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There are many sorts of partnerships for improving 
global health: from the international global initiatives 
(themselves great multi-country partnerships) such 
as the Global Fund to fight Aids, TB and Malaria and 
GAVI, the Global Alliance for Vaccines and Immu-
nisation, to the smallest link between hospitals and 
departments in the UK and partners in Africa or Asia. 
I concentrate in this article on the latter group: the 
smaller and more local schemes which are all about 
people and relationships and driven by the personal 
passion and inspiration of individuals or small groups.

I first became aware of these partnerships when, as 
Chief Executive of the NHS in England, I met doc-
tors, nurses and others who had come back from 
even just a few weeks in Africa and were refreshed, 
re-charged and re-connected with their passion for 
their profession. Later, when I retired, the Prime Min-
ister asked me to look at what more the UK could 
do to use its experience and expertise in health 
to help improve health in developing countries.

I published my report Global Health Partner-
ships1 in 2007 and its findings have subsequently 
shaped Government policy and led, amongst other 
things, to the current partnership grant schemes.
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continued from page 1
Its main findings were that:

• We should stop telling people in other countries what to do 
and support them with what they already know they need to do

• The UK’s most significant contribution is likely to 
be in the education and training of health workers

 
• We have a lot to teach but there is also a great deal 

we can learn from people who without our resourc-
es and, importantly, our baggage and vested interests, 
are innovating and developing new ways of working2 

Click above to hear Lord 
Crisp talk on this subject 
at the recent ICHG Winter 
meeting

Partnerships provide mutual benefits 
Partnerships can be configured in different ways but, in my experience, the most successful 
are those where there is a clear common goal, for example to train midwives or help tackle a 
particular disease or problem, where both parties are clear what they get from the partnership 
and where the partnership is based on good face-to-face relationships which have been devel-
oped over time. They are about people and relationships; and they need to involve trust and 
mutual respect if they are to survive beyond the initial enthusiasm involved in setting them up.

http://www.ichg.org.uk/training_podcasts.php
http://www.ichg.org.uk/training_podcasts.php
http://www.who.int/maternal_child_adolescent/documents/preventing_early_pregnancy/en/
http://www.ichg.org.uk/podcasts/ICHGpodcast6.mp3
http://www.ichg.org.uk/podcasts/ICHGpodcast6.mp3
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I have never come across a partnership 
where everything has gone as expected. 
There are always unforeseen problems and 
an open line of communication between 
partners is essential to finding solutions, as 
well, of course, as stubborn determination!

I believe that these partnerships and the 
learning that comes from them will be even 
more important as time goes on. Healthcare 
and its wider environment are both chang-
ing fast in at least four very important ways:

1. We are facing a growing epidemic of 
non-communicable diseases and don’t 
yet have robust ways of combating them

2. The norms of societies and the behav-
iour of individuals are both becoming 
more important to health and we don’t yet 
know how to work with them to best effect

3. Technology is developing fast, as is our 
understanding of biological processes, 
and new opportunities for improving 
health and healthcare are opening up

4. We are becoming increasingly interde-
pendent globally with the same vulner-
ability to epidemics and environmental 
change and a shared dependency on the 
same resources of people and medicines.

Co-development
These factors have led me to begin thinking 
in terms of co-development and not interna-
tional development. We are in this together 
and it is only by working together that we will 
make real improvements in health globally.

It is relatively easy to list the things that we 
can offer from the West: science, technol-
ogy, professionalism, business models for 
developing new therapies, resources and 
much more. In return low and middle-income 
countries can also help us to learn about:

• Full engagement of communities, 
families and, in particular, women

• Creative linkages between healthcare, edu-
cation, employment and other local services

• Promotion of social businesses and 
activities by local entrepreneurs

• Integration of clinical medicine with
      public health and population health
• Successfully creating a changed skill mix of 

health workers to undertake the tasks needed

Bringing together these different experiences 
and expertises can help us to shape the future 
together and improve global health and equity.
 
The future
I have touched lightly on some very fundamental 
changes in healthcare in this brief article. Many 
of them, such as the engagement of communities 
and changing skill mix, will involve professionals 
and patients in changing their practices and their 
way of thinking about health and healthcare. 
These will undoubtedly attract resistance, not 
least because change is always uncomfortable. 

I believe that there are three main ways to help 
facilitate these changes:

1. Creating greater awareness of the poten-
tial and possibilities and, crucially, of the 
many innovative things that are being 
done successfully in all parts of the world

2. Changing professional education so 
that there is a greater understanding of 
these global trends and awareness of 
the role of professionals as transforma-
tional change agents and leaders who 
have a central responsibility to help in-
ter-professional and trans-professional 
teams improve health and health services

3. Developing and sustaining more partner-
ships of all sorts with associated exchange 
programmes and mechanisms for improving 
their effectiveness and identifying learning

Finally, I am seeking examples of things that we 
in the UK can learn from people in low and mid-
dle income countries and would be delighted 
to receive any ideas or stories about these at 
crisp@parliament.uk. I will be starting a website 
for sharing these examples at the end of March: 
www.turningtheworldupsidedown.org.uk

1.Crisp N:  Global Health Partnerships, TSO 2007. Available to down 
load on the Department of Health website or via nigelcrisp.com
2.Crisp N: Turning the World Upside Down – the 
search for global health in the 21st century; RSM 2010 
http://www.crcpress.com/product/isbn/9781853159336

www.turningtheworldupsidedown.org.uk
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_083509
http://www.crcpress.com/product/isbn/9781853159336
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The Glan Clwyd – Hossana link was set up in 
in 2006 with help and guidance from THET 
(Tropical Health Education Trust), and follow-
ing an exploratory visit to Ethiopia accompa-
nying the Gwent-Southern Ethiopia link team.

Glan Clwyd is a medium sized district general 
hospital in rural North Wales. Hossana is a 
town of around 150,000 population in South-
ern Ethiopia, growing rapidly, and with a new 
university.  The hospital has around 200 beds 
and was built in 1984. It serves a population of 
approximately 1.7 million people, mostly rely-
ing on subsistence farming for their livelihood. 

Hossana hospital faces many challenges: too 
many patients; shortage of experienced staff; 
lack of adequate funding; poor water supply; 
power cuts; lack of essential equipment and di-
lapidated buildings and infrastructure. Despite 
this, staff at the hospital achieve a great deal. 

Since 2006, we have arranged yearly or twice 
yearly visits there, each for around a week, and 
have also offered reciprocal visits on three oc-
casions for staff from Hossana to visit North 
Wales. Support from our Health Board and 
from the Welsh Government has been crucial. 

