Emerging Trends  in Global Diseases: How Safe is Nigeria?

Background and Historical Accounts 
Diseases have been with mankind since biblical times. There is no nation or clime that could be given a truly “perfectly clean bill of health.” The plague that ravaged Egypt in 1300 BC attest to the fact that human beings have always suffered impairments of health due to alterations in either the biological, social, or psychological components of an individual or community  (http://starways.net/lisa/essays/exodus.html).

       Recorded historical accounts about diseases dates back to the year 1350 when a global outbreak of Bubonic Plague was recorded. A subsequent outbreak of this was recorded in London between 1578 and 1665, which killed in thousands. Similarly, Bubonic Plague was reported in 1612, while the extreme version broke out in 1665. Influenza was reported in 1723, while smallpox was reported in 1743. Cholera, which began in 1831 spread globally, and lasted until 1849. In 1950 also, polio broke out world wide, but it is already controlled in most parts of the world except Nigeria.

        Many more examples of global disease outbreaks abound. For instance, Cholera which was first reported in Gujarat, west India in the 4th century BC became a pandemic in the 19th century sweeping through the eastern hemisphere from 1817 to 1823. This was followed by another outbreak which reached Europe, traversing the continental land mass from India, to reach England in October 1831. The disease spread to Ireland, from where immigrants transported it to North America. A further pandemic saw England’s greatest death toll from cholera, in 1848-1849. Again, the disease continued on to North America. During an outbreak in 1854, Dr John Snow undertook his famous Broad Street pump demonstration in which cholera deaths in the London neighbourhood came to a sudden halt after he persuaded the authorities to stop water being drawn from a suspected source. Even so, the results of his experiment were largely ignored by the medical profession at the time. 

       There is also evidence that prehistoric communities suffered from tuberculosis. In more recent times, the suggestion is that, on the retreat of plague, tuberculosis became the major killer disease in Britain. It often went undiagnosed and under-reported as such until the nineteenth century, but the bacillus would seem to have been extremely widespread throughout society. Among the lower classes, poor domestic and working environmental conditions were unquestionably responsible both for a primary infection during childhood and a secondary infection in adulthood. Despite traditional opinions, recent studies are unable to confirm climate as a direct factor in the spread of tuberculosis. 
         It could be observed that many of the diseases recorded earlier in history have been curtailed globally, with the exception of third world countries and failing states. At present, there are variations in the prevalence of global diseases recorded in historical times; as well as trends in emerging diseases. Genetic variations and mutations in micro organisms and even human populations, dietary changes, in-congruencies in activity-exercise patterns and socio-behavioural lifestyles have jointly the paved way for the emergence of newer communicable and non communicable diseases globally. 
Newer Trends and Burdens of Global Diseases

          Emerging global trends reveal the advent of newer communicable diseases such as the Auto Immune Deficiency Syndrome, the H1N1 influenza pandemic, newer strains of avian influenza, and drug resistant strains of pulmonary tuberculosis, malaria, and poliomyelitis among others. Similarly, the incidence of non-communicable diseases such as cancer, hypertension, and mental illness among others in developing countries over the past decade is growing beyond the available human and material resources in affected countries.        

         Some experts have remarked that the non communicable diseases that affect mankind globally today are reaching world epidemic proportions and include cardiovascular diseases (mainly heart disease and stroke), several cancers, chronic respiratory conditions, and type 2 diabetes. Non communicable diseases have also been observed to cause the greatest share of death and disability worldwide; account for over 60% of deaths worldwide, four-fifths of those fatalities being citizens of low and middle income countries; and cause twice as many deaths as the combined total of HIV/AIDS, tuberculosis, malaria, maternal and peri-natal conditions, and nutritional deficiencies. Over 50 percent of all deaths worldwide are from non-communicable diseases. The results of the Global Burden of Disease Study dispel the notions that these non-communicable diseases are related to affluence. In all developing regions, except for India and sub-Saharan Africa, non-communicable diseases are responsible for more deaths than infectious diseases. Deaths from non-communicable diseases have been projected to climb from 28.1 million deaths in 1990 to 49.7 million in 2020, increasing as a proportion of all deaths from 55 percent in 1990 to 73 percent in 2020. http://www.euro.who.int/noncommunicable
                              Leading causes of death, all ages, 2004. 
	S/N


