of powerlessness and incapacity may influence their 
unhealthy lifestyle choices.  What is more, many feel 
that they are not in a position to better their own 
standard of living since intrinsic societal barriers stand 
in their way [13].  As a poor standard of living correlates 
with poor sanitation, inadequate nutrition and higher 
rates of infectious disease, it is necessary to look in 

turn at the systems in Australia that are contributing 
to the disempowerment of its native people.

Looking to the justice system, high levels of arrest and 
victimisation have been found in both high and low 
income households of indigenous people, with more 
violent methods of arrest and stricter sentencing 
often enforced [15].  Such discrimination has been 
shown to increase levels of both mental illness and 
vascular disorders, such as hypertension (although it 
is not clear whether this is due directly to the effects of 
stress or due to coping methods such as smoking [16]).
Similarly, within the workplace, employment 
opportunities advantage non-indigenous workers 
and disadvantage those from minority backgrounds.  
In one recent report, even where an indigenous 
person had achieved post-16 qualifications, they were 
not necessarily guaranteed the same employment 
opportunities as an equivalently qualified non-
indigenous person.  Furthermore, even when they do 
manage to gain employment, their pay is generally far 
below that of a non-indigenous person doing exactly 
the same job [15]. This suggests that improvements 
in the education system to benefit the native people 
would not necessarily improve health outcomes, as 
other systemic societal inequalities would prevail.

The healthcare system in Australia is another major 
area in which institutional racism has been found to be 
rife, contributing to disempowerment.  It may, in fact, 
be argued that it is the single most important factor 
influencing Australia’s extensive health inequalities.  
The ‘Sixth Annual Audit of Indigenous Health’ by 
the Australian Medical Association (AMA) recently 
found that the healthcare system is systemically 
racist, placing Aborigines ‘lower down on waiting 
lists [17].’  They were also less likely to be offered 
certain medical treatments due to ‘stereotypes about 
indigenous people and their willingness to undergo 
certain medical procedures’.  CT scans, for example, 
were typically offered less readily to indigenous 
people in Accident and Emergency [18]. Additionally, 
as with education, language creates a major barrier 
- Aboriginal people who do not speak English may 
be reluctant or less able to seek out health care.  

Combined with the relative demographic isolation of 
Indigenous communities, this means that access to 
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healthcare services is inadequate. Aboriginal people 
often present  later to healthcare services, and often miss 
out on regular screening or immunization programmes 
[19].  The  ‘inverse care law,’  which states that ‘those 
who need healthcare services least use it more, and 
more effectively than those with greatest need [20]’  
therefore  applies to some  extent  to Australia: a 
symptom of the shortcomings of its healthcare system.   
Injustices in the education, healthcare, justice and 
employment systems then, appear to contribute 

to the strong sense of disempowerment among 
the native people of Australia. Inequalities in each 
system overlap to compound the injustices. Poor 
education may determine whether someone can 
speak enough English to seek access to healthcare 
services, for example.  Such factors can be classified 
as ‘general socioeconomic factors’ and determine 
many subsequent factors which influence the 
health of indigenous people in Australia (figure 2). 

What is currently being done to address such 
inequalities?

It would be unfair to suggest that the Australian 
government are oblivious to the situation. In February 

Figure 2: The Dahlgren and Whitehead Model of 
Health (1991)

2008, the new Australian Prime Minister Kevin Rudd 
issued an apology to the Aboriginal people for past 
transgressions and hardships and recognised that 
empowerment, coupled with effective resources, is 
essential in redressing the imbalances in Australian’s 
health profile [14].  In the short term, emergency 
intervention has been instigated in the Northern 
territory of Australia by the Federal government, 
involving health professionals and law enforcement 
officials tackling prevalent health issues.  However, 
this has been met with much controversy, and 
has been viewed as being too forceful and 

disrespectful of indigenous 
cultures and practices [14].

Additionally, Non-Governmental 
Organizations (Oxfam,  Indigenous 
representative groups and 
a campaigning group called 
‘Get Up’) believe that current 
efforts are insufficient to close 
the inequalities gap. They are 
demanding an annual increase in 
funding for indigenous health of 
$460 million a year [17].  Whether 
this ambitious target is met, or is 
simply unrealistic, remains to be 
seen. Where this money would be 
channelled is worth questioning.  
Rather than solely being spent 
on medical supplies, diverting 
funds towards the education and 

healthcare systems, to make them more accessible 
to indigenous people (for example, employing more 
indigenous medical professionals  or translators 
who communicate in Aboriginal languages) 
could potentially meet with long term success.  

However, as outlined above, certain issues are so 
interwoven into Australian society that even a 
sudden surge in funds may not close the inequalities 
gap. Changes need to be made to Australia’s 
socioeconomic segregation before stressors such 
as constant victimisation and discrimination can 
be removed from the indigenous Australian’s daily 
life. While the 2006 UN ‘Declaration of the Rights 
for Indigenous people’ [14] has gone some way to 
empowering them in legal terms, racist attitudes 
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still prevail heavily within society. Perhaps, then, 
the key to reducing health inequalities is indeed 
education. But controversially, maybe this education 
should focus mainly on non-indigenous Australians, 
challenging and altering their perceptions, ignorance, 
and prejudices towards their native counterparts.

It is only through challenging and changing the 
systemic aspects of Australian society that long 
term changes can be made to the enduring health 
inequalities.  Until such a time,  Australia’s achievement 
of a universally equal ‘one nation’- rather than three, 
will sadly remain an idealistic and unrealistic target.
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Health systems in low income countries are 
confronted with a seemingly impossible 

task - to provide healthcare to rapidly expanding 
populations with inadequate human resources, 
poor infrastructure and lack of essential drugs.  In 
particular, the rising financial costs significantly limit 
capacity to deliver both curative and preventative 
interventions to those populations in greatest need.  

In most low income countries, the government acts 
as both the provider and purchaser of healthcare 
services. However, public expenditure on basic 
amenities, such as health, is limited by high levels of 
debt re-payment and loan conditions that erode state 
autonomy over budgetary decisions at a national level. 
Ethiopia, for example, has external debt amounting 
to more than 100% of it gross domestic product, 
which significantly limits funding of public services 
[1]. As a result, governments in poor countries often 
feel they have no alternative source of additional 

finance than the users of the health system [2].

What are user fees?

User fees were first introduced during the 1980s and 
1990s to compensate for fiscal shortfalls created by the 
broader economic ‘structural adjustment programmes’ 
instituted by the World Bank. These programmes 
outlined certain requirements, such as limits on public 
healthcare expenditure, which had to be met in order 
to qualify for a loan.  The term ‘user fees’ refers to official 
charges for specific medical services at public health 
facilities, with such charges intended to improve the 
quality and efficiency of healthcare services as well 
as raise revenue. However, the ability of user fees to 
achieve these outcomes has varied and studies have 
shown that contributions to health funding may be 
minimal [3].  Furthermore, it has been argued that 
the regressive nature of such charges contributes to 
inequity within health systems [4].  So do user fees 
actually increase funding for health systems and if so, 
under what circumstances is such a policy acceptable?  