As with many links, our initial visits were about 
establishing relationships and assessing jointly 
where we could offer help. It rapidly became 
clear that we could not teach the medical staff 
there much about many of the conditions with 
which they were dealing: TB, malaria, intestinal 
obstruction with volvulus, acute severe malnu-
trition and the like. But their efforts were being 
hampered by lack of basic equipment and facili-
ties. As a result, we have supported local pur-
chase of crucial medical equipment and have 
also taken across equipment that has been dif-
ficult for them to obtain, such as theatre suc-
tion units, theatre monitors, oxygen concentra-
tors, pulse oximeters etc. Getting such equip

ment through customs has often proved difficult.

Our major joint project has been building a wa-
ter tower to provide a reliable and round the 
clock supply of water for the hospital, which 
otherwise has relied on a single standpipe in 
the hospital grounds, switched on for an hour a 
day. The sewage system was also renovated. 

Planning this project involved local hospital 
management, estates, Hossana town water 
engineers, WaterAid Ethiopia, and engineers 
from North Wales as well. Staff in Glan Clwyd 
hospital held fund-raising events, and sup-
ported by other well-wishers, raised £36,000 
to provide 65% funding of the work, with the 
rest being provided by the local health board.

Over time, we have got to know our colleagues 
in Hossana more closely, aided by increasing 
access to the internet there, and through phone

The water tower at Hossana hospital. D.Cameron

http://www.thet.org/
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calls and social media. Visits are planned more 
carefully, with a focus on helping with teaching 
of many health students assigned to Hossana.
On all recent visits we have delivered three 
day teaching courses, based loosely around 

ETAT, and with a highly interactive style; includ-
ing use of simulation equipment and a sheep 
thorax for practising chest drain insertion.

When staff from Hossana visit Glan Clwyd 
they have joined in as observers to a wide 
range of clinical activities, have given pres-
entations at our Grand Rounds, have taught 
junior doctors about tropical illness, and 
have raised the profile of the link, and aware-
ness of global health issues in our hospital.

The link has involved a lot of work from both 
partner institutions, but we believe it has been 
of significant benefit in capacity building, mu-
tual education, and developing deep friend-
ships between staff in our two hospitals.

For more information on the Glan Clwyd 
- Hossana health link click here.  For infor-
mation on other partnerships in the Wales 
for Africa Health links network click here.

Teaching session at Hossana hospital. D.Cameron

I am currently Medical Superintendent and 
Paediatrician at Kisiizi Hospital which is lo-
cated in a remote rural area of south-western 
Uganda. I was previously a DGH Consultant 
Paediatrician at East Cheshire NHS Trust in 
Macclesfield. I also served as Senior College 
Tutor for the RCPCH and was co-editor of the 
MRCPCH MasterCourse website. My wife Han-
na and I had worked for Tear Fund in Kisiizi 
Hospital from 1987 - 1993 and subsequently 
co-ordinated the Friends of Kisiizi in the UK. 

The hospital drum at 6.30am beats in the back-
ground while we breakfast on home-made bread 
and Ugandan tea; half an hour in the office at 
7.30 preparing for the day then off to chapel at 
8am for staff prayers. It’s Wednesday so after 
the “thought for the day” we have an audit for 
all staff.  These rotate around maternity, surgery, 

medical and paediatrics and have been focused 
on mortality cases but we now include other inter-
esting case presentations. Today is paediatrics 
and happily our intern reports that there were no 
deaths on children’s ward last month. The month 
before we had lost a young child who arrived 
too late with septicaemia and another who had 
been treated elsewhere for extensive burns but 
came to us with tetanus. No specific or general 
immunoglobulin was available in the country, we 
ordered some from Kenya but it arrived too late.

We presented a case of an infant with sep-
sis and bleeding preceded by gastro-enteritis.  
He had been taken to a traditional healer and 
“ebiino” performed: this involves the removal 
of an un-erupted milk tooth from the gum us-
ing crude instruments. Parents are told this is 
a type of worm that has caused the diarrhoea.  

http://www.ethiopiagwentlink.org/v2/index.php
http://www.wales.nhs.uk/sites3/home.cfm?orgid=834
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The ICHG David Morley Student Bursary aims to fund an elective bursary in 
memory of David Morley, a founder member of our group, who died in 2009.

The bursary of £500 will be awarded to the best proposal from a stu-
dent member of ICHG planning to study child health in a low income set-
ting during an elective period of study. It is intended  primarily  to  help  
fund  a  clinical  elective  rather  than  to  cover  the  costs  of research. 

The application should take the form of a structured proposal of no more than 1000 
words  covering the student’s aim, process (including brief details of place and local 
supervisor) and planned output. 

Applications will be judged by members of the ICHG committee and should be sub-
mitted via email to ichg@rcpch.ac.uk

 
Deadline: Monday 13th May 2013

Continued from page 5
As most gastro-enteritis is self-limiting the prac-
tice perpetuates, but we see the complications, 
particularly sepsis and bleeding. I had a case 2 
months ago of a child with neonatal hepatitis and 
prolonged jaundice who bled persistently after ebi-
ino and needed fresh donor blood (from my long-
suffering O Negative wife!) and vitamin K.  The 
staff discussed the ways we can improve health 
promotion in our communities to avoid such prob-
lems and I subsequently raised the issue with the 
District Health Officer and Board of Governors.

The audit also noted 3 neonates had died in the 
previous month.  One had multiple congenital 
abnormalities but one died following severe birth 
asphyxia having been delivered at home (as are 
the majority of babies) after prolonged labour. The 
third infant had clinical features of severe con-
genital heart disease. We currently do not have 
access to echocardiogram machines (although 
we hope to be able to introduce them soon). 

We do have oxygen from concentrators 
(we generate our own hydro-electricity) and 
cardiac drugs such as digoxin and furo-

semide. However we do not have access 
to neonatal cardiac surgery. We can provide a 
form of CPAP but do not have any ventilators.

On to the Children’s ward: In addition to the 
usual group of young children at various stag-
es of treatment for pneumonia we unusually 
have two with nephroblastoma. The first un-
fortunately is bilateral with metastases to the 
para-aortic lymph nodes and we cannot of-
fer any treatment. The child’s family declined 
the option of travelling 8 hours to Kampala to 
try and access radiotherapy / chemotherapy.  