	Disease/Injury
	Death (Millions)
	%

	1. 
	Ischaemic heart disease
	7.2
	12.2

	2 .
	Cerebrovascular disease
	5.7
	9.7

	3 .
	Lower respiratory infections 
	4.2
	7.1

	4 
	 COPD
	3.0
	5.1

	5. 
	Diarrhoeal diseases
	2.2
	3.7

	6 . 
	HIV/AIDS
	2.0
	3.5

	7.
	Tuberculosis
	1.5
	2.5

	8. 
	Trachea, bronchus, lung cancers
	1.3
	2.3

	9 .
	Road traffic accidents
	1.3
	2.2

	10. 
	Prematurity and low birth weight
	1.2
	2.0

	11.
	Neonatal infections
	1.1
	1.9

	12. 
	Diabetes mellitus
	1.1
	1.9

	13. 
	Hypertensive heart disease
	1.0 
	1.7

	14. 
	Malaria
	0.9
	1.5

	15.
	Birth asphyxia and birth trauma
	0.9
	1.5

	16 .
	inflicted injuries
	0.8
	1.4

	17. 
	Stomach cancer
	0.8
	1.4

	18 .
	Cirrhosis of the liver
	0.8
	1.3

	19 . 
	Nephritis and nephrosis
	0.7
	1.3

	20.
	Colon and rectum cancers 
	0.6
	1.1


Global Trend of Diseases

Over 50 percent of all deaths worldwide are from noncommunicable diseases. The results of the Global Burden of Disease Study dispel the notions that these noncommunicable diseases are related to affluence. In all developing regions, except for India and sub-Saharan Africa, noncommunicable diseases are responsible for more deaths than infectious diseases. Deaths from noncommunicable diseases have been projected to climb from 28.1 million deaths in 1990 to 49.7 million in 2020, increasing as a proportion of all deaths from 55 percent in 1990 to 73 percent in 2020. http://www.euro.who.int/noncommunicable
It has been observed that millions die each year, needlessly . Despite incredible improvements in health since 1950, there are still a number of challenges, which should have been easy to solve. Consider the following:

i.One billion people lack access to health care systems.

 ii. Cardiovascular diseases (CVDs) are the number one group of conditions causing death globally. 

iii. An estimated 17.5 million people died from CVDs in 2005, representing 30% of all global deaths. 

iv. Over 80% of all global deaths occur in low – and middle income countries. 

v. About 11 million children under the age of 5 die from malnutrition and mostly preventable diseases, each year. In 2002, almost 11 million people died of infectious diseases alone, far more than the number killed in the natural or man-made catastrophes that make headlines. 

            The situation of communicable diseases is not better either. The impact of the H1N1 influenza pandemic for instance is being felt globally. An August 6, 09 WHO document revealed that since the beginning of the epidemic the Americas recorded 102905 cases and 1274 deaths, South East Asia recorded 11432 cases and 83 deaths , while the Western pacific recorded 28120 cases and 43 deaths (World Health Organisation (WHO). 2009. Global influenza preparedness plan. Pandemic influenza preparedness and response: a WHO guidance document [cited 2009 Jun 29]. Available at: http://www.who.int/csr/disease/influenza/PIPGuidance09.pdf. Accessed 2 September, 2009.)  As of September 03, 2009, 22 countries have officially reported 5559 laboratory confirmed human cases of the virus including 28 deaths in Africa, 20 of which occurred in South Africa (World Health Organisation (WHO). 2009.H1N1 Influenza pandemic: Current situation in the Afro Region. Available at: http://www.afro.who.int/ddc/influenzaa/index.html. Accessed 21 September, 2009.) Worse still, a September 5, 2009 popular Accra based newspaper presented a Ghanaian official report confirming 10 swine flu cases (The Ghanaian Times 2009. News: Ten swine flu cases confirmed. P3.), fuelling speculations of a major spread in West Africa.
Many other diseases threaten human health in varying proportions. Here is a summary: 

i. As at 2008, UNAIDS estimated that 33.4 million people are living with HIV, 2.7 million new HIV infections were reported, while 2 million HIV deaths occurred. 

ii. Concerning Tuberculosis, there an 8.8 million new yearly cases are being reported and 1.75 million deaths.

iii. Malaria causes more than 300 million acute illnesses and at least 1 million deaths annually.

iv. In 2003, more than half a million people, mostly children died from measles even though effective immunisation costs just 0.30 US$ , and has been available for over 40 years. The question is why has it got to such a level when the world has enough wealth to help address most of these problems, or at least alleviate more of the suffering? (Shah A.2009). Global Health Overview, Global Issues, Updated: November 29, 2009 http://www.globalissues.org/article/588/global-health-overview#Millionsdieeachyearneedlessly.) 

          Many of these diseases are not only the result of poverty, but have been contributing to poverty—a nasty feedback loop. In the case of malaria, for instance, the WHO notes that malaria has significant measurable direct and indirect costs, and has recently been shown to be a major constraint to economic development. The annual economic growth in countries with high malaria transmission has historically been lower than in countries without malaria. Economists believe that malaria is responsible for a “growth penalty” of up to 1.3% per year in some African countries. The indirect costs of malaria include lost productivity or income associated with illness or death. Malaria has a greater impact on Africa’s human resources than simple lost earnings. Although difficult to express in dollar terms, another indirect cost of malaria is the human pain and suffering caused by the disease. Malaria also hampers children’s schooling and social development through both absenteeism and permanent neurological and other damage associated with severe episodes of the disease. World Health Organization, accessed November 27, 2005. Economic costs of malaria. 

             In Africa, for example, as observed by Colgan (2002), the health care systems inherited by most African states after the colonial era were unevenly weighted toward privileged elites and urban centers. In the 1960s and 1970s, substantial progress was made…. Most African governments increased spending on the health sector during this period. They endeavored to extend primary health care and to emphasize the development of a public health system to redress the inequalities of the colonial era. With the economic crisis of the 1980s, much of Africa’s economic and social progress over the previous two decades began to come undone. 