Do user fees increase revenue?

In most low income countries, healthcare was 
formerly provided at nominal cost and so it should 
be axiomatic to state that introducing user fees 
increases revenue gains.  The ability of user fees to 
provide ‘profit’ for reinvestment is often used as a 
measure of policy success, with initial modelling for 
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user fee efficiency predicted cost-recovery ratios 
approaching 15% of recurrent expenditure.  However, 
this has not been achieved in practice and often the 
actual revenues raised from user fees are far less than 
the predicated estimates [5]. In addition, if income 
generation becomes the sole objective, rather than 
an outcome, of user fee policy it is often to the 
detriment of spending on preventative interventions 
which lack immediate cost recovery potential [4].  

Previously,  Ghana proved  to  be  an exception,  achieving 
more than twice the average figures for revenue from 
user fees. This made a significant contribution to 
budgets of health facilities in the country [6]. Some 
small-scale studies have demonstrated markedly 
higher revenue generation, implying that inefficient 
cost-recovery may simply be a reflection of poor 
implementation rather than an inherent failing in 
the user fee policy [7].  Significantly, Ghana has now 
abolished a user fee system in favour of a social 
insurance scheme which has been more successful 
in providing universal healthcare coverage [8].

In practice, the ability of user fees to efficiently raise 
revenue appears to be partially dependant upon 
the operational circumstances within which the 
policy is applied.  Administrative capability is crucial 
in achieving maximal cost-recovery, as inefficient 
systems consume a larger proportion of resources 
which, in turn, limits the amount available for direct 
reinvestment in healthcare provision [9]. However, 
administrative expenditure is also determined by the 
pricing structure of user fees and if a system of waivers 
or exemptions are employed. A sliding-scale involves 
some method of determining eligibility. This is more 
complex and thus administratively more expensive  
than charging a simple flat fee for services [7].  
Similarly, identification of individuals who qualify for 
free healthcare imposes an additional administrative 
burden on healthcare staff, which in itself requires 
extra funding.  Nevertheless, these mechanisms are 
necessary to preserve equity within health systems and 
so must be factored into calculations of cost-recovery.  

Do user fees improve health services?

The success of user fee policy is influenced by both 
the distribution of revenue gains and the level of 

community involvement in managing facilities. If 
a significant proportion of the revenue from user 
fees is retained at the local level, it may be used 
to directly improve service quality or provide 
incentives for staff to increase efficiency. A high level 
of community participation can also ensure greater 
accountability amongst health service providers [10].
This in turn promotes utilisation of services, therefore 
generating greater financial gains from user fees.       

Arguably the most important factor in determining 
the capacity of user fees to improve service provision 
is the extent to which price dictates the level of 
utilisation of health services.   This ‘price elasticity of 
demand’ exhibits considerable variation across age 
ranges, income groups, geographical area and level 
of healthcare [9]. It describes the critical balance 
between the charge for access to services and the 
number of people willing to pay.  However, user fees 
are not intended to increase the amount individuals 
spend on healthcare– rather, the aim is to re-capture 
money spent in the private or informal sector as a 
result of poor service and scarcity of drugs in public 
facilities [11].  Nevertheless, it has become clear that 
the increased costs associated with user fees adversely 
impacts demand for health services, particularly 
among lower income groups [12]. This is to the 
detriment of health systems as they precipitate a 
decline in utilisation.  If this falls below a certain critical 
threshold, targets for revenue capture are not met and 
the quality of service provision deteriorates further.  

Do user fees provide any advantages?

User fees may provide more indirect financial 
benefits to health systems in low income countries.  
If user fees recover a significant proportion of 
recurrent costs for curative services, then a greater 
proportion of resources could be directed towards the 
expansion of preventative interventions.  Extending 
immunisation coverage, for example, provides 
health gains at population-level and reduces the 
burden of treating communicable disease.  Another 
advantage, highlighted by the proponents of user 
fees, is that charging for services deters “frivolous” 
use.  However, this has been strongly refuted as in 
many countries, the costs associated with accessing 
care are often substantial [13].  In other words, given 
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that users were already committing considerable 
personal resources to accessing healthcare, they 
were unlikely to be ‘misusing’ services. In such 
circumstances, user fees could be seen as an 
added burden rather than a justifiable ‘gatekeeper’ 
preventing the inappropriate use of health services.

User fees may promote efficiency in the referral system 
and allow the burden of care to be more appropriately 
distributed between primary healthcare facilities and 
district hospitals [14]. However, this is only successful 
if a graded fee-scale applies to different levels of 
healthcare and for different services.  By implementing 
high fees at secondary care facilities, both patients and 
doctors would be encouraged to use primary healthcare 
where appropriate, thus allowing hospital staff to treat 
those with more serious illness.  It may be argued that 
user fees have potential as an effective mechanism 
for cost-recovery, but only if administrative systems 
are able to facilitate efficient fee collection and the 
negative impact on utilisation offset by improvements 
in the quality of service provision at all levels.
  
What are the disadvantages of user fees?

The fact remains that low income countries are still 
unable to mobilise sufficient resources to provide 
adequate healthcare for all, despite the widespread 
prevalence of user fees. One explanation for this 
may be that charges have not been adjusted in line 
with inflation and so represent a smaller proportion 
of operational costs [6]. It would be reasonable 
to assume that the simplest way to supplement 
existing health budgets would be to increase user 
fees to reflect the current cost of service provision.  
However, this may not be the most appropriate 
solution as the financial gains achieved through 
user fees are often at the expense of equity.  

The introduction of user fees typically produces a 
marked decline in service utilisation by those in the 
lowest income brackets, indicating that user fees 
restrict the poorest sections of society from accessing 
healthcare.  Conversely, abolishing user fees in Uganda 
removed this barrier which prompted a notable 
increase in demand for health services, particularly 
by the poor [15].  The costs of healthcare are often 
more significant for those in lower income quartiles 

as out-of-pocket expenditure consumes a higher 
proportion of the domestic budget.  Therefore, user 
fees contribute to inequity by excluding vulnerable 
populations from accessing even basic health services.

This potential for inequity was recognised by the 
World Bank, which proposed that an effective waiver 
system would mitigate any negative effects and avert 
catastrophic levels of spending on health [11].  The 
success of such schemes, however, is dependant 
on the ability to distinguish the ‘poor’ from the 
‘non poor’.  In theory, means-testing should allow 
targeted subsidy of healthcare for those on the 
lowest incomes.  Evidence from Colombia and Chile 
indicates that it is often difficult to develop sufficiently 
stringent criteria, as there may be considerable 
incentives for ‘non-poor’ to lie [13]. In addition, 
poverty levels are often high and so the criteria for 
exemption must take into account the availability 
of financial resources to reimburse health facilities.  