The second child has a large unilateral tumour 
which was resected by our surgeon four days ago 
and this child is making an excellent recovery.
The anaesthetic used was halothane with oxy-
gen from a concentrator, there are no piped 
gases here. We have not been able to check 
this child’s urea and electrolytes due problems 
with availability and quality assurance of rea-
gents. However we are able to use ultrasound 
to effectively diagnose and stage the tumour.

http://www.ichg.org.uk
http://www.ICHG.org.uk/index_join.php
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In a side room is a 4 week old infant with oph-
thalmia neonatorum confirmed on gram stain.  In 
another cubicle is a 4 year old boy with dysen-
tery, presumably from polluted water, improving 
on nalidixic acid. We have  a 9 year old recover-
ing from extensive burns who we have moved to 
the open ward to enable greater interaction with 
peers. We pause to try and control the random 
movement of relatives through the ward.  Our 
nurses take observations, give medicines, and 
perform procedures such as dressings and can-
nulas. However, the feeding, washing and basic 
care of patients (including adults) is all done by 
attendants.  The hospital does not provide food 
for patients except for our malnourished children.

We have the usual couple of children who 
have sustained fractures from recreation-
al activities including falling from a tree. 

Also on the ward is Kente, a 12 year old child 
who is convalescing from severe rheumatic fever 
which had caused carditis and heart failure.  On 
the malnutrition bay we have a child thought to 
be failing to thrive on the growth chart but clini-
cally with features of Down syndrome.  Sadly we 
also have another new admission with severe 
kwashiorkor oedema and signs of zinc deficien-
cy.  Malnutrition is a consequence of poverty and 
sometimes related to parents having more chil-
dren than they can feed and educate.  We are 
aiming to expand our family spacing programmes 
as well as our community health promotion. 

Asiimwe is a young girl who presented with 
lethargy, malnourishment and pneumonia. 
She is now considerably better, awaiting dis-

charge with follow-up arranged for a fortnight.  
Her parents could not afford the user fees 
but are helped by our Good Samaritan fund.

After the ward round in the treatment room I dem-
onstrate to our new paediatric intern Dr Henry 
how to do a lumbar puncture on an irritable febrile 
2 year old with no clinical focus.  I use a blue nee-
dle as we don’t have proper LP needles with tro-
cars.  While waiting for the result we discuss the 
routine use of zinc in gastro-enteritis and the new 
WHO guideline updates for typhoid management. 

At 2 pm we head home for a lunch of matoke 
(cooked green bananas and beans with some 
spinach) followed by pineapple and coffee on 
our verandah enjoying the view to the waterfall. 
Then on to a finance sub-committee looking at 
the accounts and planning what money we need 
to move to pay the staff salaries next week. 

A note arrives from a medical officer ask-
ing for review of a child in out-patients who 
has global developmental delay.  We note 
signs of cerebral palsy and go to our reha-
bilitation unit where a more detailed assess-
ment is undertaken by our Physiotherapist.

I have a phone call (mobiles work most of the 
time) from our District Health Officer asking 
if we can release a doctor for a TB manage-
ment meeting the next day. It is not uncommon 
to get very short notice of meetings as peo-
ple wait until funding is confirmed before mak-
ing invitations, but it is sometimes challenging 
to cover the clinical work when this happens.Kisiizi Hospital, Uganda. I.Spillman

The waterfall at the back of the house. I.Spillman
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I stop at the Records office to assess progress on the data reports need-
ed for the Ministry of Health and due to be submitted in the next two days.  
I bump into our Peace Corps volunteer who is helping us prepare for the World Health Organi-
sation seminar we are running in February and we discuss our plans to make a video demon-
strating the production of alcohol hand rub which is used in our infection-control programme.

Pop home about 6pm for a quick cup of 
tea then back to the office to complete 
a report. Lots of papers left on my desk 
to sign, mostly authorising expenditures.

After supper with my wife who has had 
a busy day on Maternity we try to check 
emails but the internet is not connecting.  
Our Psychiatric Clinical Officer pops in for a 
chat, partly social and partly work-related.

At 9:30pm I head down to the wards for 
my night round as I am on-call.  First to 
the special care baby unit where thank-
fully they are all behaving, then down to the children’s ward. I review a child with prob-
able typhoid with our medical officer. The other patients are stable and the little one on gal-
lows traction who is still awake giggles loudly when we play “peep-bo” on our way out.

Walking home I pause to gaze at Jupiter and the beautiful night sky and pray for a quiet night and espe-
cially no possible cases of Marburg as we have an outbreak a couple of hours drive away from here…

Do look at our blog on http://spillmanuganda2.blogspot.com for photos of some of our cases and 
other stories from Kisiizi. 
(All patient names have been changed to ensure anonymity)

ICHG Spring Meeting 2013

	  

  Kisiizi Hospital and a young patient. I.Spillman

http://www.rcpch.ac.uk/events/annual-conference


International Child Health Group Newsletter. Winter 2013

Page 9 

World Child Cancer

2Operations Manager

Over the last 50 years survival for children with cancer has increased dramatical-
ly, from little expectation of cure, to 75 – 80% long term survival. At least that is the pic-
ture in high income countries (HICs). However, 80% of children live in low-middle in-
come countries (LMICs) where survival is at best 30% and more often less than 10%. 

Of the estimated 160,000 – 200,000 new cases of child-
hood cancer each year worldwide at least 100,000 die, not 
only with no chance of cure, but most have no symptom re-
lief especially of pain. This inequality must be addressed.

In 2007 World Child Cancer was created, using the twin-
ning model, pioneered by St Jude research hospital and 
the Milan-Monza Group, linking established cancer units 
in HICs with developing ones in LMICs who have re-
quested help. Childhood cancer emerges as communi-
cable diseases are reduced and socio-economic condi-
tions improve in a country, as seen in the UK in the 1950s.

When a request for help is made, the local team is re-
quested to develop a five year plan with aims, objectives, 
and measurable outputs and outcomes. A needs assess-
ment visit of doctors and nurses (experienced in oncology 
and developing countries) is made to assess the unit and 
the plans are modified, if necessary, by mutual agreement.  

Each country / project has specific needs but the key features in all 8 of the projects are similar:

Underpinning all of this must be on-going training of doctors and nurses, preferably principal-
ly within their own country to ensure optimum retention of trained staff. We organise short in-
tensive workshops on mutually agreed focussed topics (covering awareness, diagnosis, sup-
portive, palliative and curative care), usually every 6 months. Between these we arrange 
regular multi-disciplinary (MDTs) meetings / seminars (two to four weekly) using on-line sites 
including medicineafrica web-based teaching (www.medicineafrica.com) and cure4kids twin-
ning and loco-regional seminars / MDTs, Oncopedia, selected lectures and teaching sessions.

	  

An oncology patient in Colombia receiv-
ing treatment. World child cancer.

1. Awareness Campaigns for public and professionals regarding the signs and 
symptoms of cancer and its potential curability. 