            As African governments became clients of the World Bank and IMF, they forfeited control over their domestic spending priorities. The loan conditions of these institutions forced contraction in government spending on health and other social services. The economic austerity policies attached to World Bank and IMF loans led to intensified poverty in many African countries in the 1980s and 1990s. This increased the vulnerability of African populations to the spread of diseases and to other health problems. Declining living conditions and reduced access to basic services have led to decreased health status. In Africa today, almost half of the population lacks access to safe water and adequate sanitation services. As immune systems have become weakened, the susceptibility of Africa’s people to infectious diseases has greatly increased. Even as government spending on health was cut back, the amounts being paid by African governments to foreign creditors continued to increase. By the 1990s, most African countries were spending more on repaying foreign debts than on health or education for their people. Health care services in African countries disintegrated, while desperately needed resources were siphoned off by foreign creditors…. Across Africa, debt repayments compete directly with spending on Africa’s health care services (Colgan, A. (2002). Hazardous to Health: The World Bank and IMF in Africa. Africa Action, April, 18, 2002). 

The Nigeria situation
Most of the global issues affecting human health impact the physical and psychological wellness of Nigerians, and often in worse dimensions.  Even though there may be no precise and up to date prevalence of most diseases, the lesser life span of Nigerians compared to many developing countries as well as the persistence of diseases such as poliomyelitis that have been controlled in other parts of the world suggests that Nigeria is not relatively free from communicable and non-communicable diseases. 

The growing burden of cancer among Nigerians has been reported in literature. The estimated number of new cases of cancer in Nigeria was estimated to be 100,000 in 2003, and by 2010 it is predicted to be about 500,000.  A critical review of published data from Nigerian cancer registries and several other publications have confirmed some changing trends in the relative incidence of major cancers [Okobia MN.  Cancer care in sub-Saharan Africa—urgent need for population-based cancer registries.  Ethiop J Health Dev 2003; 17: 89-98., Ochicha O, Edino ST,  Muhammed AZ, Umar, AB. Dermatological Malignancies in Kano, Northern Nigeria.  A Histopathological Review, Annals of African Medicine 2004; l3: 4, 188-191. 

18.  Ogundipe S, Obinna C. Why Cancer is on the rise in Nigeria. Vanguard Newspapers, Mon. 16, June, 2008. Downloaded via http://.www.vanguardngr.com/index.php?option=com_content&task=view&id=10406&Itemd=0 ].   In the emerging trend, there are an estimated 100,000 new cancer cases in the country each year although observers believe the figure could become as high as 500,000 new cases annually by 2010. It is feared that by 2020, cancer incidence for Nigerian males and females may rise to 90.7/100,000 and 100.9/100,000 respectively. It is also anticipated that by 2020, death rates from cancer in Nigerian males and females may reach 72.7/100,000 and 76/100,000 respectively. Steadily improving economic and social factors, increasing consumption westernized diets, reduced physical activity, increased rate of obesity will increase rates of cancer diagnosis [Ogundipe S, Obinna C. Why Cancer is on the rise in Nigeria. Vanguard Newspapers, Mon. 16, June, 2008. Downloaded via http://.www.vanguardngr.com/index.php?option=com_content&task=view&id=10406&Itemd=0 ],  Oguntola, S. (2009).  Nigeria records 10,000 cases of cervical cancer yearly. Thursday, December 10, 2009).

A 2009 first quarter report also informed that there were two rare unrelated cases of Lassa fever reported in Nigeria and Mali between January and March, 2009 (Journal of Public Health. Vol. 31, No 2 pp 278-279. Communicable Disease and Health Protection Quarterly Review. Jan-March, 2009). Similarly,  the feared swine flu A(H1N1) has finally crossed the threshold of the Nigerian border and infected a family that resides in Lagos state (Rabiu, R. 2009, This Day Newspaper Thursday Nov. 5, 09.). The incidence of Nigerians reporting mental illness is also on the rise, going by data from the Aro Neuro Psychiatric Hospital, Abeokuta, Nigeria.

The current minister of Health, Professor Osotimehin also raised an alarm in October, 2009 saying that about 388 million people all over the world will die of one or more non-communicable diseases by the next decade.  According to him, non-communicable diseases such as hypertension, diabetes, cerebrovascular disease, hypertensive heart disease, chronic kidney failure, obesity, cancer and so on, will be responsible for up to 73 per cent of all deaths by 2020. He said in Nigeria alone, over 4.5 million people of over age 15 are hypertensive, with many of them not aware of it, adding that the highest prevalence was found in Kano and Lagos Island. According to him, though the actual figure of death to non-communicable diseases is yet be estimated, he, however, said many able bodied Nigerians will suffer from non-communicable diseases. Quoting the minister, 

        "We cannot estimate for Nigeria, but it is obvious that if nothing is done, the nation's work force will continue to be negatively affected by absenteeism from work due to hospital visits and admissions, loss of family breadwinners from premature deaths, resorting in huge amount of money being spent by government on sick individuals."