Inequities are further compounded by widespread 
corruption in many countries, which diverts revenue 
from reinvestment in vital services to line the pockets 
of those responsible for administrating the system. 
This may be multi-tiered, from healthcare workers 
accepting informal payments to government 
officials siphoning income from public funds [16].
Effective policy and strong governance is needed 
to break the culture of endemic corruption 
and restore capital to healthcare budgets. 

To resolve any issues of inequity associated with user 
fees, mechanisms to safeguard the poor must be in 
place.  Absence of an effective waiver scheme increases 
the risk that public health systems become orientated 
towards achieving profit, at the expense of providing 
care for the most vulnerable groups in society.  

What are the alternatives?

Over the last few decades, the political support for 
user fees has declined and alternative methods of 
health system financing debated.  The World Health 
Organisation advocates prepayment schemes 
as a viable solution, providing a risk pooling 
mechanism to avoid catastrophic spending on 
health.  Similarly, the World Bank now supports the 
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introduction of community insurance schemes to 
rationalise private expenditure and increase access 
to health services [17]. However, the predicted 
benefits are subject to effective implementation 
and there is limited evidence of success in practice.  

The role of OECD countries in supporting the 
development of sustainable healthcare financing in low 
income countries is also a factor.  Use of donor money 
has been advocated as solution, but increased reliance 
on aid is unstable as a basis for healthcare funding.  
Further calls have been made for the G8 leaders to 
follow through on commitments for debt cancellation, 
thus increasing the proportion of the national budget 
available for health services.  This would also support 
African countries in achieving targets for tax funding, 
as set in the Abuja Declaration.  Nevertheless, there is 
evidence to suggest that there may be significant gains 
associated with user fee abolition - by one estimate, 
removing fees for basic healthcare could prevent 
approximately 233,000 deaths (6.3%) in children 
under the age of 5 across 20 African countries [18].  
However, this requires sufficient planning, leadership 
and resource mobilisation to allow health systems to 
cope with increased demand for services following 
removal. The examples of Uganda, South Africa and 
Ghana have shown however, that it can be done.  

Conclusion

The continuation of user fee policy on the basis of 
financial pragmatism is questionable. Although 
charges do increase resources for health service 
provision, the level of cost-recovery achieved is often 
considerably less than expected.  This is attributed to 
inefficient collection systems and lack of administrative 
capacity, both of which limit revenue gains.  In addition, 
measures to offset the regressive impact of user fees 
and preserve equity are largely ineffective as the 
theoretical basis for waivers and exemptions overlooks 
the practical difficulties of implementation.  If the poor 
are prevented from accessing basic services, then 
justification for using fees as a mechanism for improving 
the efficiency and quality of healthcare is debatable.  

Considering the current limitations, it would appear 
that user fees are not the most appropriate way to 
maximise funding for health systems in low income 

countries.  Calls to remove user fees entirely have 
cast further doubt over their role in healthcare 
financing. The World Bank now acknowledges that 
as fees exacerbate inequality and that alternatives 
such as collective insurance schemes are preferable.

However, it is unlikely that significant policy change 
will occur in the immediate future as governments that 
have introduced user fees relatively recently, often as a 
direct response to requirements for donor funding, are 
now looking sceptically at the call to remove them [19].  
Although several African countries have demonstrated 
that abolishing user fees is possible, further problems 
are created in the absence of sufficient planning, 
political commitment and supplementary funding.  

There appears to be no universal solution to 
achieving sustainable healthcare financing in low 
income countries. However, it is vital that any policies 
consider the potential implications on equity as well 
as the capacity to raise revenue.  This is the only way 
to ensure that health financing is truly sustainable.  
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Global Health Education in the 
UK

The United Kingdom has one of the highest GDPs  
in the world. Through hundreds of years of ex-

ploration and empire, we cast our net throughout 
civilisation. While our past may have some glori-
ous and some not so glorious aspects,   it is ac-
knowledged that our roving eye for countries to 
conquer gave us vast resources  that helped us ar-
rive at the stage of development we are at today.

Since we lost our taste for empire and colonial-
ism, it has occurred to many that our plunder-
ing of both the natural resources and populations 
of these countries gives a debt  towards them.  

Although we may have continued to assert ourselves 
inappropriately, since the end of the Second World 
War we have also  faced these responsibilities in nu-
merous ways. The open-door policy operated towards  
all commonwealth countries in the post-war years al-
lowed countless people from the Caribbean, the sub-
continent and beyond to seek a better life within our 
shores.   During Idi Amin’s reign of terror in Uganda, 
the UK government flew tens of thousands of Ugan-
dan Asians out of the country to avoid persecution.  
Although the  recruitment of skilled workers  or ‘Brain-
Drain’ can be justifiably put forward as motivation for 
some of these policies, there was also a genuine sense 
of giving something back to our former colonies. 

Another way we have strived to give something back 
to those countries is through our academic talent, our 
universities and the intellectual resources we have at 
our disposal.  Research into diseases and problems 
that plight countries  worldwide  was been some-
thing UK Universities have done for decades. As our 

own society has been freed from the burden of  in-
fectious disease with comprehensive sanitation, vac-
cination and public health medicine, our academic 
institutions have increasingly focused on those con-
ditions which effect Central and Southern america, 
Asia, the Subcontinent and most of all Africa.     We 
even had one of the first government departments 
- DfID - specifically set up to focus our efforts to im-
prove health and prosperity in the developing world.

The cynics will point out that all of us like to travel. 
Research into these areas invariably involves visit-
ing the  countries involved, catching the magnificent 
beauty and sites that they hold along the way.  But  
the decade just past saw an unprecedented public 
interest in development, saving and improving the 
lives of those not as fortunate to be born in a high-
income society with a well developed health system.  
Medical students and junior doctors were no differ-
ent, with 5 intercalated BSc’s set up addressing various 
aspects of International or Global Health, and three 
more in the pipeline to start within the next two years. 

But what about those who want to take their inter-
est further after graduation? If you genuinely want 
to devote some of your time and skills towards im-
proving health in these nations, then you must be 
prepared and have an understanding of the environ-
ment and conditions you will be dealing with. So over-
leaf is a brief, basic skeleton map of the postgradu-
ate courses at the key Global Health rsearch units 
throughout the UK. You will find more detailed lists 
of the courses available at some of these institutions 
throughout this issue, and links easily enough through 
the Alma Mata website at our education pages. 

The UK and Ireland has a vast array of institutions and courses for 
health professionals who want to expand their global health knowledge. 
Gareth Lewis highlights the key players in this ever-growing field...
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Centre for International Health and Development, 

As well as PhD/MD options, CIHD has several MSc, Diplomas 
and short courses of the same qualification including 
Global Health and Development, International Child Health 
and a TropED version of the former where students can 
study modules across European partner institutions
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Centre for International 
Public Health policy, Edinburgh

Several Masters and short courses 
including Global Health and Public 
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global health and global health and 
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Introduction 

Tuberculosis (TB) is a common and often deadly 
infectious disease which affects nearly a third of 

the world’s population and killing around two million 
people every year [1]. The World Organisation (WHO) 
has endeavoured to tackle this global crisis but diverse 
social contexts, resources and political structures 
profoundly affect the ability of control programmes to 
implement policies effectively.  Research claims that 
poverty has a profound impact on the success of TB 
programmes [2] as poverty-related barriers delay or 
prevent poor TB patients from accessing TB services [3]. 