2. Improve the speed and precision of diagnosis
3. Ensure a consistent, reliable source of affordable, essential, supportive, pal-

liative and curative drugs
4. Adapt therapy to local circumstances
5. Training of health care workers
6. Subsidies for: essential drug costs, travel to and from hospital, and staff for their 

increased responsibility after training.
7. Development of in-country sustainability  

http://www.worldchildcancer.org/
www.medicineafrica.com
https://www.cure4kids.org/ums/home/
http://www.worldchildcancer.org/
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Inorder to develop in-country sustainability, 
with time the financial input from external aid 
should reduce as a percentage of overall cost 
and local funding needs to increase whether it 
is from creation of non- governmental organisa-
tions, governments or individual philanthropists.

Once the project is approved by the Trustees, 
a mandatory 6 monthly progress reporting pro-
cess (quantitative and qualitative) and strict fi-
nancial governance measures are put in place.  

World Child Cancer raises money from a vari-
ety of sources including parent groups world-
wide, statutory bodies and other charities 
(THET / UKAID / British Council), wealthy indi-
viduals / philanthropists, corporations / indus-
try, endowment funds, events and online giv-
ing. We allocate £30,000 – £40,000 per year 

to each project for a 5 year period in the first 
instance, a relatively small amount which nev-
ertheless requires considerable effort to raise 
and can “go” a very long way in most LMICs.  

The first project was opened in 2009 and we 
now have 8 full twinning projects as follows:
• Blantyre, Malawi – Amsterdam and New-

castle, UK 
• Bogota, Colombia – Boston, USA 
• Davao, Philippines – Singapore & St Jude 

Research Hospital Memphis, USA 
• Accra, Ghana – Edinburgh, Scotland 
• Dhaka, Bangladesh – London, UK & Van-

couver, Canada
• Cameroon (3 hospitals) – South Africa & 

UK 
• Maputo, Mozambique – Recife. Brazil & 

Memphis USA
• Tonga, Fiji, Samoa – New Zealand  

There are 3 more projects under current consid-
eration in Namibia, Zambia and Myanmar.  We 
do have more requests than we can currently 
fund but we are endeavouring to put in place 
measures to increase our fundraising capacity.  
We are also keen to expand our group of po-
tential high income country twinning partners 
and have recently recruited hospitals in Oxford 
and Southampton plus individual volunteers.  

The whole concept of twinning is for us to cre-
ate friendship, support, exchange of expertise 
and provision of advice in the long term even if 
funding has to be for a finite period. This is how 
services were developed in the UK, Europe and 
USA using mutual support and collaboration. 
Together we hope to make a real difference.  

To find  out  more  please go to our website: 
www.worldchildcancer.org

	  

AWesterman@savechildren.org

World child cancer supports oncology services in 
the Phillipines. World child cancer.

http://www.thet.org/
http://www.britishcouncil.org/
http://www.worldchildcancer.org/
http://www.mchip.net/node/1403
http://www.mchip.net/
http://www.usaid.gov/
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David Morley Prize Winner 2012

Bordered on three sides by Senegal and by 
the Atlantic Ocean to the west, The Gam-
bia is the smallest country in mainland Af-
rica with a population of 1.7 million1 distrib-
uted over 10, 690 km2. It is ranked 168th out 
of 187 countries and territories on the Human 
Development Index2, reflecting deficits in in-
come, education, living conditions and health. 

With the support of the David Morley Bursary, 
I spent my elective period at the Medical Re-
search Council (MRC) Unit in Fajara, working 
under the supervision of Dr Suzanne Anderson, 
Head of Clinical Services and Honorary Consult-
ant Paediatrician and Senior Lecturer at Imperial 
NHS Trust. The busy clinical services depart-
ment  where I spent the majority of my time treats 
250 outpatients daily and operates a 42-bed in-
patient unit for acute adult and paediatric care.

Although infectious disease contributes to the 
majority of child mortality in the country3, clini-
cians have become increasingly aware of a sub-
set of clinic attendees presenting repeatedly for 
treatment with acute asthma. The World Health 
Organization (WHO) estimates that asthma is re-
sponsible for 1% of the total global burden of dis-
ease4 with 80% of asthma-related deaths occur-
ring in low and lower-middle income countries5. 

Unfortunately, little is known about the preva-
lence of asthma in The Gambia and no na-
tional protocol exists for diagnosis and man-
agement of the condition. Using guidelines 
produced by the Global Initiative for Asthma6,7, 
I carried out a cross-sectional survey of children 
aged 2 -16 presenting with asthma symptoms. 

Working with a local nurse, we recruited 111 
participants from a total of 132 children present
ing between 1st July and 14th September 
2012 to one of three government-led treatment

centres or the MRC’s own outpatient clinic. 

We recorded details of each child’s symptom his-
tory over the preceding 12 months, their clinic and 
hospital attendance and prescribed medications. 
We also examined respiratory function, gave ad-
vice on inhaler technique and risk reduction, and 
taught parents how to build ad hoc spacer devic-
es from old plastic bottles (figure 1). Key findings 
from the survey are listed in table 1 and describe a 
sample of children with poorly controlled asthma, 
frequent exacerbations and a high rate of school 
absenteeism. Although children were not subject 
to follow up, one child recruited early in the study 
had died as a result of asthma exacerbation 
by the end of the 10-week recruitment period.

 

Treatment protocols varied by site, how-
ever the majority received short courses 
of salbutamol tablets and anti-histamines, 
with oral prednisolone reserved for moder-
ate and severe symptoms.  No child received 
inhaled corticosteroids, reflecting a lack of

The 2012 David Morley Prize winner, Kevin Clarkson, spent 6 weeks with the Medical Research Council 
in The Gambia reviewing the management of paediatric asthma:

Table 1. Main survey findings
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continued from page 11
awareness of evidence-based protocols by local prescribers 
and the prohibitively high cost of these medicines, representing 
around 10%  of  the  monthly  incomes  of  the  families  in the sample.

These findings support a push for better treatment protocols 
and improved access to vital medicines, to reduce the unneces-
sary impact of asthma on the local population. With the support 
of Dr Kalifa Bojang, Head of Paediatrics at the Royal Victoria 
Teaching Hospital in Banjul, we hope to implement an evidence-
based approach to asthma management adapted for develop-
ing countries8. Discussions are underway to set up a dedicat-
ed asthma clinic in the region that can meet the basic reporting 
requirements of the Asthma Drug Facility9, allowing access to 
inhaled  corticosteroids  at  a  fraction  of  the  current  cost.

Thanks to the David Morley Bursary and the MRC, my time in this friendly, beautiful country has revealed 
a little of the challenges facing those who seek to improve global child health… and a little of the solution.