Concerning HIV prevalence, the risk of pregnant women in Nasarawa State of Nigeria for example to test positive to HIV virus is increasing as the latest estimated prevalence rate among them in the state has been put at 10 per cent above the 6.8 per cent prevalence rate of the state as a whole. The increase of the scourge among women was computed during the year 200-2009 under review by the Nasarawa AIDS agency NASACA. Executive Director of the programme, Dr. Ishiaku Bako told newsman in Lafia that the latest estimate of the HIV prevalence figures placed Nasarawa as the second highest in the Federation next to Benue. He said the ante-natal prevalence figures in Lafia alone rose from nine to 19.5 per cent, making it the highest notably at the hot spot of Nyaya Mararaba while Doma had a prevalence of 2.0 per cent. Bako said that Nasarawa Eggon had a prevalence of 3.7 per cent while all the 13 sites for treatment in the state still provide free services. Bako said 86 health facilities in the state are currently providing free HIV counseling and testing centres. 

The problem of diabetes is also getting more scary. A recent review of literature published by Ajogu (2009) shows that over the past 30 years, the prevalence of Diabetes has been increasing steadily. The progressive increase in the prevalence rates of Diabetes is associated with lifestyle changes; overweight and obesity, physical inactivity, alcohol consumption, dietary changes and cigarette smoking- factors that are potentially modifiable. So much attention is being given even recently to Communicable diseases like HIV, Tuberculosis and Malaria at the detriment of the emerging epidemic of Non-Communicable disease like Diabetes, hypertension and heart disease. Over 30% of our elite population including decision-makers are Diabetic. More painfully so, the majority of the Nigerian Diabetic population cannot afford meaningful treatment; and over 80% of the healthy population are ignorant about Diabetes (Akogu, 2009 http://ezinearticles.com/?The-Problem-of-Diabetes-in-Nigeria&id=3020464). here are organized structures to arrest the scourge of HIV infection and provide free treatment for patients with HIV and TB. There are no known such structures for Non-communicable disease. The average monthly cost of treatment for a person with Diabetes without complication is about N10,000.00 (Ten thousand naira) of the minimum wage. There is a great need for attention to be given to Diabetes (http://EzineArticles.com/?ex.)

Ethical Issues in Global Diseases: 

Structural adjustment, increasing influence of multi-national corporations and ideology are contributing to a change in health care provision, away from principle of universal health care and rights, to individual management and privilege This paper argues that the role currently played by global pharmaceutical industries, from the viewpoint of  ethics leaves so much to debate. 
Controlling Disease: Ethical in-congruencies on the part of Pharmaceutical Companies   

      Despite a century of health improvement throughout the world, health inequities between and within countries have widened with poorer populations having a disproportionate share of the global disease burden (World Health Organization, 2000). Yet, less than 10% of global spending on health research is devoted to diseases or conditions that account for 90% of the global disease burden (Global Forum for Health Research, 2000). To improve health and address the striking disparities in health and misallocation of resources a health research system that maximizes the contribution of research for health development is needed (Commission on Health Research for Development, 1990).  M. Boylan (ed.) International Public Health Policy and Ethics, 191 © Springer Science + Business Media B.V. 2008

          It is now a question of profit at all costs by most large pharmaceutical companies. Multinational pharmaceutical companies neglect the diseases of the tropics, not because the science is impossible but because there is, in the cold economics of the drugs companies, no market. There is, of course, a market in the sense that there is a need: millions of people die from preventable or curable diseases every week. But there is no market in the sense that, unlike Viagra, medicines for leishmaniasis are needed by poor people in poor countries. Pharmaceutical companies judge that they would not get sufficient return on research investment, so why, they ask, should we bother? Their obligation to shareholders, they say, demands that they put the effort into trying to find cures for the diseases of affluence and longevity—heart disease, cancer, Alzheimer’s. 

         Of the thousands of new compounds drug companies have brought to the market in recent years, fewer than 1% are for tropical diseases. In the corporate headquarters of major drug companies, the public relations posters display the image they like to present: of caring companies that bring benefit to humanity, relieving the suffering of the sick. What they don’t say, is that, so far, their humanity has not extended beyond the limits of the pockets of the sick. Isabel Hilton, A Bitter Pill For The World’s Poor, The Guardian, January 5, 2000.

              Isabel Hilton as early as 2000 observed that, for many years, the large pharmaceutical companies and their lobby groups have come under sharp criticism for intensely lobbying rich country governments to protect their interests around the world through things like enforcement of strict patents laws on medicines, allowing companies to monopolize their products, charging high prices for medicines that people around the world depend on (Isabel Hilton, A Bitter Pill For The World’s Poor, The Guardian, January 5, 2000). 

          For the large companies, they feel their investment into research and development would suffer if other companies then simply copy what they produce. Yet, a lot of the base science and research that the large companies have benefited from has been publicly funded—through university programs, government subsidized research, and other health programs. Privatizing such profits may be acceptable to a certain degree. Certainly, the large pharmaceutical companies have created medicines that have saved millions of people’s lives.  