Nepal is one country where almost half of the 
population is infected with TB [4]. It is also one of the 
poorest countries in the world, but the relationship 
between poverty and TB in the context of Nepal has 
not yet been studied. Public health research in Nepal 
is largely clinical and TB is still seen ‘as a biomedical 
rather than a social disease’ [5]. This narrow field of 
research on TB in Nepal calls for a wider perspective 
with more interdisciplinary research, to increase 

the efficacy of public health interventions such as 
Directly Observed Therapy, Short Course (DOTS); 
which is the WHO promoted strategy for TB control [6]. 

Aims & Objectives

The aim of this review is to analyse the relationship 
between poverty and tuberculosis (TB) control in 
the context of Nepal, in order to strengthen non-
biomedical research and work towards incorporating 
an awareness of social and political issues into 
Nepalese TB policies. Its objectives are as follows:  

• Examine the issues of poverty in Nepal

• Outline the burden and control of tuberculosis in 
Nepal 

• Analyse the relationship between poverty and 
tuberculosis in the context of Nepal 

• Discuss the implications for health policy 

Methodology

For this review, a literature search was performed 
using the search strategy outlined in figure 1. Several 
academic databases were used, as well as general 
search engines and resources known to the author.

Poverty in Nepal

Poverty is a major problem in Nepal. A staggering
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31% of the population live below the national poverty 
line and the annual per capita income is only US$270 
[7].  Health expenditure is low at 78 Intl $ per capita and 
‘basic facilities such as safe drinking water, sanitation, 
doctors, nurses and beds continue to be inadequate 
[1]’ . Life expectancy is only 62 years for men and 63 
years for women [1].  

Poverty has originated from socio-cultural exclusion, 
discrimination and weak political structures (8). It 
varies immensely with geographical location, gender, 
caste and religion; political power lies in the hands 
of a few rich and international elites. More than 24% 
of the population now live on less than US$1 per 

Figure 1: Search Strategy

day [1], compared to 10% of people in neighbouring 
China (World Bank 2004). The following sections will 
illustrate some of the poverty issues in Nepal.  

Poor economic growth

Since 2000, Nepal’s economic growth has slowed down 
[8]; and in 2001/02 overall growth became negative 
(-0.6%), for the first time in 19 years [8].  Agriculture 
is the mainstay of the Nepali economy, but over the 
last few years agricultural growth has been sluggish 
and earnings from the tourism industry have also 
fallen [8]. Together with deteriorating law and order, 
poor governance, lack of infrastructure and increased 
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defence expenditure, this poor economic performance 
has fuelled the deterioration of the Nepali state in 
recent years. 

Geographic diversity and urban/rural divide

Arable land distribution in Nepal is unequal and 
mountainous regions are particularly short of good 
quality ‘khet’ land (arable, irrigated low land). Poverty 
is greatest in mountainous regions. - as well as this 
land related variation, poverty levels are often higher 
in rural areas than in cities. 90% of the total poor 
live in rural regions. Figure 2 [7] shows the levels of 
rural and urban poverty, along with the proportions 
of poverty within rural settings.  Marginal economic 
improvement during the 1990’s was concentrated 
primarily in the cities [8], and higher salaries in urban 
areas led to urban economic growth and migration; 
‘the urban proportion has increased…from 4 percent 
in 1971 to 14 percent in 2001’ [9]. 

Many people living in rural areas ‘persistently suffer 
from hunger and poverty’ [11]. In 1996 food insecurity 
was highlighted as ‘the most serious problem of the 
poor’, with 41 of the 75 districts being short of food [8]. 
Other poverty indicators also differ between urban and 
rural areas; in 2005 only 39% of the rural population 
had access to improved sanitation, in contrast to 81% 
of urban populations [1].

Caste system

An elaborate caste system rooted in Hinduism, the 
main religion in Nepal, ‘maintains a rigid vertical form 
of hierarchy amongst the people’ [8]. A few upper 
class groups dominate those in lower groups who 
can be discriminated against politically, socially and 
economically. The system ‘is based on degrees of purity 
and pollution, with the lowest ranks being considered 
‘untouchable’’ [12].  

Dalits are at the bottom of the caste structure and are 
excluded from upper-caste households and public 
buildings; excluded from government and NGO 
programmes; forced into labour; abused by higher 
castes and targeted for rapes and beatings [12]. This 
social marginalisation means that almost half of Dalits 
live below the national poverty line [13], compared to 

only 34% of Brahmins and 25% of Newars [8]. Income 
gaps between castes are wide; GDP per capita is 1533 
rupees for Brahmins yet only 764 for the occupational 
castes. 

The Nepali governance system is ‘highly influenced 
by the unequal caste system’ [8], as Brahmins and 
Chhetris have disproportional control of the state and 
Dalits have no control at all over policy making. During 
the first 10 years of multiparty democracy, Dalits ‘were 
almost entirely absent from parliament’ [13]. 

Figure 2:  Distribution of Human Poverty in Nepal by  
Region, 2000 [7]

Gender inequalities

Gender has recently been recognised ‘as providing 
insight into the control of infectious diseases’ [15], 
as differing behaviours, roles and expectations exist 
within a social, economical and cultural context. 
Poverty levels are much higher among women than 
men [16] and an infant mortality rate of 40.2 for girls 
and only 27.8 for boys [17] illustrates the gender 
discrepancies in health related poverty indicators. 

Nepali women can suffer domestic and public 
violence, particularly in rural areas where traditions 
are entrenched. ‘Deep rooted superstitious beliefs and 
attitudes still prevail’; and women can be accused of 
witchcraft [8]. 
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Discrimination against women begins at home. 
Parents are often reluctant to pay for their daughters’ 
education - illustrated by the education percentages 
in figure 3. In Nepal a girl’s role is to look after children 
and the household. As a result, levels of illiteracy are 
higher in women than men; the average literacy rate 
for men and women combined is 53.74% but for 
women it is only 42.49% [8]. 

Civil war

The Maoist insurgency in 1996 exacerbated poverty in 
Nepal and resulted in an extended political, economical 
and social crisis. Between 1996 and November 2003, 
8295 people were killed, and much infrastructure was 
destroyed [8]. 

The countryside was particularly affected by the 
insurgency, with rural people being forced to leave 
their villages for fear of being caught in crossfire 
between Maoist guerrillas and state security [8]. The 
total number of displaced Nepali people is estimated 
to be between 100 and 200,000 [8]. As men were 
forced to flee their homes, many households were left 
to be headed by women. As analyses show that female 
headed households have higher levels of poverty, war 
has increased the number of households living in 
poverty [14].