1.World Health Organization.Atlas of Health Statistics of the African Region 2011.Brazzaville:World Health Organization,Regional Office for Africa; 
2011
2.United Nations. Human Development Report 2011. New York: United Nations Development Programme; 2011.
3.WHO. Gambia. Factsheets of Health Statistics 2010. Brazzaville: World Health Organization, Regional Office for Africa; 2010.
4.Rabe KF, Adachi M, Lai CK, et al. Worldwide severity and control of asthma in children and adults: the global asthma insight and reality surveys. J 
Allergy Clin Immunol 2004;114:40-7.
5.Asthma. World Health Organization, 2012. (Accessed 16th March, 2012, at http://www.who.int/respiratory/asthma/en/.)
6.Pocket Guide for the Diagnosis and Management of Asthma in Children 5 Years and Younger. Global Initiative for Asthma, 2009. (Accessed 28th 
October 2012, at http://www.ginasthma.org/uploads/users/files/GINA_Under5_2009_CorxAug11.pdf.)
7.Pocket Guide for Asthma Management and Prevention for Adults and Children Older than 5 Years. Global Initiative for Asthma, 2011. (Accessed 
26th October 2012, at http://www.ginasthma.org/uploads/users/files/GINA_Pocket_April20.pdf.)
8.Ait-Khaled N, Enarson DA, Chiang C-Y, Marks G, Bissell K. Management of asthma: the guide to the essentials of good clinical practice. In. Paris: 
International Union Against Tuberculosis and Lung Disease; 2008.
9.The Asthma Drug Facility. International Union Against Tuberculosis and Lung Disease, 2012. (Accessed 12th November, 2012, at 
http://wwwglobaladf.org/index.php.)

      Figure 1. Example of an improvised                           
       spacer for inhaled medications. 
       K.Clarkson

	  

The International Child Health Group (ICHG) 
found its way to the dreaming spires of Oxford for 
their annual conference of 2012. Prior to the event 
CHILD2015 was charged with gathering a global 
perspective on the conference theme: Global 
Health Partnerships: Progress and Priorities. 

CHILD2015 has previously run a similar analysis 
for the 2009 ICHG conference in Birmingham, 
bringing opinions, suggestions and controver-
sies from an international, and particularly re-
source poor, viewpoint. The Global Communica-
tions Package brings views from these settings 
to conferences held in more affluent nations, to 
allow those unable to attend for whatever rea-
son a voice within the debates of such events.

For this event, three questions were posted 
to the CHILD2015, HIFA2015 and HIFAZam-
bia networks. They were sent at staged in-
tervals following an overview of the theme 
being posted six weeks before the confer-
ence. The three questions posed were: 

1. How do people in low and middle-income 
countries (LMIC) view partnerships? (25/10/12)

2. What is the UK doing to help organise health-
care knowledge and make it accessible to prac-
titioners and the public in LMICs? (6/11/12)

3. How can global partnerships and UK-based 
organisations better support the quality of train-
ing of health workers? (21/11/12)

http://dgroups.org/Community.aspx?c=552dfbda-0be9-440c-a0b2-55e83bdd7e87
http://dgroups.org/ViewDiscussion.aspx?c=552dfbda-0be9-440c-a0b2-55e83bdd7e87&i=1a15f624-b37f-43e6-8d6e-bc9d3eade396
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Response numbers for each question are 
shown in figure 1.

1. How do people in low and middle income 
countries view partnerships?

Perhaps  unsurprisingly,  in view of  it  having  the  long-
est time to respond, question 1 drew the greatest  
number of responses. Several themes came out 
of the views expressed by those who responded:

a) Some partnerships were perceived to be 
unequal and unhelpful

“Some people from low income countries view 
certain partnerships as lopsided because they 
perceive themselves as receivers of dona-
tions with conditions attached” (KLC, Zambia)

b) There are cynical approach to partnerships, 
from both sides

“As the global health situation worsened, the 
diplomatic focus was changed to health be-
ing a SECURITY issue. In this regard, part-
nerships are a means of defending one’s 
own population from diseases emanating 
from elsewhere (guess where!)” (Dr TN)

“At a session put on by some external funders 
who wanted us to do a large number of mini lap-
arotomy tubal ligations a day I commented that 
that number was highly unrealistic. The Jamai-
can doctor sitting next to me nudged me to shut 
me up, explaining that we needed the instru-
ments that were being supplied” (MS, Jamaica)

c) Lack of coordination between LMIC and HIC 
can hinder partnerships

“there are simply too many NGOs in Af-
rica...Why cant these so called partners 
partner up at global level and have a con-
solidated coordinated partnerships with 
African governments?” (PW, Uganda)

“The great challenge really, is to convince 
our political leaders to look inwards; and ap-
propriate more resources to health, edu-
cation and agriculture” (Dr OY, Nigeria)

d) There are plenty who have an increasing 
trust in these kind of partnerships

“I think this has been a major problem in the 
past (developed countries simply dictating 
what should be done in developing locations). 
However, I do think there has been a change 
in this in the last five-ten years.” (TF, UK)

“It is true that ‘he who pays the piper dictates 
the tune’ even in health matters. But I have 
seen instances where partnerships flow both 
ways - the Southern poorer, more deprived 
partner learning and gaining by the richer, 
more endowed other half of the partnership 
from the North, and vice versa.” (JA, Nigeria)

Several examples of successful partner-
ships between LMIC and HIC were of-
fered and summarised by Olly Jefferies:

“Responses so far have included several ben-
fits for LMICs in partnerships including Op-
eration Hernia,THEnet, telemedicine in Mon-
golia, eradicating guinea-worm, knowledge 
exchange in clinical research, forming plat-
forms for friendship, self-help learning cours-
es and improving neonatal care” (OJ, UK)

@IntChildHealth

International Child Health Group

	  

Figure 1. Responses to each of the CHILD2015 
questions relating to global health partnerships

http://twitter.com/IntChildHealth
https://twitter.com/
https://www.facebook.com
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2. What is the UK doing to help organise 
healthcare knowledge and make it accessi-
ble to practitioners and the public in LMICs?