            However,  Jamie Love, an AIDS activist, denies that the pharmaceuticals even own the rights to the drugs in the first place. He points out that many of the anti-retroviral drugs used to treat HIV and AIDS today stem from the government-funded cancer drug research of the 1980s. The rights to government-created innovations were sold to pharmaceutical companies at low prices … guaranteeing companies like Bristol-Myers Squibb huge returns on investment. Given the public investment in these drugs, Love doesn’t believe drug companies have the moral authority to determine who can or can’t access them. And the fact that thousands of people in Africa continue to die because they can’t afford the drugs adds urgency to his argument. — Daryl Lindsey, The AIDS-drug warrior: Jamie Love, Salon.com magazine, June 1, 2001. 

           It should be remembered that some of the plants patented for their medicinal purposes do not even belong to the rich countries where most of the big pharmaceutical companies are based; they come from the developing world, where they have been used for centuries, but patented without their knowledge. Economist and director of the Third World Network, Martin Khor writes,         

Just as controversial [as patenting living organisms], or even more so, are patents and patent applications relating to plants that have traditionally been used for medicinal and other purposes (e.g., as an insecticide) by people in developing countries; or patents on medicines for serious ailments. Many medicines are derived from or based on biochemical compounds originating from plants and biodiversity in the tropical and sub-tropical countries. Much of the knowledge of the use of plants for medical purposes resides with indigenous peoples and local communities. Scientists and companies from developed countries have been charged with biopiracy when they appropriate the plants or their compounds from the forests as well as the traditional knowledge of the community healers, since patents are often applied for the materials and the knowledge. — Martin Khor, Intellectual Property, Biodiversity and Sustainable Development; Resolving the Difficult Issues, (United Nations Environment Program, 2002), pp.27-28
From a purely economic perspective, the idea of patents is to spur innovation, but with pharmaceuticals, it is not just about economics. Dr. Drummond Rennie, from the Journal of the American Medical Association, noted in a television documentary that

Pharmaceuticals, they are a commodity. But they are not just a commodity. There is an ethical side to this because they’re a commodity that you may be forced to take to save your life. And that gives them altogether a deeper significance. But they [big pharmaceutical companies] have to realize that they’re not just pushing pills, they’re pushing life or death. And I believe that they don’t always remember that. Indeed, I believe that they often forget it completely.  Dr. Drummond Rennie, transcribed from Dying for Drugs, Channel 4, UK, April 27, 2003
However, critics are pointing out that as well as saving lives, they are also taking lives from the poor, especially in the developing world, where, through rich country governments, they have lobbied for policies that will help ensure that their patents are recognized in most countries, thus extending those monopolies on their drugs. In sum, over the years, many pharmaceutical companies have been alleged to:

i.Sell products in developing countries that are withdrawn in the West;

ii. Sell their products by persuasive and misleading advertising and promotion;

cause the poor to divert money away from essential items, such as foodstuffs, to paying for expensive, patented medicines, thereby adding to problems of malnutrition;

iii. sell products such as appetite stimulants which are totally inappropriate

iv.promote antibiotics for relatively trivial illnesses

v. charge more for products in developing countries than they do in the West;

vi. fail to give instructions on packets in local languages;

vii. resist measures that would help governments of developing countries to promote generic drugs at low cost;

viii. use their influence to try to prevent national drug policies;

ix. give donations of drugs in emergencies which benefit the company rather than the needy;

x. use their home government to support their operation with threats if necessary, such as withdrawing aid, if a host government does anything to threaten their interests.

        Extravagant claims are made that would be outlawed in the Western countries. A survey, in the Annals of Internal Medicine found that 62 per cent of the pharmaceutical advertisements in medical journals “were either grossly misleading or downright inaccurate.” ( John Madeley, Big Business Poor Peoples; The Impact of Transnational Corporations on the World’s Poor, (Zed Books, 1999) pp. 145-146, 147).

       The big pharmaceutical companies have caused enormous uproar in recent years when they have attempted to block poorer countries’ attempts to deal with various health crises. A vivid case is that of South Africa and cheaper generic drugs. The huge pharmaceutical association, PhRMA (Pharmaceutical Research and Manufacturers of America), and other large companies had intensely lobbied the then US Vice President, Al Gore, in 1999, to threaten South Africa with trade sanctions for trying to develop cheaper, generic drugs to combat AIDS. They claimed that World Trade Organization (WTO) rules regarding patents and intellectual property were being violated. 

           In fact, there was no violation. As problematic as the WTO rules have been in this area, there was provision in the rules allowing generic drugs to be created for emergency situations and public, non-commercial use. While public outrage managed to get such a move backed down, the underlying concerns from the big pharmaceutical companies have remained, and in various ways since, they have pressured the United States and other rich, industrialized nations to prevent other countries from doing similar things.

            You can understand why the big companies are in fear. When CIPLA, one of India’s leading generics companies, offered a cocktail of anti-retroviral drugs for AIDS at $350 a year, compared to $10,000 from the multinational companies, this sent a shockwave in two ways. Poor countries realized they might have more affordable means to deal with a massive health crisis that afflicts them the most; and the large multinationals saw their monopoly prices severely threatened, and, exposed. 

