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Poverty, poor health and global insecurity are inter-
related. Inadequate nutrition, poor sanitation and
crowded living conditions combine with a lack of

access to care to make the world’s poor particularly sus-
ceptible to disease.1 HIV/AIDS is on its way to killing sev-
eral hundred million people in Africa, China, India and
elsewhere. Of the annual toll of 5 million babies who die
in the first month of life, 98% live in poor countries. Tu-
berculosis kills 1.5 million people per year, and malaria an-
other million. Based on current trends, tobacco-related
disease could account for a billion deaths from now until
the end of the 21st century. Even in poor countries, ill
health falls most heavily on the poorest: in India, the
prevalence rates of tuberculosis, childhood mortality and
tobacco use are 3 times higher in the lowest-income groups
than in the highest.2

While poverty increases susceptibility to disease, illness
in turn contributes to poverty. Arguably, one of the most ef-
fective instruments in the fight against global poverty is the
control of major diseases.3,4 Disease control, obviously, con-
tributes to better health,1,3,5 but it also enables individuals to
earn more income and is a powerful enabler of education,
which also raises income. Improving health status helps the
poor to better withstand economic downturns and protects
households from sliding into poverty as a result of cata-
strophic medical bills.6 Better health also has macroeco-
nomic implications:3 countries with higher levels of tropical
disease have slower income growth, and failed public health
systems and poor disease surveillance contribute to the rapid
spread of infectious illness. Poor health increases poverty
and thus contributes to failed states, which spread terrorism.
Critics will point out that it is poor governance and corrup-
tion that contribute to ill health, the spread of disease and
insecurity (as, for example, is currently happening in Zim-
babwe). However, health interventions often work better in
difficult settings than do most traditional aid programs.4,5

Although standards of health among poor countries and,
in particular, among the poorest in these countries, are still
unacceptably low, it is important to recognize how much
better these standards are now than they were in the past.
Life expectancy in the last 40 years has improved more
than in the preceding 4000 years. Smallpox, a disease that
once killed nearly 2 million people a year, has been eradi-
cated. Child and maternal mortality rates have fallen by
over 90% in many countries, although these conditions still

claim nearly 12 million lives (about the population of On-
tario) annually.1,5

Health improvements in developing countries have been
considerably quicker than equivalent progress in the indus-
trialized north in the last 100 years. Research underlies
these rapid gains. Contrary to some economists’ views,7 the
lion’s share of declines in child and adult mortality from
1960 to 1990 arose from research applied in public health
programs, and not from higher income or education levels.8

Knowledge about how disease is spread and how it can be
dealt with accounts for most of our success in improving
health. Such knowledge is transferable.

Consider a few examples of knowledge applied. In Malawi
in 1997, less than 50% of children were immunized against
measles, a disease now rare in Canada; 7000 people had the
disease and about 300 children died. A cost-effective, evi-
dence-based program was initiated that resulted in over
90% immunization coverage by 1999, with only 2 con-
firmed cases nationwide and no child deaths. In Peru the
introduction of directly-observed short-course tuberculosis
treatment reduced the number of deaths from tuberculosis
by 80% in 3 years and cut the incidence of the disease in
half over a decade. In much of Asia and Latin America, the
number of deaths from malaria was reduced spectacularly
after the introduction of modern insecticides, and the
resurgence of the disease, while worrying, has never threat-
ened to raise the death toll to anything like what it was.5

Improving global health will require vast sums of
money. The World Health Organization has called for a
war chest of about US$30–$40 billion annually to combat
the major killers of the poor. This translates into a 6- to 8-
fold increase over the current US$5 billion per year now
set aside for health aid.1,3,5 Although these amounts appear
enormous, in macroeconomic terms they are puny. In fact,
$30 billion represents about 50 cents for every $100 of an-
nual gross domestic product of the world’s richest countries.

Although most of this money is required to deliver ser-
vices to the poor, some is needed for research to improve
our arsenal against the big killers. Consider some past ex-
amples.1,5 Oral rehydration therapy came out of research in
Bangladesh. Its use has helped to reduce the annual num-
ber of deaths from diarrheal disease from about 5 million
in 1980 to below 2 million in 1999. Conversely, the ab-
sence of evidence contributes to the widespread use of in-
effective and often costly interventions, such as screening
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of high-risk pregnancies to reduce maternal mortality.
Important gaps remain in the knowledge required to

battle the big killer diseases. Most notably, research on in-
terventions to reduce HIV transmission within vulnerable
and general populations9 has been limited. Similarly, anti-
retroviral medications help prolong lives for the infected,
but are unlikely to reduce HIV incidence at the population
level. Other challenges include testing new antimicrobials
(or adequately testing older ones) and diagnostics for treat-
ment of tuberculosis, malaria and childhood infections; in-
novative interventions against maternal and child anemia;
and novel strategies to get the world’s 1.1 billion smokers
(80% of whom are in developing countries) to quit.

Canada’s record in global health in the last decade has
been disappointing. Overall, foreign aid has fallen by one-
third (to about $2 billion in 2000), with increasing amounts
of that aid tied back to contracts in Canada. Canada’s pro-
portion of aid in health did not rise, in contrast to other
donors such as the United Kingdom and the United States,
and spending on research for priority diseases is miniscule.
Canada contributes only 3% of all aid from the world’s
richest countries. In addition, the effectiveness of tradi-
tional aid is mixed. Thus, one could easily conclude that
the global poor do not get a whole lot of help from Canada.

Canada could maximize its impact on global health with
3 specific steps. First is speaking out. Both politicians and
institutions need to keep global health central to Canada’s
role in the world. The strengthened emphasis on global
health that begins with this issue of CMAJ represents one
such effort. Second, Canada should aim for total annual
health aid funding of about $900 million within 4 years.
This would be about a 7- or 8-fold increase over current
levels. Extra funds would be used to increase commitments
to the Global Fund on AIDS, Tuberculosis and Malaria 6-
fold, to $200 million per year. Most, but not all, of the
Global Fund would be used to ensure that AIDS drugs are
delivered within comprehensive control programs. Such
funding is needed to complement Canadian plans to reduce
the price of generic drugs to treat AIDS. About $600 mil-
lion would be for bilateral aid focused on the control of pri-
ority diseases, the most important of which is the preven-
tion of HIV infection. Canada already has shining examples
of making HIV prevention work, most notably a project of
the Canadian International Development Agency in the
slums of Nairobi, Kenya.10 Third, the remaining $100 mil-
lion of health aid should be earmarked for intervention re-
search on priority diseases. Substantial Canadian research
capacity exists to combat the major global diseases, but it
has been underused, and even discouraged.

This money can be found. Earmarking all of the already

announced 8% increase in overall foreign aid for each of
the next 2 years would generate nearly $160 million per
year for health and would send a powerful signal of Can-
adian commitment to improving global health. Realloca-
tions from other sectors need to be made: industrial or con-
sulting contracts for Canadian firms are simply secondary
in importance, and tied aid runs counter to good economic
and moral sense. With reallocations, new funds of about
$450–$500 million would be required. For the average
Canadian taxpayer, the extra annual costs would translate
into about that spent on a night out at the movies.

A new Canadian commitment to global health, for all
its challenges, represents an unprecedented opportunity
to improve global health and reduce poverty over the next
2 decades.
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