Question 2 generated the least number of re-
sponses of the three questions posed. There 
were several posts which promoted the work 
UK based organisations are doing in this area:

3. How can global partnerships and UK-
based organisations better support the qual-
ity of training of health workers? 

Four themes emerged from this final question. The 
issue guaranteed to raise a heated debate within 
such circles as these is Royal College Exams. Sur-
prisingly, there was nothing but positive thoughts 
for the implementation of such exams in LMIC: 

Agencies working together, within inter-
twined and continuous programmes of 
training were also a point of reference:

“It is VITAL that health workers and educa-
tors work CLOSELY together and although it 
is sometimes hard to achieve this (from field 
level all the way to the top) it is a key factor 
in the success of health promotion and health 
education programmes.... (CH, UK teacher)

“There’s a fair amount of evidence from SSA  
that training alone frequently fails to deliver long 
term changes in clinical practice.At the RCPCH, 
the model we are trying to follow is one where 
any training we deliver is part of a broader 
training programme accredited by the relevant 
national body and / or part of a much longer 
term intervention package where the training 
is supplemented by ongoing support, mentor-
ship and evaluations of impact (JT, RCPCH)

Finally, the importance of utilising and shar-
ing new innovations and skills was emphasied:

“Its not easy to get annual leave or long periods 
away from work within the nhs, but through the 
online forums there is more of an opportunity 
to contribute to the learning of others (SC, UK)

“Perhaps not if it is done primarily with an 
intention to learn more from the commu-
nity? The learning point that I would take 
home from your observation is that opti-
mizing both exploration with implementa-
tion needs to be a key priority. (RB, India)

From all the posts and answers to the three ques-
tions posed, this desire for fairness and partner-
ships guided by a principle of improving health 
for all populations we serve shines through. 

Despite the cynicism expressed in some posts, 
there appears to be a recognition that the 
work between north and south, HIC and LMIC 
is becoming more balanced. Equal, two way 
relationships, along with a respect for both 
sides’ knowledge and skills of the challenges 
and solutions to improving local population 
health, seem to be increasing in frequency. 

“The BMA charitable causes fund supported 
my organisation (PHASE) to print and pub-
lish a set of simple treatment guidelines for 
rural primary care workers in Nepal....... it 
will be a long time before rural health work-
ers in Nepal will have access to internet or 
even regular journals, this kind of invest-
ment in hard copy information still seems 
important and effective” (GP, PHASE, UK)

“I would like to highlight the work and achieve-
ments of HIFA2015’s 160 Supporting Or-
ganisations and, in particular relation to the 
above question, our 52 UK-based Supporting 
Organisations (Neil Packenham Walsh, UK)

“It is a difficult and controversial area, but I feel 
overall the balance is in favour of carrying on 
whilst at the same time looking how to promote 
international child health through evolving and 
adapting exams and the other important RCPCH 
initiatives” (KW, RCPCH Exams Officer)

“I know it’s not a UK thing, but the com-
ments from Dr Windebank regarding exams 
that can be used across the globe bring up 
a very good point. As we strive to help resi-
dencies in all countries improve it IS help-
ful to have a way to measure those learners 
(and their faculty teachers!) by comparing 
cohorts across time and geographical area.” 
(CO, Chair of AAP Int Child Health Committee)
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If the old preconceptions of hidden agendas, wastefulness and corrupt deal-
ings can be replaced with understanding and cooperation working towards the com-
mon goal of health improvement, then future partnerships can begin to build on the po-
tential and progress that has been shown to be illustrated in some of the posts made.

To join  CHILD2015 send your name, 
organisation and brief description of 
professional interests to Child2015-
admin@dgroups.org or visit www.
hifa2015.org/child2015-forum/join-

child2015

here

http://www.hifa2015.org/child2015-forum/join-child2015/
http://dgroups.org/groups/child2015
http://www.rcpch.ac.uk/events/women-and-changing-face-paediatrics
https://www.som.soton.ac.uk/learn/test/nutrition/Default.asp
http://www.ipa-world.org/page.php?id=160
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The 2012 ICHG winter meeting was held in No-
vember at St Catherine’s College, Oxford, and or-
ganised by Dr Olly Jefferis, a paediatric registrar 
and ICHG committee member. The meeting was 
themed for us to reflect on the progress in the 5 
years following the publication of the ‘Crisp’ Report 
commissioned by the Prime Minister in 2007. This 
report made recommendations on Global Health 
Partnerships, and we were privileged to have 
Lord Crisp, the report’s author, and previously 
Chief Executive of the NHS as our first speaker. 

We also had speakers from DfID, THET, CHILD 
2015, and the RCPCH International Board. There 
were speakers representing the diaspora in the 
UK, and those supporting the development of re-
search capacity in Africa. Finally, we broke new 
ground with a Skype linked talk from the Principal 
Secretary of Health from Malawi. We anticipate 
this to become our preferred means for bring-
ing overseas contributions to these meetings. It 
also allowed us to have an eminent speaker who 
would have been unable to contribute otherwise.

Prior to the meeting there had been a dis-
cussion group through CHILD 2015, and 
this primed the discussion within the meet-
ing, as allowed a voice from those unable 
to attend. Gareth Lewis represented this 
group, many contributing from overseas. 

The audience of over 100 delegates brought 
extensive experience from overseas work-
ing and link programmes, and there was 
lively discussion following presentations. 
The meeting recordings are available on the 
ICHG website. I will outline some of the high
lights of the day. Perhaps in future we may even 
move to live internet streaming of the event.

Lord Crisp started the meeting by looking at the 
opportunities for learning from other countries,and 

referred to his 2010 book  ‘Turning the World Up-
side Down’. He indicated that future partnerships 
should be less based on international aid, but on 
co-development. Historically in the UK we have 
tended to tell partners what to do, seeing things 
from our own perspective, rather than as equals 
in partnership. Education and Training are areas 
where we can build on our strengths within the 
links, noting there is much we can learn from our 
partners so the flow of benefits go both ways. 

An area of opportunity is the development of 
new technology to provide practical solutions. 
And we could better engage with private practice 
providers, as these deliver much of the medi-
cal care in practice. He outlined some practi-
cal recommendations to NHS Trusts which are 
coming to fruition, one area being the career 
support to NHS professionals choosing to de-
velop links, or volunteering to units overseas.

The benefits to the NHS are well recognised by 
those NHS staff who are involved in partner-
ships. The example was given of the Zambia 
UK Health Workforce Alliance, where mutual 
learning and development are promoted, with 
other countries looking to emulate this. Finally 
he identified 3 emerging themes: community 
activation; the linking of education, health and 
development; and the changing of staff skill mix 
with task shifting, noting these are common ar-
eas of organisational change worldwide with 
shared learning opportunities for all partners.