         India’s patent laws have allowed the production of cheap generics. CIPLA, for example, offered this low-cost price for their AIDS drug at a loss for itself, because it said it made profits from other drugs, and this was something that was more than about profit and loss. However, India’s patent law has been under pressure from the rich countries for a long time now. Their patent laws were tightened up in early 2005, to come into line with WTO laws, thus making cheaper alternatives less easy to produce. This will not only impact India, but also a large majority of the world that looks to India’s generics industry.

        On the controversial high pricing for drugs, the documentary noted, “Big pharma generally defends high prices for new drugs … to cover costs for researching and developing new drugs. But in fact, most new drugs launched are just slight variations of existing medicines. So called Me Toos.” Nathan Ford, of Médicins Sans Frontiéres said, “At the moment we are getting more and more drugs of less and less use. Me Too drugs; the tenth headache pills; the 15th Viagra. There are currently eight drugs in development at the moment for erectile dysfunction. Do we need 8 more drugs for erectile dysfunction? I don’t think we do. Meanwhile diseases like Malaria, TB that kill 6 million people every a year, are neglected—no new medicines are coming out and we are left treating people with old drugs that increasingly don’t work.”

             Mega-rich individuals, such as Bill Gates, have also shown incredible charity by donating hundreds of millions of dollars to these initiatives. Some of the donations from people like Bill Gates are not without their criticisms for other motives, however. Side Note»See for example, Gates gives $100m to fight HIV, $421m to fight Linux, by Thomas C. Greene, The Register (UK), November 11, 2002; Bill Gates: Killing Africans for Profit and PR, by Greg Palast July 14, 2003. But more fundamentally, as the magazine Himal South Asia notes, “Private charity is an act of privilege, it can never be a viable alternative to State obligations,” said Dr James Obrinski, of the organization Médicins Sans Frontiéres, in Dhaka recently at the People’s Health Assembly…. In a nutshell, industry and private donations are feel-good, short-term interventions and no substitute for the vastly larger, and essentially political, task of bringing health care to more than a billion poor people. — Rajshri Dasgupta, Patents, Private Charity and Public Health, Himal South Asian, March 2001
         Brain drain” is the phenomena whereby nations lose skilled labor because there are better paid jobs elsewhere. In recent years, this has affected poorer countries more so, as some rich countries tempt workers away, and workers look to escape bleak situations in their poor home countries. 
Making Health Decisions in circumstances of poverty

       The poor, either children, adults or elderly, regardless of any others human attributes, are condemned to conspicuous vulnerability (Azevedo, E.S. , Cerqueira, E.M.   Decisions in Circumstances of Poverty, Eubios Journal of Asian and International Bioethics 12 (2002), 105-107I). The World Bank Group (Poverty Net. The World Bank Group. Understanding and responding to Poverty. http://www.worldbank.org/poverty/mission/up2.htm Date: August 31st, 2001) considers a person as poor " If his or her consumption or income level falls below some minimum level necessary to meet basic needs". Presently, the World Development Report 2000/2001 refers to the poor people on its multiple dimensions as " ...live without fundamental freedoms of action and choice... lack adequate food and shelter, education and health... extreme vulnerability to ill health, economic dislocation, and natural disaster... often exposed to ill treatment by institutions of the state and society... powerless to influence key decisions affecting their lives (2). 

Estimations of poverty from the income index by World Bank data show that in 1998 1.2 billion people live with less than one dollar a day. In developing countries these figures include 24% of the population and 2.8 billion live on less than two dollars a day (2). In Brazil, the more recent official demographic data showed that 28 millions Brazilian live in extreme poverty. 

Thus, from the magnitude of the poverty numbers, plus its multiple dimensions of health necessities, there is a greater probability of poor persons be over-included in research on clinical trials. Thus, the incommensurable challenge for the researchers and for members of Ethical Boards is the moral responsibility to effectively protect the dignity and the rights of poor persons as subjects of research (3, 4). 

The autonomy of the poor 

The worry on having what to eat in the next meal is the most fundamental problem of a poor people"s life. Anything that facilitates to supply basic necessities has absolute priority, regardless of other possible preferences. Self-preference, autonomy for choice, freedom for decision and so on, are entirely replaced by the fundamental struggle for keeping surviving. Thus, any offer able to supply some life-basic necessities has a psychological impact greater than the theoretical freedom for choice. The choice is already predetermined by the poverty circumstances. In another words: there is no free choice in poverty. We shall call this situation "poverty-circumstances -decision". 

Thus, in a situation of poverty-circumstances-decisions, the principle of respect for autonomy becomes a kind of self-illusion practice, for physicians and researchers. The application of the term of consent to that known to have no obvious chance of choice goes deeply into the physicians and researchers morality. Common cold, cough and fever, as well as rheumatic pains are usually not taken as disease by the poor. When the complains (signs and symptoms), reaches the cultural perception of disease, the decision to seek medical care faces others barriers such as having enough money for transportation (bus), to the doctor office, and for buying the prescribed medicines. If, after facing all that, the patient succeeds in seeing a doctor, the offer of an opportunity for having free medicines sounds like a miracle. 