The economic cost of the civil war is immense, 
due to GDP losses and infrastructure damage. 
One source claims the total cost of the Maoist 
insurgency to be 55 billion rupees 
(more than $US 1 billion) (8); 
obviously this has limited the 
financial resources available for 
healthcare. 

Tuberculosis in Nepal

In Nepal an overwhelming 45% 
of the population are infected with TB [4]. Although 
the Nepali Tuberculosis Programme (NTP) has made 
considerable efforts to  detect and cure as many 
people as possible through implementation of the 
DOTS strategy for TB treatment, 23 per 100 000 people 
still die from TB every year in Nepal [18].  

Tuberculosis control in Nepal

DOTS is the dominant strategy in the global campaign 
against TB and although it has increased global TB 
detection and treatment rates in many countries [6], 
much controversy surrounds its success. Questions 
have been raised about whether DOTS should be 
perceived as the ultimate universal solution for TB 
control. 

The programme consists of five main elements [18]: 

• Political commitment

• Diagnosis by sputum smear microscopy

• Direct observation of treatment

• Regular, uninterrupted drug supplies

• Standardised reporting and recording systems

DOTS is target driven, focusing on globally defined 
goals (70% detection rate and 85% cure rate) [19]. 
This attention on cure has generated concern that 
vulnerable groups (largely those in poverty) risk being 
excluded from the best available care; as in efforts 
to reach targets, treatment may become prioritised 
to those deemed most likely to comply, or to those 

that are easy to trace in the event of default [20]. The 
emphasis of the programme is on ‘identifying when 
patients have defaulted from treatment rather than 
supporting them to complete treatment’ [21]. 

Only medical data is recorded and reported for the 
DOTS programme – financial, geographical, cultural 

Figure 3: Proportion of primary-aged children currently in school {7}
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and educational details are undocumented. Current 
outcome measures are the percentages of treated 
patients who are cured, complete treatment, die, fail to 
complete treatment, default from treatment, transfer 
to a different treatment centre or are non-evaluated 
[18]. Reasons for default or for treatment failing are 
not examined. 

In Nepal, the DOTS strategy was adopted as national 
policy for TB control in 1996. Rapid implementation 
meant DOTS availability and coverage reached 53% in 
1999 and 100% by 2006 [4]. However, as many people 
live in sparsely populated isolated areas, although 
DOTS coverage may be reported nationally as 100%, 
in rural regions TB centres may be so far apart that 
remote populations could find services too difficult to 
reach [21]. 

The relationship between poverty and 
tuberculosis in the context of Nepal 

The relationship between poverty and TB in the 
context of Nepal is difficult to analyse, as the poverty 
issues described are both causes and effects of poverty 
within Nepal. These issues are also intertwined with TB.   

Limited financial resources in Nepal have led to an 
inevitable cut in national health expenditure and 
the ‘political commitment’ component of DOTS is 
difficult to realise as resources are only allocated ‘to 
the social priority sector’ [10]. Laboratory services, 
staff salaries, drug supplies and even the number of 
centres are minimal. Furthermore, low government 
health expenditure suppresses private sector 
investment, adversely impacting on income and 
poverty. This subsequently adds to the burden of TB. 
External funding (for example from NGOs), is crucial 
for the implementation of infectious disease control 
programmes in Nepal and the TB programme is now 
almost entirely dependent on the Global Fund. 

‘As government expenditure on health is meagre, 
nearly three quarters of health costs are met by private 
sources, mostly out of pocket’ [1]. However, as so many 
Nepali people are living in abject poverty, paying for 
medical care (particularly for Dalits in rural areas) is 
difficult. Where poverty levels are exceptionally high, 

accessing medications may be impossible altogether. 

Accessing medications can be particularly difficult 
for Dalits. Furthermore, as Dalits are the principal 
occupants of the poorest geographical regions (55% 
live in the mountains [22]), social barriers to accessing 
TB services are compounded by physical obstacles 
such as poor roads. Differing life expectancies of 60.8 
years for Brahmins and only 50.3 for the occupational 
castes highlight the health discrepancies between 
these castes [14]. The ‘untouchable’ facet of the Nepali 
caste system complicates communication between 
groups. As high castes in Nepal are reluctant to touch 
or talk to low caste ‘untouchables’, DOT is not easy to 
perform [23]. Although ‘untouchable’ practices are 
declining in the Nepali health sector they are yet to be 
eliminated [24]. 

Gender inequalities mean that Nepali women may be 
reluctant to adopt a sick role and get treatment for fear 
that their productive role within the household will 
not be fully replaced [15]. As women have ‘little extra 
time and poor economic resources’ [25], DOTS may be 
difficult to comply with.

DOTS centres are sparse in some regions, so local 
people are often unaware of, or have little control 
over, health policy decision making. As customs vary 
between regions, if local needs are not considered, 
national developments may be practically and 
socially inaccessible for some communities. Although 
Nepal has begun to decentralise health care facilities 
by transferring funds and management to local 
committees, exactly how much influence local people 
will have over health policy decisions is still unclear 
[13]. The optimal balance between vertically organised 
national TB agendas and integrated horizontal 
programmes is difficult to achieve. 

Widespread malnutrition in Nepal also restricts 
effective DOTS implementation. Patients struggle 
to reach health centres, earn enough money to buy 
medications and may be more likely to develop active 
infections. Rai et al [26] claim that that even education 
is affected by nutritional status; a malnutrition rate 
of 53% was observed in illiterate Nepali mothers, 
compared to 22% in college level mothers [26]. 
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Communication can be also challenging in Nepal, as 
technology is limited in rural areas. Notification of 
outbreaks will be difficult so TB monitoring can be 
problematic. TB services will not be able to anticipate 
disease outbreaks or plan effective control programme 
developments. 

In Nepal, TB is ‘linked to notions of impurity and locally 
widely associated with dirt and poor habits’ [19]. 
Marriage and employment can become difficult if 
people isolate themselves to avoid infecting others [5], 
and they can easily fall further into poverty.  The social 
stigma makes it more difficult for people with symptoms 
such as chronic cough to present for treatment, for 
fear that their diagnosis will be tuberculosis. If they 
delay in seeking care, they will develop a more serious 
infection, take longer to be treated and be infectious 
to others for longer. One study found that Nepali 
health workers ‘frequently responded aggressively to 
people who finally presented for treatment’, meaning 
patients felt ‘threatened, uncomfortable, unwelcome 
and unwilling to return’ [15]. 

Blocked medication supplies during the war in Nepal 
directly obstructed TB treatment and blocked food 
supplies, leading to a shortage of foof in rural areas. 
Although the war ceased in April 2006, hundreds of 
community health posts were destroyed [27], leaving 
TB control programmes severely understaffed. The 
massive economic cost of war has limited the financial 
resources available for poverty reduction schemes or 
health programmes like DOTS.   