ICHG Winter Meeting: Oxford Nov 2013
Global Health Partnerships: Progress and priorities

Click right to hear the talk 
by Jenny Amery from DfID 
about current partnership 
programmes

http://www.ichg.org.uk/podcasts/ICHGpodcast8.mp3
http://www.dfif.gov.uk
http://thet.org
http://www.hifa2015.org/child2015-forum/
http://www.hifa2015.org/child2015-forum/
http://www.rcpch.ac.uk/what-we-do/rcpch-international/rcpch-international
http://dgroups.org/groups/child2015/login
http://www.ichg.org.uk/training_podcasts.php
http://www.zuhwa.com/
http://www.zuhwa.com/
http://www.ichg.org.uk/podcasts/ICHGpodcast8.mp3
http://www.ichg.org.uk/podcasts/ICHGpodcast8.mp3
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The meeting then turned to the evaluation of 
partnerships, with examples given by represent-
atives from THET. Active discussion followed 
on the challenges people had experienced, 
and examples of good (and poor) practice. 
There was discussion on the type and qual-
ity of data required to make these evaluations. 

The next talk was by Michael Boele van Hens-
broek, coordinator of the Global Health group in 
Amsterdam, who described a programme to de-
liver in-country research and evaluation capacity 
in local staff. He outlined the need for countries 
to generate (and retain) staff with the skills to in-
dependently conduct research as equals. And 
to compete with the international academic in-
stitutions that have dominated much of the re-
search in this setting. He described the estab-
lishment of a research support centre (RSC) 
in Malawi, staffed by Malawi nationals, and a 
programme funded by the Dutch government to 
develop a network of RSCs in Southern Africa.

We then turned to the role UK based diaspora 
have in promoting health in their home country. 
Dr Tare Biu, (Consultant Community Paediatri-
cian, Bristol) described his experience of setting 
up medical services in the Niger Delta region of 
Nigeria, with a moving account of the opportuni-
ties and challenges of doing this, and the set-
backs often encountered. He has been able to 
advise the government on health systems and 

to practically support these through repeated vis-
its over many years. He has established a local 
NGO to help deliver this. More recently he has 
facilitated more formal links between RCPCH 
and the West African College of Paediatrics. 
There are many doctors working in the NHS who 
promote and support programmes in their home 
country, and he was able to outline some of the 
opportunities through RCPCH for establishing 
(and seeking funding) for such partnerships. 

Jenny Amery, and Justin Thacker then pre-
sented examples of programmes DfID and 
RCPCH are running, and their perspective 
on the framework in which these operate.

The final presenter was by Skype link from 
Malawi, and despite initial technical delays 
due to sluggish internet speeds and telephone 
connections, the link was made. Dr Charles 
Mwansambo, Principal Secretary of Health, 
and a consultant paediatrician spoke eloquent-
ly on the perspective of the partner country in 
link programmes. He outlined the challenges in 
ensuring equal status and described the com-
ponents they would be seeking. In particular 
partners should look to the district implementa-
tion plans and local resource mapping, so as to 
complement the priorities and fill gaps already 
identified locally. There was a cross continent 
discussion and he took questions on Skype. 

The meeting was left with a clear sense 
that advances in information technology 
will make the process of link development a 
much more dynamic process for all partners.

James Bunn
Olly Jefferis

Click left to hear Michael 
Boele van Hensbroek de-
scribe research and aca-
demic global partnerships

Click right to hear Dr 
Charles Mwansambo 
discuss the challenges and 
successes of global health 
partnerships in Malawi

http://www.ichg.org.uk/training_podcasts.php
http://www.ichg.org.uk/podcasts/ICHGpodcast9.mp3
http://www.ichg.org.uk/podcasts/ICHGpodcast9.mp3
http://www.ichg.org.uk/index_join.php
http://www.ichg.org.uk/podcasts/ICHGpodcast7.mp3
http://www.ichg.org.uk/podcasts/ICHGpodcast7.mp3
http://www.ichg.org.uk/podcasts/ICHGpodcast7.mp3
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International Society for Social 
Paediatrics (ISSOP)

St Andrews is not the most accessible town in 
the UK but in my opinion it is the most beauti-
ful, which is the reason I suggested holding 
the International Society for Social Pediatrics 
and Child Health (ISSOP) meeting here. It is 
also my home town though I don’t live or work 
there, and so I was very pleased that Lucy 
Reynolds, who works in Glasgow, agreed to be 
co-organiser. Scotland is also a thriving young 
democracy and is full of good ideas about tack-
ling the very severe health problems it faces.
 
In planning the meeting we knew we needed to 
have good speakers, but also plenty of discus-
sion time, so opted for having workshops on both 
days. The first day’s theme was evidence- based 
practice, and the second evidence- based poli-
cy. We wanted to make this a truly international 
meeting (our first one as ISSOP) but without flying 
in speakers from all over the world, so arranged 
to use Skype for three of the presentations.
 
In this brief report   I will  highlight the plenary talks, 
the Skype  sessions and general conclusions.

Plenary talks
Professor Catherine Law from London gave the 
opening talk on old and new challenges for social 
paediatrics. She spoke of the significance of so-
cial determinants in the leading causes of death 
and disability worldwide, pointing out that these 
are common and linked, show disparities across 
social class, and have long term consequences. 

Crucially, she pointed out that evidence-based 
practice is not just about interventions but evi-
dence can inform frameworks and logic models 
of how to tackle complex problems. The need and 
burden of a condition can be accurately described 
so as to assess the scale of remediation efforts. 
Evidence can also be used to assess options, for 
example, is it better in tackling poverty to provide 

benefits, or enable single mothers to go back to 
work? She also stressed the need for using evi-
dence in relation to advocacy work in child health. 

Catherine was followed by a presentation of the 
ISSOP survey on Evidence-based medicine by 
Lucy Reynolds and by four talks on national per-
spectives from Russia, Croatia, Sweden and Tur-
key: these highlighted both common and dispa-
rate strengths and difficulties faced by our various 
nations, for example the influence of the pharma-
ceutical industry on drug prescribing in Russia.

Skype sessions
In the afternoon plenary were two Skype speak-
ers: Liz Mason, head of maternal, child health 
and newborn care at WHO, speaking from Ge-
neva, and Prakesh Jeena of the South African 
paediatric essential drug programme, from 
Durban. The third home speaker was Sally 
Haw, speaking on childhood exposure to sec-
ondhand smoke. My heart was in my mouth in 
preparation for this session, but fortunately we 
had a highly skilled technician and there were 
no blips at all at the St Andrews end. There was 
an excellent panel following the talks, and top-
ics covered included WHO essential newborn 
care, the role of traditional birth attendants, 
rational prescribing and means of preventing 
young people’s smoking, including the ben-
efits and feasibility of banning smoking in cars.