When a poor patient is consulted if he or she consents in participating as subject of a research project, under such and such conditions of risks and benefits, plus the fact, of getting free medicines, free follow up care and free laboratories tests, up to the end of the study, the patient"s feelings are of an unquestionably fascinating offer. The patient is also informed that he or she is entirely free to accept or not, being included in the research protocol. This is a patient"s autonomous decision, says the doctor. However, the free care, free tests and free medicines will be available only if the patient agrees in participating in the clinical trial, adds the doctor. The doctors also require that the patient (usually badly literate or illiterate) gives a formal consent by signing a paper after reading, or listening, what is written on it. Obviously that the rational perception of the poor patient is already dragged by the perspective of free medicines and the free medical care. Even knowing that this help is offered only for a limited time, a few months, for example, this type of detail becomes irrelevant. Poverty does not worry about future things. What really matter is solving today"s problem. Vital necessities can not wait. In that context, the principles of beneficence acquire an expanded meaning. Is there real beneficence in giving time-limited free medicines? 

Decisions in the circumstance of poverty 

For those living in poverty, the circumstances in which the decisions are taken allows no possible chance for one"s autonomy because of alternatives restrictions. Most of the time there are no alternative at all, unless the alternative of leaving this world is to be also considered (6; p 61). 

Facing the extreme of patient"s autonomy restriction, such as poverty, the principles of beneficence, non-maleficence and justice acquires unique dimensions for physicians and researchers. If, on one hand, physicians and researchers are well conscious of the patient"s circumstances of poverty, the new challenge is to have the capacity for perceiving what beneficence, non-maleficence and justice are in a cultural world of poverty. Poverty has its own cultural values, its own perception of beneficence, non-maleficence and justice, which may differ from those of the medical doctors and researchers. In every culture, says Pellegrino, (1976) (7), "medicine rests on a substructure of concepts which determine its character; that is to say, its methods and practice as well as its ethos, ethics, and ideology". Within the diversity of human cultures, poverty adds its own reality. In Brazil, for example, the medicine available for the poor people has, not only methods and practice different from that of rich people"s one, but also has its own ideology. 

Traditionally, the concept of beneficence was restricted to what the physician would think will be better for the patients, with no concern for what the patients would think to be better for themselves (8). In the same way, one may question about the concept of non-maleficence and justice in the physician/researcher minds. Are they equally satisfying under the patient"s view? 

Let us assume that a medical doctor, full of the best intentions, find himself in front of a obviously poor patient in desperate need of medical care. By having the possibility of offering free medicines and free care to one so desperately in need of it, gives to the researcher/doctor an enormous power. Thus, in poverty circumstance decisions, the social distance between the research/doctor and the patients goes beyond that of greater scientific knowledge. The research/doctor has absolute political and scientific power over the situation. The treatment chance is entirely on his hands. However, by having personal interest in the trial, the research-doctor/patient relation became very delicate in its morality. Is it morally acceptable to have such an unequal contract? Is it either legal or morally acceptable to rely on informed consent under such circumstances? Is there any sense of justice? The obvious conclusion is that the informed consent, in such circumstances, is not attending the bioethics principles of autonomy and justice, and is hardly attending the principles of beneficence and non-maleficence. 

Ethics, ethnic diversity and poverty 

Finally, some additional thoughts on the ethical aspects of carrying out clinical trial in developing countries as a matter of great concern for many scholars (9), as well as for the United States Government (4). For most developing countries, in addition to the poverty of great part of its society, there are the problems of different ethnicity between the richer and poorest ones. The ethical aspects of clinical trials in different ethnicity (not White), deserves world-wide worries. As Jonsen (2000) points, "...the revelation of the Tuskegee experiment, which linked to medical progress with racial discrimination, shocked the nation". This study, conducted by the Unites State Public Health Service in the State of Alabama, USA, for forty years, induced " about 600 Black men, mostly poor and uneducated" (10), to participate in a syphilis follow up study with the objective to "determine from autopsies what the disease does to human body. The men had been promised free transportation to and from the hospitals, free hot lunches, free medical care for any disease other than syphilis and free burial after the autopsies were performed" (10). Thus, poverty and Black ancestry impose special attention for Ethics Research Committees to achieving an effective protection of person"s rights and dignity, free of cultural prejudices and researcher"s personal interests. 
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Genetically Modified Food and Globalization of Cultures 

Since genetically modified food often comes with patented technologies belonging to large multinational corporations, the introduction of such food into the developing world has engendered another kind of reaction. The argument is that the introduction of the product will harm the farmers in the developing countries, because they cannot compete with the more efficient crop based on the technology. 

Culture, Perception and Genetically Modified Food 

These concerns also raise a set of ethical problems. Chief among them is: What should we human beings do in the face of the changing circumstances in the fast changing world? One thing we clearly have to do is to find a way to feed the growing number of population, and this clearly necessitates the use of technology.

 The problem with genetically modified food does not lie with the technology or the science behind it; it lies with the way people perceive it, which is tied up with people’s sense of identity, cultures, values and so on. To dismiss these belief and value systems as irrelevant to the solution would be to miss the point by a wide margin.