Discussion 

Implications for health policy

A fundamental criticism of the DOTS strategy is that it 
targets those with active disease, without taking steps 
to reduce the infection risk for the whole population, 
through measures such as education or food security. 
An effective way of targeting broad ‘care’ rather than 
disease ‘control’ may be to collaborate with food aid 
programmes as malnutrition causes poverty and 
poverty affects TB. Programmes addressing food 
security at the micro level could ‘increase agricultural 

productivity in a sustainable way’ to ‘ensure self-
sufficiency of food’ [8]. 

Centralisation of wealth and power should also be 
ended and instead, resources should be localised 
in favour of developing family farmers. Although 
‘the guarantee of availability of food lies within the 
state’ [8]; local governance should be empowered to 
define food deprived areas and prepare areas for food 
storage and distribution. To ensure food availability, 
the government will have to work with NGOs and 
international organisations to prevent and deal with 
crises should they arise. 

A strategy to improve treatment adherence could be 
training family members to supervise treatment [21] 
which could have three major benefits for Directly 
DOT implementation. First, patients could take their 
medication at home rather than struggling to reach 
a clinic. Without the challenge of travelling long 
distances in difficult conditions, patients may be 
more likely to comply with full antibiotic courses. 
Next, as doctors and nurses are attracted to the cities 
and rural regions are left with deficient numbers of 
health personnel, family supervision of therapy would 
facilitate regular and sustainable treatment in areas 
where health personnel are scarce. Finally, family 
observed therapy could minimise stigma, as regular 
trips to health centres would not be needed with 
family DOT, so the social stigma and fear of recognition 
that is attached to TB would be reduced. 

Strategies must be developed to enable high caste 
workers to care for low caste TB patients, as high caste 
supervisors are reluctant to even offer water to low 
caste patients, due to sanctioned notions of purity and 
impurity [19]. This means that many patients cannot 
even swallow their tablets and consequently often 
default from treatment [19]. 

Economic barriers to treatment could be lowered 
by providing free medication to patients enrolled 
in TB programmes and if the other hidden costs of 
transportation, consults, and radiography could also 
be reduced for needy populations, patients would 
find it easier to complete treatment courses. However, 
again, limited financial resources within Nepal means 
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providing financial incentives for treatment would be 
difficult. 

Porter and Ogden [6] advocate that a shift in 
perspective is needed for effective TB control, with a 
move ‘from standardised, short term interventions 
with an emphasis on outputs, to an approach that is 
responsive to context, with longer term objectives 
and a focus on process’. Developing TB programmes 
to serve broader aims such as enhancing autonomy 
and improving quality of life, would be a more 
effective way of tackling infectious disease than 
focusing on drug treatment. However, these are broad 
recommendations that may be beyond the realm of 
TB programmes. To successfully control TB in Nepal, 
extensive structural changes are needed to combat 
poverty, nutrition, health-care seeking behaviour and 
social discrimination.

Limitations

It was important that any literature search is as 
systematic as possible to avoid missing relevant 
studies. Efforts were made to identify all relevant 
published studies by carefully selecting key words,.
However, searches may still not have captured all 
relevant articles. Unpublished articles were not 
examined, but efforts were made to find any additional 
and ongoing research by key authors in this field by 
searching online. 

Although TB is widespread, the precise impact and 
epidemiology of TB worldwide ‘can only be estimated 
indirectly’ [28], limiting the accuracy of analyses of 
TB and poverty. TB notifications and global record 
keeping are far from optimal and in many regions 
‘disease surveillance is rudimentary’ [28]. 

As a variety of poverty indicators and measurement 
methods are used in the studies, TB data is merely 
estimated and is from numerous sources, so 
analysing the relationship between poverty and TB 
is problematic. The generalising of the findings is 
limited. While results and evidence based conclusions 
from the literature represent small, well researched 
populations, results from individual studies may not 
be representative of the rest of Nepal. Further research 
is needed to establish how general these findings are. 

Conclusion

This review has highlighted the issues coupled with 
poverty in Nepal: limited financial resources and slow 
economic growth, a weak infrastructure, gender and 
caste discrimination, social stigma, urban/rural divides 
and civil war. These factors are both creators and effects 
of poverty, meaning that poverty in Nepal becomes a 
self perpetuating cycle. Analyses of the relationship 
between poverty and TB show that deprived, marginal 
populations in Nepal are not only automatically at a 
high risk of TB infection but they also delay seeking 
healthcare, reaching services and receiving care. 

Examining poverty in Nepal and analysing the barriers 
it poses to TB control has raised important questions 
about the appropriateness of the current biomedically 
orientated approach to TB control in Nepal and 
shortcomings of the DOTS programme have been 
identified. Short term, biomedical interventions that 
only involve the health sector are insufficient for TB 
management. In Nepal, a wider, interdisciplinary 
approach is needed to tackle the extensive TB burden. 
There is a need for a broad upstream approach to shift 
the focus of TB control from medical treatment to 
disease prevention. A comprehensive understanding 
of the links between TB and social context, vulnerability 
and the impact of broad structural issues like poverty 
is needed.  
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The relationship between the international 
community (IC), which for the purposes of this 
article is defined as ‘the broad coalition of donor 
governments, non-governmental organisations, 
international organisations and all other parties 
involved in aid’ and famine prevention in Africa is long 
and complex. The contention that it has to “take full 
responsibility for stopping Africans from starving” 
cannot be addressed without first unpacking 
three problems inherent within this statement. 

The first of these is the potential of the IC to prevent 
famine. Understanding this potential requires a 
deeper understanding of the nature and causes of 
famine, and the ways in which IC intervention both 
helps and hinders progress in this area. The second, 
related, problem surrounds the timescale in which 
we understand famine. Clearly, the responsibilities 
and strategies of the IC in response to an emergency 
differ from its responsibilities and strategies towards 
famine prevention over the long-term. This is a 

problem that invokes issues of structural weakness 
and dependency. Finally, the above contention cannot 
be supported without an analysis of IC motives. Taking 
responsibility must be distinguished from assuaging 
guilt, and moral responsibility from paternalism.

Causes of famine

African countries suffer from periodic famine 
brought on by extreme climatic and environmental 
conditions. Such abrupt causes of famine, however, 
only trigger famine due to existing susceptibility.1 This 
susceptibility derives from the weakness of African 
agriculture. At the time of gaining independence 
the majority of Africa was self-sufficient in its food 
production and acted as a net exporter for food 
staples.2 Today, however, the majority of African 
countries depend on income from cash crops to 
import food. Africa’s grain yields are equivalent to only 
one third of other developing regions in the world.3

How did this decline in food production emerge? The 
traditional focus of scholars studying famine has been 
to point to underlying structural problems in post-
colonial African states. These are shown in panel 1. 

Responding to these analyses, the IC has historically 
focused its famine-relief efforts on economic 
structure: providing money to build productive 
agricultural capacity and improve infrastructure.