The second day was opened by Dr Harry Burns, 
chief medical officer for the Scottish Govern-
ment, on policy making and collaboration.
In his inspiring talk he described how he 
was encouraged by ministers to use evi-
dence rather than ideology in developing 
health policy, and this led him to focus on ear-
ly years support as the area which will have 
the greatest impact on child and adult health. 
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Harry trained as a surgeon and has developed 
the approach of an epidemiologist, and he dem-
onstrated effectively how paediatricians can 
work with government in using evidence to influ-
ence policy. His vision for Scotland is to achieve 
the health indices of a Scandinavian country! 

Catherine Law joined him on the panel after 
the talk, as well as two young people working 
for the organisation Inspector8, and there was 
a marvelous discussion covering smoking, al-
cohol, drugs and sex as well as early years 
policy. The message I took away from this ses-
sion is that there is every possibility of achiev-
ing evidence-based government health poli-
cy, especially if we organise to press for this.

The international symposium of examples of 
influencing government policy included David 
Sanders speaking by Skype from Cape Town on 
the People’s Health Movement (PHM), Staffan 
Janson on influencing parliamentarians on cor-
poral punishment and Geir Gunlaugsson on his 
work as chief medical officer in Iceland on breast 
feeding support policies. Sanders’s talk was the 
most radical of the three, and he challenged cur-
rent WHO policies on primary health care and on 
neoliberal globalization as a determinant of child 
health. He argued that ‘vertical’ programmes such 
as diarrhoeal control and HIV treatment, whilst 
effective, damage the ability of local communities 
to control their own health. The PHM works with 
local community groups to develop a ‘bottom-
up’ rather than a ‘top-down’ approach to health. 
He suggested that there could be a role for IS-
SOP in tackling global child health with the PHM.

The final session at the ISSOP meeting was 
a presentation by Tam Baillie, Scotland’s Com
missioner for Children and Young People, on 

‘blethering with children’, with a panel including 
Amy and John, the two young people from In-
spector8. Blethering is a Scottish term for chat
ting, and Tam’s topic was consulting with chil-
dren under five. He wanted to show that this is 
possible, though he didn’t suggest that a clear 
message emerged! His pro-young person ap-
proach was infectious, and the presence of the 
young people on the panel was inspiring, and I 
hope can be repeated at future ISSOP meetings. 
 
The final event of the meeting, following the 
third excellent free paper meeting on Sat-
urday morning, was a coach tour of the Fife 
coast fishing villages. Our tour guide was also 
a piper and the day was warm and sunny. A fit-
ting farewell to a marvelous part of Scotland.

The meeting was also covered in a blog in the BMJ
http://blogs.bmj.com/bmj/2012/09/17/tony-wa-
terston-tackling-global-health-in-st-andrews/

KEY MESSAGES

• We CAN tackle the social determinants 
of health, using evidence to influence 
policy

• We CAN include international speakers 
at our meetings using Skype or other 
means (and we could also webstream 
the meeting, though didn’t manage this 
time)

• We CAN work with children and young 
people to achieve more effective health 
promotion 

Child health in developing countries 
course

11th-13th February 2013

RCPCH, London

click here for registration form
contact events@rcpch.ac.uk for more information

£350 RCPCH Trainees and SSASG 
£400 Consultants and non-members
£200 VSO
£50 discount for ICHG members

http://www.youngscot.org/local/dumfries-galloway/467-inspector8
http://www.phmovement.org/en
http://www.rcpch.ac.uk/events/child-health-developing-countries-course
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My father, Andrew Chetley, dedicated his first 
book, The Baby Killer Scandal (1979), to the 
‘millions of children born into poverty’; a cause 
which became the focus of his entire career. He 
sought to enrich childrens lives through improv-
ing nutrition and empowering through education.

Andrew, who lost his battle with can-
cer on 17 October 2012, accrued more 
than 30 years’ development, communica-
tion and advocacy experience from work-
ing in Africa, Asia, Latin America and Europe.

Born in Canada, Andrew was educated at 
St John’s high school, New Brunswick, and 
at the University of New Brunswick. He be-
came a journalist and in 1972 moved to Eng-
land, where he joined War on Want, leading its 
campaigns on infant feeding, and publishing 
The Baby Killer Scandal as part of this work.

This publication, an investigative report into the 
promotion and sale of powdered infant milk in 
the developing world, and subsequent lobbying 
around the issue, fuelled his passion for health ac-
tivism. The introduction of the International Code 
of Marketing of Breast-Milk Substitutes (1981) 
was a direct result of his participation in the ad-
vocacy campaign at the World Health Assembly.

Andrew mentored the UK-based Baby Milk Ac-
tion group and, from 1984, was the first gen-
eral administrator of the International Baby 
Food Action Network. His account of the lat-
ter’s origins, The Politics of Baby Foods: Suc-
cessful Challenges to an International Market-
ing Strategy (1986), traces the campaign led 
by pressure groups on the infant feeding issue.

Through working in Bangladesh, Andrew devel-
oped an understanding of questionable prac-
tices within the pharmaceutical industry. During 
the 1980s and 90s he wrote extensively, includ-
ing the book A Healthy Business? World Health 
and the Pharmaceutical Industry (1990). The 

pinnacle of his investigation into the “world’s 
pharmaceutical jungle” was Problem Drugs 
(1995); a New Scientist review said he “pricks 
the conscience of the pharmaceutical industry”.

Between 1984-88 Andrew worked as a free-
lance consultant for organisations such as the 
World Health Organization, UNICEF, Oxfam, 
Health Action International (HAI), Save the Chil-
dren and the Bernard van Leer Foundation. 
This work included developing policy briefs, 
advising on research, advocacy and commu-
nication strategies, undertaking programme 
evaluations, training and capacity development.

A particular highlight of this time was his work with 
Health Action International (HAI), where he man-
aged an effective media strategy for HAI around 
the 1985 international meeting on a revised med-
icines strategy for the World Health Organiza-
tion (WHO). In 1986 Andrew served as editor for 
Health Now, the newspaper published by HAI and 
IBFAN during the 1986 World Health Assembly.

In 1996, Andrew joined Healthlink Worldwide, a 
health communication charity working with poor 
and vulnerable communities. He retired as its ex-
ecutive director in 2010. He also made significant 
contributions to the development of two global 
health networks, HIFA2015 (which now has more 
than 5,000 members) and the People’s Health 
Movement (which has a presence in 70 countries).

Upon retirement, he joined Ipswich’s West-
bourne library action group, to prevent it from 
closing, and became a trustee of Iceni, a lo-
cal addiction charity. He also completed a nov-
el, based on the story of his family in Canada.

Andrew is survived by his wife, Ana; for-
mer wife, Gillian; sister Valerie; and his chil-
dren, Victoria and Graham from his second 
marriage; and me and Rachel from his first.

Becci Cousens