 1. EQUITY:  The benefits of health knowledge must be made available to the poor and marginalized people of the world, who continue to bear a disproportionately large-and in many cases increasing-share of the global burden of disease. They must have choices and hope for the future. This is the fundamental challenge of all health research for development. Regarding the health research system itself, there are continuing inequities between developed and developing countries. The challenge here is to ensure that research systems in low-income countries have access to the resources they need to address their priority problems and contribute to the global agenda. 

2.      ETHICS:  Health research at both national and international levels should be guided by clear ethical principles, based on respect for the dignity of the individual and for sociocultural norms, and recognition of the importance of the engagement of the communities involved and the right of everyone to enjoy the benefits of research. Sound ethical principles should also form the basis for partnerships in health research. 

3.      GOVERNANCE:  Governance is the process through which those responsible for organizations involved in health research exercise the function of stewardship. The challenge is to create an arrangement that facilitates effective co-ordination among all organizations, institutions and groups involved at various levels in national, regional as well as international health research systems.

4.      FINANCING:  The disequilibrium in allocation of health research funds remains a key challenge for the coming years. Despite the recent injections of funds from philanthropic foundations and public-private partnerships, both the absolute amounts available for research and their distribution remain unsatisfactory. 

5.      KNOWLEDGE PRODUCTION: While the global body of knowledge related to the major health and development problems of the world continues to grow, significant gaps in understanding remain. These gaps concern the causes and dimensions of many major health problems, the availability of cost-effective interventions and their efficient use, and the equitable allocation of interventions and resources. The challenge is to ensure that the collective research effort leads to knowledge of high quality that is relevant to the overarching goal of equity. 

6.KNOWLEDGE MANAGEMENT AND UTILIZATION: Knowledge is a key input to, and output of, the health research system. The management challenge is to ensure that all countries have access to the global knowledge base, can distil and use it, and can contribute effectively to it. At country level, the same challenge exists, and relates also to the need to improve the utilization of research results in policy and practice. 

7. CAPACITY DEVELOPMENT: The development and sustainability of the necessary capacity for health research remain a major challenge to developing countries. A comprehensive capacity-strengthening approach is needed, addressing both the demand and supply side of health research. Besides the classical skills related to research production,  attention should be paid to capacities for: leadership, priority-setting, advocacy, networking, negotiation, communication, use of research and partnership development. 

8. RESEARCH ENVIRONMENT: Three elements of this challenge are presented: 
*  Intersectorality: the health research community needs to be more closely linked to the development community. The challenge is to create purpose-specific, equity-oriented research and action coalitions, and to manage them in an effective way. 
*  Globalization:  the challenge is to find ways of enabling all countries to identify and use the opportunities offered by globalization, and at the same time limit the harmful effects. 
*  Research culture: the challenge is for each country to develop a culture that recognizes the value of research and of researchers, creates a sense of "ownership" of research by the community, and facilitates the emergence of a supportive research environment. 

Conclusion:
This paper highlighted historical landmarks in knowledge about diseases. Emerging trends in both communicable and non-communicable disease prevalence was also discussed. Peculiar socio-cultural factors in the midst of global diseases worsen Nigeria’s health profile.
Health is not a trade commodity. It is a matter of rights and a public sector duty. As such, resources for health must be equitable and universal. Commercialisation of vital social goods such as education and health care produce health inequity. 

      Poverty exacerbates health issues. Under conditions of poverty, entities such as large pharmaceutical companies can wield even more power and influence over poorer countries. Some major reasons for unnecessary deaths around the world are therefore due to human decisions and politics, not just natural outcomes. Well-intentioned companies, organizations and global action show that humanity and compassion still exists, but tackling systemic problems is paramount for effective, universal health care that all are entitled to. 

       Addressing health problems goes beyond just medical treatments and policies; it goes to the heart of social, economic and political policies that not only provide for healthier lives, but a more productive and meaningful one that can benefit other areas of society.   

      To health care providers, emerging trends in many global diseases have broadened the traditional scope of prevention, care and support. Some of the evolving issues in HIV/AIDS care for example include status disclosure among sero-discordant couples, formal care givers’ dual role as therapists and researchers, informed consent, end of life issues as well as accessibility to anti-retroviral drugs. 

 Despite this, the ethics content of the training of many health care workers in Nigeria remains suspicious, if ever taught.  Furthermore, fears exist that many clinicians hardly ever perceived potential ethical issues in care and support situations, nor could they be reliably trusted to handle such situations within acceptable ethical standards.

 It is suggested that the training of clinicians should be sufficiently expansive to accommodate current issues in local (such as the new code of health research ethics in Nigeria) and global contexts of communicable and non-communicable disease management ethics without losing the core essence of primary professional duties. When this is emphasized in training and enforced in practice, the health industry would be better positioned to realize the much needed cutting edge precision required in research and clinical ethics standards fit for the new millennium. 

 References
The Exodus and Ancient Egyptian records, http://starways.net/lisa/essays/exodus.html) 