However, scholarship on the causes of famine in the 
late twentieth century began to switch focus away from 
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natural or economic factors and instead highlighted the 
importance of the role of human agency in the causing 
of famine.4 Economist Amartya Sen argued that famine 
had to be understood as an entitlement issue, with 
the crucial variable being the ability of populations 
to access or demand food.5 Sen’s reinterpretation 
caused a discursive shift in understanding famine: 
where famine was previously seen as a lack of 
food, now it was seen as an inability to demand it. 

Panel 1:  Underlying Structural Problems contributing to 
Famine 

For those involved with aid, this new perspective 
highlighted a crucial link between political inequality, 
bad governance and the distribution of food. The 
ability of people to demand food reflects their 
political, military, economic or inherited position 
within the IC, and those groups lacking strength, 
organisation or representation in these fields are most 
likely to be victim to famine.6 At its most extreme, this 
inequality can become a weapon. In Sudan in 1988, for 
example, government-sponsored militias used famine 
as a political strategy to impoverish and marginalise 
elements of the Sudanese south with the aim of 
restoring power and economic benefits to the north.7

More generally, this connection between famine and 
political-economic position suggested that famine 

was not just a problem of economic structure, but of 
politics. Sen was quick to point out that no functioning 
democracy has endured a famine in modern times.8 
This was because, he believed, liberal democracies 
face continual public criticism from a free press and 
scrutiny through fair elections. It is therefore in their 
best interest to avert famines and other catastrophes. 
A fundamental solution to famine, on this 
understanding, requires fundamental political change.

In the light of entitlement theory, if the IC is serious 
about helping Africa overcome famine, what can it do? 
Certainly, helping improve agricultural productivity 
is vital, but in the absence of political change where 
populations become entitled to demand food, and 
governments obliged to provide it, there is doubt 
as to whether it will make any difference. Worse still, 
one of the main problems with international relief 
agencies is the propensity for such organisations 
to undermine the local government and decrease 
their accountability to the local population.9 The IC 
“taking full responsibility” is therefore no solution 
in itself; what is crucial is the nature of the support 
given. It is critical to understanding the proper 
nature of the responsibility of the IC towards 
Africa that famine is separated into two distinct 
categories: short-term relief and long-term rebuilding.

Short-term relief 

Few would argue against the IC having a responsibility, 
even the full responsibility, to tackle famine in an 
emergency. From a moral perspective, it would be 
morally bankrupt for the IC to withhold resources 
which it has in plenty whilst those in immediate 
need are left to suffer. Such relief can take a variety 
of forms such as food aid, immunisation programmes 
and providing shelter for internally displaced 
people. In many cases this support is invaluable, 
and prevents crises of far greater proportions. 
Looking forward, Western governments could help 
African countries more to avert famine by using 
meteorological evidence and technology to warn 
of extreme weather or possible harvest shortfalls. 

Even here, however, the IC “taking full responsibility” is 
no guarantee of success. Importing food into an area 
suffering from famine is often counter-productive 
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and usually arrives after the worst of the damage 
has taken place.10 American food aid has been 
condemned for years for having a negative impact on 
the domestic crop production.11 Food aid has also 
been criticised for shifting consumer tastes away from 
locally grown crops to wheat products like pasta.12 
This strengthens the central argument of this article: 
giving the IC increased responsibility is not a cure-
all solution to famine prevention. Responsibility for 
the provision of short-term famine relief should be 
shared with the local people. Without their input, 
as with the well-intentioned interventions above, 
they may end up doing more harm than good.
 
Long-term rebuilding 

The discussion above has shown that the primary 
causes of famine are not natural disasters, but deeper 
economic and political problems. If the IC were to “take 
full responsibility for stopping Africans from starving” 
as the question asserts, it follows logically that it would 
have to take full responsibility for addressing these 
problems. This would require deeper, more long-term 
intervention in the political economies of African 
countries. However, the record to date of IC involvement 
in these kind of undertakings is disappointing.

IC attempts to bring about domestic, economic 
and political change by throwing money at Africa 
have not solved the problem. The aid community 
fervently contends that it is well within the reach of 
rich countries to provide sufficient financial support 
to alleviate famine.13 Yet critics like William Easterly 
have reminded us that, even if this money was to 
appear, it would make little difference to Africa’s 
plight. Over the last fifty years the West has spent $2.3 
trillion on foreign aid with very little to show for it.14 

A major reason for this is the negative impact of aid in 
the long-term. As generation after generation become 
reliant on aid and are subjected to conditions set by 
the donors, a culture of dependency can ensue. On 
the delivery side, duplication and waste undermines 
much long-term famine prevention work. The lack of 
central coordination makes delivery overlapping and 
haphazard, with donor governments, international 
organisations and non-governmental organisations 
providing uncoordinated, unnecessary or even 
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unwanted assistance to famine-threatened Africans.

In sum, IC attempts to bring about long-term economic 
and political change through “taking responsibility” 
have had neutral, even negative, results. This is the 
consequence of the attitude that underpins these 
efforts; that is, that Africans have to be excluded 
from the process, and the IC always knows best. It is 
this that induces dependency, and this that prevents 
assistance from being properly coordinated to reach 
those who need and want it most. In fact, the efforts 
at political and economic change (and by extension 
famine prevention) that have had most success 
are those that have shared responsibility with their 
African partners. These enterprises share two features.

The first is that IC assistance is planned through and 
integrated into local communities. Strategies for 
economic development do not work unless local 
groups have helped draw them up themselves, feel that 
they “own” them and are thus committed to them. This 
is a dynamic process involving continuous feedback 
from the local populace of what is working and what 
does not. This helps limit the waste of resources 
experienced by top-down, IC dominated projects. 

The second is that all assistance is sustainable. One of 
the most effective recent examples of IC involvement 
in Africa is the ‘Millennium Village’ project set up to 
help reach the Millennium Development Goal of 
halving extreme hunger by 2015. The IC has provided 
twelve villages throughout Africa with high-yield 
seeds, fertilizers and small-scale water management 
techniques. The first village, set up in Kenya, in 2004 
has already tripled its crop production in two years 
and is subsequently selling its produce at the local 
market.15 This scheme shows the potential for 
Africa, in partnership with the IC, to undergo its own 
Green Revolution. By restructuring local agriculture 
in a sustainable way, it also goes a long way to 
overcoming problems of dependency, and provides 
reliable agricultural production into the future.

What these successful projects show, compared with 
the failures of the IC-dominated approaches, is that 
the IC “taking full responsibility” can be an obstacle 
to famine prevention, not a solution. Top-down, 
external control robs Africans of their self-confidence; 
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shared responsibility helps restore it. Perhaps, as self-
confidence grows, political institutions and participation 
will strengthen with it, increasing the entitlement of 
populations to demand food from their governments.

There are, however, limits to how far the IC can be 
a partner in this process. The UN Charter and the 
1948 Universal Declaration of Human Rights make 
the intervention of the IC to alleviate famine a moral 
responsibility, and rightly so. However, the IC must 
recognise when moral responsibility becomes moral 
guilt. Progressive intervention in Africa to alleviate 
famine out of moral guilt leads to paternalism, and 
paternalism to dependency. The IC must learn, therefore, 
when to be dispassionate about famine prevention, 
when to step back and let Africa chart its own course, as 
frustrating as it might be to observe from the outside.

This is most evident in the area of governance. As Sen has 
shown us, governance is really at the core of all famine 
prevention. Yet the IC cannot force good governance 
from the top; it must emerge, painstakingly, from 
within domestic institutions. The IC can encourage 
the kind of projects that build the self-confidence 
necessary to make this possible, but it must eventually 
be a spectator to the process, or the new politics 
will lack real roots in domestic culture and identity.

Famine in Africa is not a problem caused by extreme 
weather conditions or overpopulation16. It is a 
problem whose origins are political and economic. 
It is not, however, the duty of the IC to take “full 
responsibility” for solving it. Such an attitude, in fact, 
only exacerbates African political immaturity and 
weakens entrepreneurial spirit. Moreover, it doesn’t 
work: half a century of top-down foreign aid has not 
made Africans any less poor or susceptible to famine.

To force African governments to structure policies 
in the way the IC feels is most appropriate is 
arrogant and counterproductive. A sustainable, 
viable solution to famine in Africa requires that the 
IC start at the bottom and work up, talking to local 
people and adapting to local situations. In this way, 
Africa can achieve the economic reform needed to 
combat famine, build blocks for political reform, 
and maintain its unique culture, traditions and pride 
along the journey. In short, the IC needs to support 

Africa in solving its own problems, not solve them 
in its place. This is its moral responsibility to Africa.
providing uncoordinated, unnecessary or even 
unwanted assistance to famine-threatened Africans.
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Career Focus

The Medical Foundation for the Care of Victims of 
Torture is a centre for those who have personally 

experienced the most horrific acts imaginable inflicted 
by man towards mankind. The clientele consist mainly 
of refugees and asylum seekers. As a fourth year medi-
cal student I spent six weeks at the Medical Foundation 
(MF), hearing about some of these experiences, learn-
ing how to help ‘victims’ return to normality and the 
problems refugees face on their arrival to the UK.

The United Nations Convention against Torture 1984 
definition of torture is summarised: “any act by which 
severe pain or suffering, whether physical or mental, is 
intentionally inflicted on a person for such purposes… 
as obtaining information or a confession…when [it] is 
inflicted by or at the instigation of or with consent …
of a public official.” [1] To gain access to MF’s services 
clients must have experienced some level of torture. 
Victims from all over the world, therefore, come to MF 
to get help from the various types of professionals at 
hand.

A large part of the work done at MF is to write medico 
legal reports, documenting a client’s experience of 
torture and thus helping with their asylum application 
process. This is done by volunteer and paid doctors, 
normally GPs, with help from a legal team. Most doc-

tors are part time at MF, combining their NHS jobs with 
this emotionally challenging work. This is a good ex-
ample of the flexibility and wide range of options avail-
able to GPs: special interests can be taken up alongside 
NHS work, supplementing a ‘traditional’ career.

As a student, I found observing these interviews taxing. 
Clients’ stories were full of physical and psychological 
abuse, political struggles, persecution, or harassment 
simply for being born into a certain family. The tales 
of beatings, electrocution, burning, suspension, rape, 
and isolation were shocking. It can be difficult to cope 
with the intensity of these stories, while maintaining 
a professional manner and not showing emotions too 
strongly.

Above all, what struck me was the struggle with power 
- the state and its agents using torture and persecu-
tion to implement power and intimidate a population, 
a minority or ‘the enemy’. The power that a torturer has 
over a victim is of utmost importance. Victims are pow-
erless to stop what is happening to them and around 
them, and must simply submit. This use of power ex-
tends from the bodies to the minds of the victims, and 
can lead to long-lasting damage. Wounds and scars 
will often heal quickly. However, psychological pain, 
often as a result of the victim’s powerlessness in their 
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struggle, can take a lot of rehabilitation, counseling 
and time to heal. 

Another surprising aspect of this report writing was the 
credibility of clients’ accounts. Doctors expect patients 
to trust them and be honest about their symptoms and 
history. However, in this setting, there was sometimes 
skepticism over the validity of stories. How much was 
true, and how much was fabricated or embellished so 
that clients could be more certain of achieving ‘refugee 
status’ and leave to remain in this country? Personally I 
felt that it should not be a doctor’s role to judge. How-
ever, in this intimate and intense setting, and with the 
help of an interpreter, there is lot of weight to be put 
on what is not spoken in the interview. The non-verbal 
cues and emotion portrayed in narrating their stories 
can paint a very clear picture of a client’s experiences 
and the validity of their stories. This detailed picture 
can be used positively to support a client’s claim suc-
cessfully, and help them to rebuild their lives. 

Imagine experiencing horrors akin to horror films such 
as ‘Saw’, losing or deserting your loved ones to escape 
further persecution, giving all your money to an agent 
to send you to safety and ending up in a country far 
away from home. You have had no choice in the mat-
ter, and must do what is necessary to survive. After ar-
riving to the UK, you expect to find peace and safety, 
to work and live as much as possible as part of society. 
However, for many asylum seekers this is not a reality.

On arrival the border police and immigration officers 
question and harass you [2]. No-one believes your sto-
ry [3]. You cannot speak English, and even though you 
would like to learn, the new culture, society and above 
all its rules are overwhelming. You cannot work until 
your story has been accepted as the truth, and until 
then are totally dependent on this new state. If they 
reject you, you must depend on the charitable dona-
tions of voluntary organisations, living in fear of being 
sent back and experiencing the torture, persecution 
and pain once more. There is a new wave of powerless-
ness that overcomes you. Depression and anxiety can 
set in, and it is understandable that the fear may not 
leave you [4]. Life in the UK is not easy for asylum seek-
ers and refugees, and they must learn to cope with a 
whole host of different problems once they have left 
their homes. It is impossible to imagine what these ex-

periences must be like, the loneliness and powerless-
ness that daily life must entail.
 
Although we cannot undo what has happened to 
many victims of torture, those working at MF try to 
help people to overcome their past and deal with their 
present situations. It is not only professionals who can 
help. Joining a befriending service and helping or-
ganisations such as the Refugee  Council, Medact and 
Student Action for Refugees (STAR) can help asylum 
seekers and refugees settle into their lives in the UK. 
Writing letters for Amnesty International can help with 
human rights issues and may stop acts of torture be-
fore they even lead to exile. 

My time at the Medical Foundation has been an emo-
tional journey and raised many issues. Injustice, human 
rights and the human struggle for power are the first to 
come to mind. A better understanding of the impact of 
power struggles on migration worldwide has helped 
me to see the wider picture and come to terms with 
what I have learnt here. 
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